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Introduction
Substance use disorder (SUD) constitutes a large societal problem. The 2019
National survey on drug use and health revealed that 60.1% of Americans (older
than 12 years) reported to have used drugs during the last month1. In 2019, more
than 70.000 Americans died from a drug overdose2. The annual cost related to
SUD in United States hospitals alone was estimated at $13.2 billion (Peterson et al,
2021). Helping individuals cope with and potentially overcome their addictions, is
essential for societies, communities, families, and individuals involved.

State of the field
The standard treatment for SUD’s involves Cognitive Behavioral Therapy (CBT)
in combination with Medicine Assisted Treatment (MAT). Research results
generally do suggest that such treatment helps to reduce drugs or alcohol intake
(Ray, et al., 2020; Magill et al., 2019). MAT has been found to reduce the intake

Retrieved via: https://www.samhsa.gov/data/sites/default/files/reports/rpt29393/2019NSDUHFFRPDFWHTML/2019NSDUHFFR1PDFW090120.pdf
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Retrieved via: https://www.drugabuse.gov/drug-topics/trends-statistics/overdose-death-rates
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of drugs and alcohol (Manhapra et al., 2018; Nielsen et al., 2016; O’Connor et al.,
2020). Nonetheless, the efficacy of traditional CBT in the treatment of SUD’s is
much discussed. One reason for this discussion is that CBT does not appear to
systematically outperform the other specific treatments – not refuting that CBT
does render better results than no treatment (Hunt et al., 2019).
These less-than-optimal results regarding CBT on SUD might be due to the
specificity of CBT treatment. Substance use disorders tend to go hand in hand
with other psychiatric disorders, especially depression and anxiety. Ample
documentation exists that comorbidity is a rule rather than an exception among
individuals suffering from a substance or alcohol use disorder: both in substance
abuse treatment settings (e.g., Brems & Johnson, 2004; Havassy, Alvidrez & Owen,
2004; Wolitzky-Taylor et al.,2022) and in the general population (e.g., Kessler et al.,
1997; National Institute on Alcoholism and Alcohol Abuse, 2006; Substance Abuse
and Mental Health Services Administration, 2005). A CBT therapy that specifically
focusses on reducing the SUD, is unlikely to effectively reduce other psychiatric
issues.
Besides the standard treatment the field shows many different alternative types
of treatment, among which group therapies (Lo Coco et al., 2019), the 12-step
programs (Kelly et al., 2020), mindfulness (Zgierska et al., 2009), Acceptance and
Commitment Therapy (A-Tjak, 2015), non-invasive brain stimulation (Petit et al.,
2022), and the seven challenges program (Parisi et al., 2021). Although the body
of knowledge on the effects of such interventions is growing, the results are still
unclear and mixed.

Innate health interventions
Innate Health
“...an inherent human capacity to
access the wisdom and creativity
required for optimal learning
and development, regardless of
conditions or circumstances...”

Recently, innate health (Catherine et al.,
2022) or the three principles intervention
has entered the field of substance or alcohol
use disorders (SUD / AUD) and treatment.
A handful of rehabilitation centers have
embraced this approach and incorporated it
into their treatment of clients. Judging on the
reviews, clients appear to be enthusiastic.
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...Innate health interventions have
shown to be related to increased
levels of wellbeing and/or decreased
levels of distress...

These innate health programmes are typically based on the work of Sydney
Banks (see his book: The Enlightened Gardener) and aim to promote awareness
of one’s own well-being, potential for innate resilience, and capacity for clearer
thinking. Facilitators deliver the program to groups over a series of sessions or
days, in this case daily for 28 days, and team members provide insightful, nonjudgemental conversations, delivered with love. Discussions include topics
about the human psychological experience, such as feeling stuck in repetitive,
spiralling, anxious, depressive, or compulsive thinking and how one’s own
thinking is likely to be observed by each individual as a single objective truth.
Activities include building thought awareness, modelling non-judgmental
observation, and consciously experiencing the results of a quiet state off mind
(i.e., inspiration, intuition, and wisdom).
Research into the effects of innate health-based interventions show promising
results within different fields. Innate health interventions have shown to be
related to increased levels of wellbeing and/or decreased levels of distress within
organizations (Borg, 1997; Roy, 2007), communities (Mills, 2005a, 2005b), prison
rehabilitation settings (Catherine et al., 2022; Kelley et al., 2018; Kelley et al., 2021;
Kelley et al., 2019) and among first-year nursing students (Sedgeman, 2008) and
female Somali refugees (Robertson et al., 2019).
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...This study is the first to investigate
the potential of this type of therapy
on outcomes among individuals
suffering from a substance or alcohol
use disorder...

The present study
Thus far, no studies have been reported on the effects of innate health-based
treatment of individuals with a SUD or AUD. This study is the first to investigate
the potential of this type of therapy on outcomes among individuals suffering
from a substance or alcohol use disorder.
The current study focuses on the degree to which the clinic’s program is related
to a reduction of addiction and to improvements in other mental health domains.
After detox, clients were introduced to the three principles intervention through
daily group meetings. Clients attended 15 to 20 hours of these groups a week,
distributed daily over 28 days. Additionally, clients were offered a mandatory
12-step commitment meeting four times a week, lasting about an hour. Two
measures were used to measure addiction: the use of drugs and alcohol, and
commitment to sobriety. Also, two measures were used as indicators of mental
health: wellbeing and distress, of which the latter consists of depression, anxiety
and somatization.
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Firstly, the study tests the effects of the intervention and MAT on addiction and
mental health. Next, because the program under study offers an innate healthbased intervention to individuals who suffer from addictions, the study tests
innate health as possible mechanism that explains any positive outcomes of the
program. Innate health is hypothesized to be the core mechanism that explains
any beneficial outcomes that the clients of the clinic might experience.
To control for other potential effective mechanisms being responsible for findings
related to innate health being, two other possible mechanisms are included in
the study: therapeutic alliance and resilience. Therapeutic alliance is suggested
as a possible mechanism because innate health programs are typically very
person oriented and consists of accepting and loving conversations. Such an
approach is highly likely to lead to a strong positive bond with the personnel
involved. Therapeutic alliance also has proven to play an essential role in predicting
outcomes of drug addiction treatments (Meier et al., 2005; Wolfe et al., 2013).
Resilience is generally regarded as a general protector against the negative effects
of stressors (Herrman et al., 2011). Resilience has also been found to help individuals
overcome addictions (Zhuo et al., 2021). Therefore, the effects of innate health as an
explanatory mechanism are also tested against those of resilience.

Hypotheses
The results are expected to indicate that:

1.
2.
3.

The program leads to less addiction and more mental health
Medication is expected to (partly) explain the reduction of
addiction
Innate health, therapeutic alliance and resilience are expected
to explain reduction in addiction (above MAT) and improved
mental health

The study will control for social desirability. Because few comparable studies
include social desirability, no hypotheses are formulated concerning change in
social desirability and the influence of this bias on the results.
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Method
Procedure
Our research team was asked to assess anonymized client data collected by a
residential rehabilitation center for addictions located in the northeastern region
of the United States. Following the HIPAA privacy rules, this entity invited clients
to fill out three digital questionnaires: at entrance (after detox), at departure
from the center, and two months following departure. Clients could decline to
participate at any time. All information collected was processed anonymously
and completely de-identified with the specific intent to evaluate center
programming. In this study, only the first two of these questionnaires have been
used, because too few participants filled out the last questionnaire.

Participants
1ST QUESTIONAIRE
The first questionnaire was filled out by 166
PARTICIPANT GENDER
participants, of which 24 (15%) were female and 142
(85%) were male. The average age was 38 years, +/- 11.7.
Of the participants, 15 (9%) mentioned having ever
15% 85%
served in the military. The majority reported to be
unemployed, 79 (48%) were looking for work and 12
(7%) were not looking for work; 39 (24%) and 13 (8%)
reported to have full- or part-time employment; 22
(13%) reported to be disabled, 5 (3%) self-employed,
2 (1%) retired and 2 (1%) student. The second
questionnaire was filled out by 105 participants, of
which 12 (11%) reported to be female and 94 male. At
Time 2, the average age remained 37 years, +/- 11.2. At entrance into the center,
the majority of participants had been located at Queen City (of which, 59 at
Manchester Detox, 58 at Manchester Monitoring Unit, 12 at the Respite Unit and
8 at Manchester Woman’s Residential); 38 were located at Webster Franklin
Place, 15 at Ray House and 1 Out Patient. At departure 105 participants had filled
out a questionnaire. We were able to couple almost all the participants that filled
out the second questionnaire to their first questionnaire: 104 participants filled
out both questionnaires.
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Measurements
The participants answered questions related to nine different concepts:
distress, well-being, drug use, commitment to sobriety, medical assisted
treatment (MAT), therapeutic alliance, resilience, innate health and social
desirability. Table 1 shows the reliabilities of these concepts both at entrance
and at departure. This table shows that all these concepts have been measured
reliably.
TABLE 1.

CRONBACH’S ALPHAS AT TIME 1, TIME 2 AND OVER BOTH TIMES
TIME 1

TIME 2

TOTAL

Distress (BSI-18)

.93

.91

.95

Wellbeing (wews)

.90

.88

.93

Drugs

.64

.88

.77

Commitment to sobriety

.90

.84

.89

Mat

.91

.92

.91

Therapeutic alliance

.91

.92

.91

Resilience

.79

.85

.86

Innate health

.74

.74

.81

Social desirability

.81

.85

.83

Psychological distress was measured with Brief Symptom Inventory which
consists of 18 items, of which six are on anxiety, six on depression and six
on somatization. This shortened form of the BSI instrument gathers data
to measure psychological distress and psychiatric disorders in medical and
community populations (Derogatis,
1993; 2001; Derogatis & Melisaratos, 1983).
The BSI-18 has found to have good
psychometric (Meijer, et al., 2011).
CRONBACH’S ALPHA
“...a measure of internal
consistency, that is, how closely
related a set of items are as a
group. It is considered to be a
measure of scale reliability.”

The Warwick-Edinburgh Well-Being
Scale-Short form (Tennant et. al., 2007)
was developed at the Universities of
Warwick and Edinburgh and comprises
seven-items that relate to an individual’s
state of mental well-being (thoughts
and feelings) in the previous two weeks.

INNATE HEALTH, ADDICTION AND MENTAL HEALTH | JUNE 2022 		

10

The WEMWBS has good psychometric properties (Tennant et al., 2007). Each
item is worded positively and together they cover most, but not all, attributes of
mental well-being including both hedonic and eudemonic perspectives.
Drug usage was measured by seven items, derived from the Drug Use
Disorders Identification Test (DUDIT; Berman et al, 2007) and adapted after
consultation about the wording with the staff of the clinic. After the question:
“How often during the last month did you use the following substances (NOT as
Prescribed)?” seven categories were presented: “Cannabis”, “Cocaine”, “Opiates
(heroin, fentanyl, Percocet, Vicodin, etc...)”, “Hallucinogens (mushrooms, acid,
LSD, etc…)”, “Methamphetamine OR Amphetamines (Adderall, Ritalin, Vyvanse)”,
“Benzodiazepines / sedatives (Klonopin, Xanax, Valium, GHB, Ketamine)” and
“Alcohol”. Each item was scored on a visual analogue scale (continuous bars
that participants can click on and/or drag; Toepoel & Funke, 2018), with anchors
“Never”, “Once”, “2-3 times”, “Once a week”, “More time a week” and “Daily”.
Commitment to sobriety was measured with the five items of the commitment
to sobriety scale (Kelly & Greene, 2014; e.g. “I will do whatever it takes to recover
from my addiction”). Participants scored these items on a visual analogue scale,
with anchors “strongly disagree”, “disagree”, “slightly disagree”, “slightly agree”,
“agree” and “strongly agree”.
Receiving Medical Assisted Treatment was assessed by asking “Are you
receiving MAT (Medication-Assisted Treatment)?”, followed by a list of
medications used in the clinic: “Buprenophrine”, “Suboxone”, “Methadone”,
“Vivirtrol”, “Sublocade”, “Naltrexone” and “Not receiving MAT”. The first six answers
were considered “receiving MAT”; the last answer indicated “not receiving MAT”.
The measurement of therapeutic alliance was based on the client version
of the Working Alliance Inventory – Short Revised (WAI-SR; Hatcher & Gillaspy,
2006). Because the first measurement in this study is in a very early stage of the
therapy (directly after detox), 4 items were removed from the original 12 item
inventory (e.g. “The clinicians and I are working on mutually agreed upon goals”),
with 8 items remaining (e.g. “The clinicians and I respect each other”, “I believe
the way we are working with my problem is correct” and “The clinicians and I

11
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have established a good understanding of the kind of changes that would be
good for me”). Because the original inventory was found to suffer from a ceiling
effect (extremely high scores). In line with the suggestions made by Paap and his
colleagues (2020), each item on this inventory was rated on visual analogue scales.
Resilience was measured with the brief resilience scale (Smith et.al. 2008).
The scale was introduced with “Please indicate how much you agree with the
following statements when thinking of the last month”, followed by six items (e.g.
“I tend to bounce back quickly after hard times”). The items were scored on visual
analogue scales, with as anchors “never true”, “rarely true”, “sometimes true”,
“often true” and “true nearly all the time”.
Innate health was measured with six items (e.g. “I concentrate on things that
make me feel bad” (reversed), “I take negative thoughts seriously” (reversed)
and “I know I’m part of something good”; see Denkers & Catherine-Gray,
2021). This scale was specifically designed to measure the degree to which
individuals embrace beliefs about the central concepts of innate health: thought,
consciousness and mind. The items in this study were scored on visual analogue
scales, with as anchors “never true”, “rarely true”, “sometimes true”, “often true”
and “true nearly all the time”.
Social desirability bias (Crowne & Marlowe, 1960) was measured to be able
to statistically control for respondents’ tendencies to deny undesirable beliefs
or behaviors (Van de Mortel, 2008); a risk of special concern in research in the
unethical or normative domain (Fukukawa, 2002). The Marlowe-Crowne Social
Desirability Scale (Crowne & Marlowe, 1960) has been widely used to test for
the presence of this type of response, also with regards to offenders’ substance
abuse (Davis, Dohorty and Moser, 2014). More recent research has shown two
underlying dimensions: Impression Management and Self-Deception (e.g.,
Lanyon & Carle, 2007; Ventimiglia & MacDonald, 2012; Paulhus, 1988). Based on
research conducted by Ventimiglia and MacDonald (2012), the ten items with the
highest score on either of the two scales were selected (e.g. “I’m always willing to
admit it when I make a mistake”; see for instance: Gorsira, Denkers & Huisman,
2018). These items were scored on visual analogue scales ranging from “not true”
to “very true”.
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Statistical Analyses
After presenting the correlations in Table 2 (p.15),
Table 3 (p.16) depicts the results of a series of 2 (MAT:
‘with medication’ versus ‘without medication’) by 2
(Time: at entrance versus at departure) multivariate
analyses of variance, of which the last factor is within
subjects. The analyses were conducted to establish
if the stay in the center and the prescription
of medication were related to raised levels of
wellbeing, commitment to sobriety, therapeutic
alliance, resilience, and innate health, as well as to
lowered levels of distress and drug use. The analyses
were re-run with social desirability as co-variate to
establish to which degree this bias is responsible for
any observed changes.
Next robust regression analyses were conducted
to establish if therapeutic alliance, resilience and/or
innate health could be responsible for any observed
changes. Robust regression analyses were utilized
because this technique is assumed to be less
sensitive to outliers. To check the stability of the
results, bootstrapping was used with 1000 samples
and 95% confidence
intervals. Before
conducting the analyses,
all variables concerned
were transformed into
z-scores. The dependent
variables were distress,
wellbeing, drug use and
commitment to sobriety as
measured at departure.

...robust regression analyses
were conducted to establish if
therapeutic alliance,
resilience and/or innate
health could be responsible for
any observed changes...

13
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In the first model therapeutic alliance, resilience, and
innate health, as measured at entrance, were entered
into the equation, together with the measurement of the
dependent variable at entrance. A significant influence
of therapeutic alliance, resilience and/or innate health in
this model suggests that the variable(s) concerned has
possibly caused changes in the dependent variable. Of
course, correlational data can never provide certainty
about causation. However, with the aid of a cross-lagged
design, as employed in this regression model, one can
provide a good estimate. This estimate is also known as
“Granger causality” (Granger, 1969).
The second model focusses on the degree to which
change of therapeutic alliance, resilience and/or innate
health can be held responsible for change in the
dependent variables. Therefore, new variables were
constructed by calculating the difference between
therapeutic alliance, resilience and innate health at
departure compared to the scores at entrance into the
center, with positive scores indicating increased levels.
In the second model, these new change variables were
added to the variables in the first model. A significant
influence of a change variable on a dependent variable
suggests that this change explains the change in the
dependent variable.
Finally, both models were re-run with social desirability
entered into the equation. Any diminished effect
because of including social desirability suggests that
this bias might have been responsible for the initially
observed effect.
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Results
Correlations
Table 2 shows the correlations between the key variables in the current
study. The bottom left-hand corner of the table depicts the correlations
between the variables at entrance into the center. The top right-hand corner
shows the correlations between the variables at departure. On the diagonal the
autocorrelations between the variables at entrance and departure are depicted.
The scores on the diagonal show that all autocorrelations are reasonably strong,
except for the correlation between distress at entrance and departure. As may
be expected distress and wellbeing were strongly correlated at both times. The
use of drugs and commitment to sobriety were not found to be related at either
time, suggesting that this commitment is unrelated to the actual use of drugs.
Also, MAT is not related to any of the other variables at either time. At entrance
social desirability was strongly correlated to all four independent variables, as well
as to resilience and innate health, underlining the importance of controlling for
this bias.
TABLE 2.

CORRELATIONS AT ENTRANCE (LOWER LEFT), AT DEPARTURE (UPPER RIGHT) AND
AUTOCORRELATIONS (BOLD ON THE DIAGONAL)
Distress

Wellbeing Drugs

Sobrietyc

Mat

T.alliance

Resilience In.health

Soc.des.

.17

-.59

***

.20

-.27

**

.01

-.26

**

-.38

***

-.56

***

-.40 ***

Wellbeing -.50 ***

.36

***

.04

.46

***

.02

.56

***

.42

***

.63

***

.36

Drugs

.26

-.04

.34

-.04

.07

Sobrietyc

-.15

.14

-.01

.37

.14

.46

Mat

-.03

.02

.18

.18

T.alliance

-.09

.25

*

.07

.31

Resilience -.36 ***

.43

***

-.11

In.health

-.45

***

.51

***

.13

Soc.des.

-.35

***

.36

***

-.21

Distress

**

. * P < .05; ** P < .01; *** P < .001

*

***

*

-.03
***

.57

*** -.06

.14

.51

.03

.03

.19
.22

**

*

***

***

-.04

-.09

.16

.37

-.09

-.08

***

-.09
***

.25

**

.03

.27

**

.33

***

.15

.04

.42

***

.71

***

.42

***

.12

.09

.63

***

.31

***

.40

***

-.01

.02

.41

***

.49

***

.59

***
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The influence of time and MAT
Table 3 shows the means and standard deviations of the central variables
in this study at entrance into the rehabilitation center and at departure, for
those who did and those who did not receive MAT. The table shows that all
variables strongly sway into the desired direction between entrance and departure;
participants report less distress (η2 = .59), higher levels of wellbeing (η2 = .69), less
drug intake (η2 = .59), more commitment to sobriety (η2 = .10), stronger therapeutic
alliance (η2 = .19) and stronger innate health beliefs (η2 = .58). Participants also
report higher social desirability scores at departure compared to at entrance (η2
= .34). MAT nor the interaction between MAT and Time appear to play a role with
regards to the scores on these variables. An exception forms the amount of drugs
the participants report to have taken. The intake of drugs was particularly high at
entrance for those who received MAT. At departure no difference in drug intake
was reported between those who did or did not receive MAT.

TABLE 3

ANALYSES OF VARIANCE ON THE CENTRAL VARIABLES BY TIME (WITHIN
SUBJECT: AT ENTRANCE VS AT DEPARTURE) AND MAT (BETWEEN SUBJECTS:
NO MEDICATION VS WITH MEDICATION)
At entrance

At departure

FTime

FMAT

FTimeXMAT

(1,102)

(1,102)

(1,102)

No MAT

With MAT

No MAT

With MAT

M

sd

M

sd

M

sd

M

sd

Distress

1.50

.85

1.49

.78

.45

.51

.47

.47

147.45

***

.00

.03

Wellbeing

3.27

.82

3.17

.77

4.35

.56

4.37 .55

222.15

***

.14

.66

Drugs use

.99

.87

1.40

.73

.26

.64

.23

.53

144.02 ***

2.78

8.14

Sobriety C.

5.48 .59

5.52

.70

5.65

.61

5.79

.41

10.97

**

.93

.55

Th. alliance

4.28 .74

4.36 .80

4.68 .43

4.61

.51

24.60

***

.00

1.25

Resilience

2.90 .68

2.71

.52

3.61

.67

3.48 .69

114.97

***

2.13

.15

Inn. health

3.42

.88

3.39

.75

4.50 .67

4.38 .72

139.21

***

.53

.28

Soc.des.

3.82 1.38

3.59

1.38

4.56 1.39

4.61

52.68

***

.13

1.42

. * p < .05; ** p < .01; *** p < .001

1.28

**
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Adding social desirability at departure as covariate to the analyses does
substantially diminish the strength of the effects of time for all variables.
Some effect of time remains on distress (Ftime = 4.68, p < .05), on wellbeing
(Ftime = 8.34, p < .01), on drug use (Ftime = 15,34, p < .001) and on innate health
(Ftime = 8.00, p < .01). On commitment to sobriety, therapeutic alliance and
resilience time did no longer appear to have influence after controlling for
social desirability. This suggests that, for these three variables, the answers
of participants may have been caused by social desirability, rather than
being an indication of the concept at hand.

Explaining the effects of the intervention
To test the degree to which therapeutic alliance, resilience and innate
health may be able explain the improvements in level of distress, wellbeing,
drug usage and commitment to sobriety, robust regression analyses were
conducted.

...The results...hints at a possible
causal relationship between innate
health and distress...

16
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Table 4 shows the results of the regression analyses predicting distress at
the end of the stay at the rehabilitation center. The results of Model 1 suggest
that having a high score on innate health at entrance negatively predicts distress
at departure, after controlling for distress at entrance. This hints at a possible
causal relationship between innate health and distress. Therapeutic alliance
and resilience at entrance did not appear to contribute to the explanation of the
amount of experienced distress at departure.
In Model 2, the change in therapeutic alliance, in resilience and in innate health
from entrance to departure are added into the equation. The results depicted in
Table 4 show that the change in innate health adds to the explanation of distress
at departure; improvement on innate health appears to be related to a decline
in distress at departure. Therapeutic alliance and resilience did not appear to
contribute to explaining distress at departure in any way in either of the models.
Adding social desirability into the equation does not change the presented
pattern of results. The explained variance raises from 7% in model 1 to 31% in
model 2.

TABLE 4

ROBUST REGRESSION ANALYSES PREDICTING DISTRESS AT TIME 2 WITH
THERAPEUTIC ALLIANCE, RESILIENCE, INNATE HEALTH AND DISTRESS AT
TIME 1 (MODEL 1); AND WITH ALSO DIFFERENCES BETWEEN TIME 1 AND 2
OF THERAPEUTIC ALLIANCE, RESILIENCE, INNATE HEALTH (MODEL 2).
Distress 2 (Model 1)
B

t

Distress 2 (Model 2)

Bootstrap

B

t

low

high

-.27

.03

-.11

-.83

-.10

.43

.18

1.53

-.52

-.04

-.72

-4.83

Dif. th. Alliance 1-2

-.10

-.78

Dif. Resilience 1-2

-.06

-.49

Dif. Innate health
1-2

-.39

-3.74

.04

.41

Th. Alliance 1

-.11

-1.31

Resilience 1

.20

1.77

-.29

-2.45

Innate health 1

Distress 1

.10

.97

R

2
adj.

*

-.08

= 7%; F(4,101) = 2.97

.28
*

R

2
adj.

Bootstrap

***

***

low

high

-.49

.10

-.13

.38

-1.02

-.33

-.49

.12

-.29

.17

-.81

-.22

-.11

.20

= 31%; F(7,98) =7.73

***
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Table 5 shows the results of the regression analyses predicting wellbeing at
the end of the stay at the rehabilitation center. The results of Model 1 suggest
that having high score on therapeutic alliance at entrance positively predicts
wellbeing at departure, after controlling for wellbeing at entrance into the center.
This hints at a possible causal relationship between therapeutic alliance and
wellbeing. Resilience and innate health at entrance do not appear to contribute
to the explanation of wellbeing at departure.
In Model 2 the change in therapeutic alliance, in resilience and in innate health
from entrance to departure are added into the equation. This firstly leads to a
significant influence of innate health at entrance on wellbeing at departure.
Additional analyses show that this effect is caused by entering the difference
in innate health, and not by the difference in therapeutic alliance or resilience.
This suggests that the influence of innate health at entrance of the center on
wellbeing at departure was suppressed by the effects of the change of innate
health over time. Further, both the change in therapeutic alliance and in innate
health add to the explanation of wellbeing at departure. Resilience did not
appear to contribute to explaining wellbeing at departure in any way in either
of the models. Adding social desirability into the equation does not change the
presented pattern of results. The explained variance raised from 23% in model 1 to
a staggering 56% in model 2.
TABLE 5

ROBUST REGRESSION ANALYSES PREDICTING WELLBEING AT TIME 2 WITH
THERAPEUTIC ALLIANCE, RESILIENCE, INNATE HEALTH AND WELL-BEING
AT TIME 1 (MODEL 1); AND WITH ALSO DIFFERENCES BETWEEN TIME 1 AND
2 OF THERAPEUTIC ALLIANCE, RESILIENCE, INNATE HEALTH (MODEL 2).
Wellbeing 2 (Model 1)
B

t

Wellbeing 2 (Model 2)

Bootstrap

B

t

low

high

.14

.47

.59

5.75

Bootstrap
low

high

.35

.84

-.32

.09

Th. Alliance 1

.22

3.33

Resilience 1

-.10

-1.35

-.31

.09

-.15

-1.52

Innate health 1

.08

.92

-.16

.33

.58

4.73

***

.25

.83

Dif Th. Alliance 1-2

.45

4.26

***

.20

.70

Dif. Resillience 1-2

-.05

-.55

-21

.13

Dif. Innate health
1-2

.58

4.80

.31

.82

.17

2.31

.03

.32

Wellbeing 1

.19

2.86

**

**

.09

.44

R2adj. = 23%; F(4,101) = 8.64***

***

***

*

R2adj. = 56%; F(7,98) =19.97 ***

INNATE HEALTH, ADDICTION AND MENTAL HEALTH | JUNE 2022

19

Table 6 shows the results of the regression analyses predicting drug usage at
the end of the stay at the rehabilitation center. The results of model 1 suggest
therapeutic alliance, resilience, nor innate health contribute to explaining drug
usage at departure above the explanation by drug usage at entrance.
In Model 2 the change in innate health from entrance to departure did add to
explaining drug use at departure. Therapeutic alliance and resilience did not
appear to contribute to explaining drug use at departure in any way in either
of the models. Adding social desirability into the equation does not change the
presented pattern of results. The explained variance raised from 13% in model 1 to
17% in model 2.

TABLE 6

ROBUST REGRESSION ANALYSES PREDICTING DRUGS USE AT TIME 2 WITH
THERAPEUTIC ALLIANCE, RESILIENCE, INNATE HEALTH AND DRUGS USE AT
TIME 1 (MODEL 1); AND WITH ALSO DIFFERENCES BETWEEN TIME 1 AND 2
OF THERAPEUTIC ALLIANCE, RESILIENCE, INNATE HEALTH (MODEL 2).
Drugs use 2 (Model 1)
B

t

Drugs use 2 (Model 2)

Bootstrap
low

high

B

t

Bootstrap
low

high

Alliance 1

.06

.74

-.04

.18

.24

1.60

.01

.60

Resilience 1

.03

.22

-.18

.27

-.10

.72

-.13

.40

Innate health 1

.19

1.56

-.09

.46

-.11

-.60

-.49

.20

Dif Alliance 1-2

.19

1.20

-.07

.51

Dif. Resil. 1-2

.11

.74

-.18

.39

-.43

-2.39

-.88

.01

.33

3.44

Dif. Innate
health 1-2
Drugs use 1

.32
R

2
adj.

3.28

***

.13

= 13%; F(4,101) = 4.93

.55
***

R

2
adj.

*

***

.12

= 17%; F(7,98) = 3.99

...In Model 2 the change in innate
health from entrance to departure
did add to explaining drug use
at departure.

.56
***
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Table 7 shows the results of the regression analyses predicting commitment
to sobriety at the end of the stay at the rehabilitation center. The results of
Model 1 suggest therapeutic alliance, resilience nor innate health contribute
to explaining commitment to sobriety at departure above the explanation by
commitment to sobriety at entrance.
In Model 2 the change in therapeutic alliance, in resilience and in innate health
from entrance to departure are added into the equation. This firstly leads to
a significant influence of therapeutic alliance, resilience, and innate health at
entrance on commitment to sobriety at departure. The effects of therapeutic
alliance and innate health are in line with the expectations; higher scores are
related to stronger commitment to sobriety. The effect of resilience appears
to be in the opposite direction; more resilience is related to less commitment.
This suggests that the influence of therapeutic alliance, resilience, and innate
health at entrance of the center on commitment to sobriety at departure
were suppressed by the effects of the change of these variables over time.
Further, both the change in therapeutic alliance and in innate health add to the
explanation of commitment to sobriety at departure. Change in resilience did
not appear to contribute to explaining commitment to sobriety at departure.
Adding social desirability into the equation did not change the presented pattern
of results. The explained variance raised from 15% in Model 1 to 31% in Model 2.

TABLE 7

ROBUST REGRESSION ANALYSES PREDICTING SOBRIETY COMMITMENT
AT TIME 2 WITH THERAPEUTIC ALLIANCE, RESILIENCE, INNATE HEALTH
AND SOBRIETY COMMITMENT AT TIME 1 (MODEL 1); AND WITH ALSO
DIFFERENCES BETWEEN TIME 1 AND 2 OF THERAPEUTIC ALLIANCE,
RESILIENCE, INNATE HEALTH (MODEL 2).
Sobriety com. 2 (Model 1)
B

Alliance 1

t

Sobriety com. 2 (Model 2)

Bootstrap
low

high

B

t

Bootstrap
low

high

**

-.09

.70

*

-.35

.01

.13

.75

-.05

.71

-.32

.02

.11

1.55

-.14

.31

.38

3.19

-.13

-1.32

-.29

.08

-.21

-2.04

.16

1.66

-.05

.36

.45

3.69

***

Dif Alliance 1-2

.37

3.14

**

Dif. Resil. 1-2

-.16

-1.51

Dif. Innate health 1-2

.37

2.90

**

.12

.61

.17

2.52

*

.02

.46

Resilience 1
Innate health 1

Sobriety com. 1

.22

3.03

**

.01

.60

R2adj. = 15%; F(4,101) = 5.64 ***

R2adj. = 31%; F(7,98) = 7.71 ***
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Discussion
This paper describes a study that was conducted into the effects of an innate
health-based program in a rehabilitation center in the northeast of the USA.
The results of the study show great promise. From entrance into the clinic to
leaving, clients showed impressive improvements: higher levels of wellbeing,
commitment to sobriety, therapeutic alliance, resilience, and innate health; as
well as lower levels of distress and drug use.
The study attempted to identify the mechanisms that are responsible for these
positive effects. First, the effects of medication were investigated. The results
indicate that medication within this center was predominantly prescribed to
heavier drugs and alcohol users. Among these participants, at departure from
the center, drug use dropped to meet the level of the other participants at that
stage. This suggests that medication may help heavy users to overcome their
addiction. None of the other outcomes – commitment to sobriety, distress, or
wellbeing – appeared to be affected by the use of medication.
Second, the influence of social desirability bias was tested. Social desirability
increased among participants from entrance into the center to departure. This
bias appeared to completely explain the observed changes in commitment
to sobriety, therapeutic alliance, and resilience. This implies that the results
regarding these concepts might be caused by participants urge to answer
questions with socially desirable answers, rather than providing the ‘correct’
answer. The observed changes in drug use, wellbeing, distress, and innate health
were partly explained by social desirability. This implies that the results with
regards to these variables are somewhat ‘tainted’ by social desirability but might
also indicate some ‘true’ change occurring.
Third, robust regression analyses were performed to investigate innate health,
therapeutic alliance, and resilience as explanations for the outcomes that were
observed. The results of these regression analyses suggest that changes in innate
health over time contribute to explaining positive changes in levels of distress,
wellbeing, drug use and commitment to sobriety. This suggests that changing
clients’ level of innate health might have been largely responsible for the
beneficial outcomes observed.
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Next to innate health, changes in therapeutic alliance also contributed to
explaining positive changes in the levels of wellbeing and commitment to
sobriety. This implies that professionals getting good rapport with clients may
have uniquely contributed to beneficial outcomes too. Changes in resilience
did not contribute to explaining outcomes up and above the influence of innate
health and therapeutic alliance.

Limitations
The study shows impressive results; both sobriety and mental health appear to
have improved among clients of the center. These positive changes appear to
be primarily explained by changes in innate health, with social desirability and
therapeutic alliance also playing a role.
The implications of the findings in this study are somewhat limited. A first
limitation is that the current study is the first in its kind. Therefore, it is unclear
to which extent the findings can be extrapolated to other situations, times,
cultures, or rehabilitation centers. Secondly, the current study does not go
beyond the stage where participants leave the facility. Therefore, no conclusions
can be drawn regarding the long-term effects of this intervention, nor does the
current study shed light on possible relapse in the months or years after leaving
the center. A third limitation is that the current study does not have a control
group. So, despite the impressive results, also when compared to other studies,
no definite conclusions can be drawn regarding causality of the relationships.
Fourthly, the results regarding commitment to sobriety, therapeutic alliance and
resilience appear to be strongly influence by social desirability. These finding
sheds doubt on the validity of the answers of participants regarding these
variables.

Future research
The results do suggest that innate health might be an important factor in
explaining the impressive outcomes of this specific rehabilitation center. Since
this study is the first in its kind, replication and further studies are warranted.
First, future studies should be conducted in other facilities that offer innate
health interventions for individuals suffering addictions. Second, future

studies should include a focus on long term effects of innate health
interventions among people suffering from substance use disorder.
Third, experimental studies should be performed including random
assignment to an intervention and a control group (comparing
different approaches). Such studies should clarify issues concerning
causality. Fourth, future studies into the effects of interventions aimed
at reducing addictions should include measures for social desirability.
Especially because it remains unclear how much of the scientific
literature investigating addiction may be tainted by bias. It is therefore
important to unravel the degree to which social desirability bias may be
responsible for findings and if raised levels of social desirability within
the ‘addicted population’ should be observed as problematic or rather
as an indication of improved mental health. Fifth, studies among the
general population should be conducted including measurements of
addiction, mental health, and innate health. Such studies should aim
at estimating the degree to which innate health may also explain low
levels of addiction and high levels of mental health within individuals
outside of medical and/or psychological care centers.

Conclusion
The current study offers the first scientific support for the notion
that innate health interventions may be beneficial to individuals
suffering from addictions. These results may encourage centers
that are considering incorporating innate health into their program
and may provide support for those that already have incorporated
this approach. This approach may help diminish the large societal
problem of substance use disorder by offering effective treatment and
thus reducing the enormous cost in care and human lives caused by
addictions. This would be beneficial to the individuals involved, their
family and friends, the communities in which they live, and societies
as a whole.
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