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Abstract:
Inferiority feelings have been linked theoretically to substance use; however, an empirical
definition of the construct is lacking in research. The purpose of this study was to examine the
adequacy in defining inferiority feelings using the empirically established constructs of selfesteem, general self-efficacy (GSE), abstinence self-efficacy (ASE), and shame using a sample
of 210 undergraduate college students. Results of the confirmatory factor analysis indicated that
the overall model provided good fit for the data; however, self-esteem and shame loaded more
strongly on the latent construct than did GSE and ASE. The results provide preliminary evidence
for using these constructs to define inferiority feelings; however, future research is necessary to
examine alternate constructs that may define inferiority feelings in other populations.
Keywords: inferiority | self-efficacy | self-esteem | shame | substance use
Article:
Substance use is a prevalent concern in today’s society, specifically amongst young adults aged
18–25. According to the National Survey of Drug Use and Health, approximately 58.3% of
individuals in this age group report use of alcohol, and 22.3% report use of illicit drugs (Center
for Behavioral Health Statistics and Quality, 2016). Furthermore, substance-use disorders
(SUDs) are the most common diagnosis among this emerging-adult population (Davis & Vander
Stoep, 1997), and individuals in this age group demonstrate higher rates of SUDs than do other
age groups (National Institute on Drug Abuse, 2014; Pottick, Warner, Stoep, & Knight, 2014).
This reality highlights the importance of understanding potential contributing factors to the rates
of substance use within this vulnerable population.
Alfred Adler conceptualized substance use as a form of neurosis (Abramson, 2015; BartonBellessa, Lee, & Shon, 2015) that results from an individual’s inability to cope with the life tasks

of work, love, friendship, spirituality, and self (Dreikurs, 1990; Steffenhagen, 1974) in socially
acceptable ways. In theory, this maladaptive method of navigating life tasks often results from an
individual’s feelings of inferiority. This idea serves as the theoretical basis for the study, yet it
has not been explored empirically.
An individual’s social environment is important to consider (Sweeney, 2009) when examining
feelings of inferiority, as the feelings can result from negative social comparisons (Appel,
Crusius, & Gerlach, 2015). Individuals recognize from a young age their own deficiencies and
dependence on others (Barton-Bellessa et al., 2015). This recognition leads to the need to “strive
for superiority,” by which individuals create ambitions for themselves that when not met may
lead to feelings of inferiority (Abramson, 2015). This idea is supported, as both depressive
symptoms and envy are positively correlated with feelings of inferiority, whereas envy is also
negatively correlated with self-esteem (Appel et al., 2015). Although Appel et al.
(2015) provided an example of constructs that are related to feelings of inferiority, they did not
define what constitutes feelings of inferiority outside of reported happiness as compared to
others. A further review of the literature provides a rationale for examining self-esteem, shame,
general self-efficacy (GSE) and abstinence self-efficacy (ASE) as potential measureable
constructs that may be appropriate in defining inferiority feelings in individuals with SUDs.
Feelings of Inferiority
Adler’s View of Inferiority Feelings
Adler described feelings of inferiority as subjective evaluations that are both normal and
motivating. Because children are born into an environment of adults, they are viewed as smaller
and weaker, which creates a universal sense of inferiority among all humans that is subjectively
based on perception rather than in reality (Adler, 1956; Mosak & Maniacci, 1999). These
feelings, however, can motivate individuals to strive toward higher positions, or superiority, as
individuals begin to interact with their social environment and realize how they fit among other
individuals. Thus, inferiority feelings can prove positive as individuals use them as a motivating
factor toward reaching their goals (Adler, 1956).
Inferiority feelings can manifest as abnormal when individuals do not use them as inspiration to
achieve success. These individuals, often afflicted with organ inferiority, may lack social
interest. Individuals who do not view their inferiority in the context of others, but rather from a
selfish standpoint, may be more driven by fear of failure than by movement toward success. This
selfishness, according to Adler (1956), is often a result of pampering, which in his view hinders
the child from developing social interest.
Adler related his view of inferiority feelings to substance use by highlighting that those who
struggle with addiction demonstrate strong feelings of inferiority. These individuals, rather than
experience these feelings, use substances to displace responsibility from the individual to the
substance. In other words, rather than admit to flaws that place individuals in a lower social
position, individuals who use substances can blame their use for these flaws (Adler, 1956).
Contemporary Views of Inferiority Feelings

Over the years, feelings of inferiority have been defined by a number of separate but related
constructs, such as failure, worthlessness, a low sense of belonging, questioning of competence,
low self-esteem, envy, depressive symptoms, self-doubt, and feelings of not being accepted by
society (Abramson, 2015; Appel et al., 2015; Dreikurs, 1990); however, no empirical research
exists to substantiate these theoretical conceptualizations (Gupta, 1996). This lack of empirical
evidence may be related to difficulty in defining the concept due to the multiple constructs that
likely constitute it (Strano & Dixon, 1990). Although some differences exist in theoretical
definitions, researchers seem to agree that feelings of inferiority are important in understanding
adjustment issues and maladaptive coping strategies, such as SUDs (Barton-Bellessa et al.,
2015; Dreikurs, 1990; Gupta, 1996), a fact that highlights the overall importance of determining
an empirical definition that can provide insight into addressing these adjustment issues more
accurately. The constructs being used to define feelings of inferiority in this study are grounded
in existing literature (outlined below). Therefore, because feelings of inferiority are important
theoretically, and have specifically been stated to be an underlying component of substance use
(Abramson, 2015), determining an empirical definition is imperative for better understanding of
how feelings of inferiority play a practical role in individuals who use substances.
Self-Esteem
Self-esteem, defined as a positive or negative belief about the self as worthy or unworthy
(Baumeister, 1998; Rosenberg, 1965), has been identified as one component that defines feelings
of inferiority (Dreikurs, 1990; Strano & Dixon, 1990). An incongruence between who one
believes himself to be (self-concept) and who one believes he should be (self-ideal) can lead to
feelings of low self-esteem that manifest in thoughts related to one’s worth (Alexander,
1938; Mosak & Maniacci, 1999). This incongruence often results from social comparisons that
affect feelings of inferiority, and those who view themselves as less than often have low selfesteem. Individuals who experience feelings of inadequacy may search for a solution to these
feelings (Abramson, 2015), which may lead to substance use as a method of avoiding negative
feelings or of creating synthetic feelings of adequacy and worth. The use of substances as a
coping mechanism can further increase feelings of inferiority by increasing subsequent feelings
of envy toward those who do not utilize substances to cope (Appel et al., 2015) or shame with
oneself for doing so (Alexander, 1938). This demonstrates that self-esteem may only partially
describe the overarching concept of feelings of inferiority, as shame may also play a role.
Shame
Feelings of inferiority include those of not being accepted by others (Dreikurs, 1990) and having
a low sense of belongingness (Abramson, 2015). Similarly, shame is often linked in the literature
to feelings of rejection (Gausel, Leach, Vignoles, & Brown, 2012). Feelings of rejection are
found to be associated with lower self-esteem (Gausel et al., 2012). Like self-esteem, shame is
often experienced as a result of incongruence between the self-concept and the self-ideal
(Tangey & Dearing, 2002), which has been shown to decrease self-efficacy by increasing
feelings of incompetence (del Rosario & White, 2006). Shame is described as an enduring,
chronic sense of inferiority, inadequacy, or deficiency that has become internalized as part of
one’s identity (Tangey & Dearing, 2002), a conceptualization that emphasizes the trait-based

nature of the construct. However, shame has been conceptualized as both a state and a trait
variable. Because of the stable way in which Adler described feelings of inferiority, trait-like
conceptualizations of shame may be more closely aligned with the construct of feelings of
inferiority.
Individuals identified as having substance-use problems are found to have higher levels of shame
than individuals with other mental health problems and the general population (O’Connor, Berry,
Inaba, Weiss, & Morrison, 1994). Individuals who experience these strong, negative evaluations
about the self may use substances as an escape from the pain of their feelings (Adler,
2005; Cook, 1988) but, in turn, may experience increased feelings of shame with themselves for
doing so (Cook, 1988; Wiechelt, 2007). This under scores the reciprocal relationship between
shame and substance use. The relationship between shame and substance use is evidenced
conceptually in the literature; however, there is scarce empirical evidence evaluating these
relationships (McGaffin, Lyons, & Deane, 2013).
General Self-Efficacy (GSE)
According to Adlerian theory, feelings of inferiority may result when an individual questions his
or her abilities (Dreikurs, 1990). Self-efficacy is a cognitive process that describes an
individual’s confidence in performing a specific ability (Bandura, 1977). In contrast, GSE is
defined as an individual’s perception of his or her ability to perform across a variety of situations
(Judge, Erez, & Bono, 1998). In other words, although self-efficacy is a situation-specific belief
in one’s competence, GSE is a traitlike belief in one’s overall competence (Scherbaum, CohenCharash, & Kern, 2006). Although task-specific self-efficacy and GSE are distinct constructs, as
is evident by their distinct relationships with self-esteem (Judge et al., 1998), they are related
(Sherer et al., 1982). This suggests a potential relationship between GSE, task-specific selfefficacy, and self-esteem with inferiority feelings.
Abstinence Self-Efficacy (ASE)
Because inferiority feelings have been defined as questioning one’s abilities (Dreikurs, 1990)
and self-efficacy was initially conceptualized as a task-specific construct (Bandura, 1977), it is
important to consider self-efficacy as it relates to substance use when considering inferiority
feelings in individuals who cope with use of substances. ASE is a task-specific self-efficacy that
describes confidence in the ability to remain abstinent from substances in high-risk situations.
Low ASE is positively related to relapse in that when an individual is successful at maintaining
abstinence in a high-risk situation, ASE will increase and the individual will have increased
confidence to remain abstinent in future situations (Marlatt, 1985). Furthermore, ASE is found to
be predictive of treatment efficacy (DiClemente, Carbonari, Montgomery, & Hughes, 1994), thus
emphasizing the importance of considering self-efficacy when providing treatment for SUDs.
For example, in a study of adolescent substances users, higher ASE was predictive of lower drug
use during treatment (Burleson & Kaminer, 2005). Similarly, ASE increased during treatment for
use of crack cocaine, with clients reporting abstinence 1 month after treatment also reporting
higher levels of ASE (Coon, Pena, & Illich, 1998). This highlights the positive impact of
treatment on ASE and the reciprocal relationship between ASE and abstinence. Thus, it may be

true that as individuals compare their own high ASE to others in treatment, their feelings of
inferiority decrease.
As noted throughout, a review of relevant literature provides an argument for exploring the
appropriateness of defining feelings of inferiority, specifically as they relate to SUDs, using the
constructs self-esteem, GSE, ASE, and shame. Despite theoretical similarities, each of these
constructs remains distinct, offering an argument for including each one to empirically define the
larger concept of feelings of inferiority. Empirical understanding of each of the unique constructs
that constitute feelings of inferiority can positively affect clinical treatment of SUDs, as
practitioners can focus on each individual factor that may be influencing the use of substances.
Although Adler’s concept of inferiority is theoretically known and understood to lead to
substance use, no empirical research exists to operationally define this construct. Therefore, the
purpose of this study is to answer the following research question: Do the observed constructs of
self-esteem, GSE, ASE, and shame measure the latent construct of inferiority feelings in
individuals reporting use of alcohol and or drugs?
Methods
Participants
The sample consisted of 210 undergraduate college students recruited from a midsize public
university in the southeastern United States. Participant ages ranged from 18 to 25 (M =
20.7, SD = 1.58). The majority of the sample consisted of women (n = 151, 71.9%), with 26.7%
men (n = 56), and 1.4% (n = 3) not indicating gender. Ninety-two participants (43.8%) from the
sample identified as White, 77 (36.7%) identified as Black, 16 (7.6%) as multiracial, 10 (4.8%)
as Asian, 9 (4.3%) as Hispanic, 5 (2.4%) self-selected “Other,” and 1 (.5%) did not report on
race/ethnicity.
Participants were also asked a variety of questions related to their overall experiences with
alcohol and drugs. Drinking alcohol was more common among participants than using drugs.
While 28 participants (13.3%) reported never having taken a drink of alcohol (beyond just one
sip) and 1 participant (.5%) did not identify the age of first drink, the majority of participants
(n = 182, 86.6%) did report using substances. Most participants indicated having a first drink of
alcohol between the ages of 16 and 23 (n = 147, 70.3%), and the remainder of participants (n =
34, 16.3%) reported having their first drink between ages 10 and 15. Approximately 76.1%
reported that their first drink of alcohol was before the legal drinking age of 21. When separately
asked about drug use, more than half of participants (n = 129, 61.4%) denied ever taking drugs,
with 38.6% indicating some drug use. The age of first drug use for the remainder of participants
ranged from 12 to 20 (n = 81, 38.5%). Most participants (n = 189, 90%) reported having peers
who use alcohol or drugs, and slightly more than half (n = 110, 52.4%) indicated a family history
of drug or alcohol abuse. Finally, although 21% of participants indicated clinically significant
alcohol use and 7% indicated clinically significant drug use, 206 participants (98.1%) denied any
current or previous participation in treatment services addressing any concerns related to drug or
alcohol use.
Procedures

Given the higher rates of use and diagnosis of substance use among emerging adults in college,
for this study we utilized convenience sampling to access undergraduate students between the
ages of 18 and 25. After obtaining approval from the university’s institutional review board,
participants were recruited from nine undergraduate courses in two departments on campus.
Each participant was provided information (oral and written) explaining the nature of the study
and provided informed consent. Because of the sensitive nature of the study, we were granted a
waiver of signed informed consent to further protect participants’ confidentiality. Students
willing to participate completed the survey packet, which took 20–35 minutes. Participants were
provided with a list of substance-use resources following completion of the study and had the
option to enter a drawing to win one of eight $10 gift cards as an incentive to participate.
Measures
Self-esteem. Self-esteem was measured using the Rosenberg Self-Esteem Scale
(RSES; Rosenberg, 1965). The RSES is a 10-item self-report instrument that measures selfesteem as a unidimensional construct on a continuum from low to high (Rosenberg, 1965).
Respondents answer each question on a 4-point Likert scale (1 = strongly agree, 4 = strongly
disagree). The RSES has been utilized with a variety of populations and is one of the most
widely accepted measures of self-esteem (Heatherton & Wyland, 2003). The RSES has moderate
to high test–retest reliability (r = .85) and internal consistency (α = .92; Heatherton & Wyland,
2003; Rosenberg, 1965). The RSES was correlated with other constructs that have been
theoretically associated with self-esteem (e.g., depression, anxiety) to establish construct validity
(see Table 1).
Table 1. Descriptive Statistics and Reliability Estimates of Scales

Instruments and Subscales
M (SD)
Possible/Observed Range Number of Items Alpha Coefficient
RSES
32.26 (5.39)
1–4
10
0.89
NGSE
34.66 (4.44)
1–5
8
0.92
AASE-Temptation
12.10 (4.72)
1–5
6
0.82
AASE-Confidence
24.6 (4.98)
1–5
6
0.87
ISS
29.49 (20.02)
0–4
24
0.96
Note. RSES = Rosenberg Self-Esteem Scale; NGSE = New General Self-Efficacy Scale; AASE-Temptation =
Alcohol Abstinence Self-Efficacy Scale, temptation scale; AASE-Confidence = Alcohol Abstinence Self-Efficacy
Scale, confidence scale; ISS = Internalized Shame Scale.

General Self-Efficacy (GSE). The New General Self-Efficacy Scale (NGSE; Chen, Gully, &
Eden, 2001) was used to assess GSE. The NGSE is made up of 8 items measured on a 5-point
Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree), with higher scores
indicating higher levels of GSE (Scherbaum et al., 2006). The NGSE demonstrates adequate
reliability estimates across two cultures (Cronbach’s α = .85 to .91, test–retest reliability; r = .62
to .86; Chen et al., 2001). The NGSE correlated with the RSES and the General Self-Efficacy
Scale (SGSE), with results suggesting that GSE and self-esteem are separate but related
constructs (χ2 = 144.31; Chen et al., 2001), providing further evidence of discriminant validity
(see Table 1).
Abstinence Self-Efficacy (ASE). To assess ASE, the 12-item brief version of the Alcohol
Abstinence Self-Efficacy Scale (AASE; McKiernan, Cloud, Patterson, Golder, & Besel, 2011)

was used. This brief measure is modeled after the original 40-item AASE, which was created to
evaluate self-efficacy in relation to abstinence from alcohol and has been found to be a psychometrically sound method of assessing ASE (DiClemente et al., 1994). The brief 12-item version
of the AASE assesses confidence (6 items) and temptation (6 items) on a 5-point Likert scale
ranging from 1 (not at all) to 5 (extremely). Total ASE score is calculated by subtracting the
temptation score from the confidence score (McKiernan et al., 2011). The brief version of the
AASE demonstrated good internal consistency reliability (α = .916 for confidence, α = .878 for
temptation; McKiernan et al., 2011) (see Table 1).
Shame. The Internalized Shame Scale (ISS; Cook, 1988) was used to measure shame. The ISS is
a self-report measure that consists of 30 items that measure two subscales: shame (24 items) and
self-esteem (6 items) to assess a trait-based measure of shame (del Rosario & White, 2006).
Scores for each subscale are calculated separately, and for the purpose of this study, only the
shame subscale was utilized. Questions on the shame subscale are answered on a 4-point Likert
scale ranging from 0 (never) to 4 (almost always), with higher scores indicating higher levels of
shame (Cook, 1996). The ISS exhibits adequate reliability and validity in both clinical and
nonclinical populations, with test–retest reliability ranging from r = .81 to .84, and internal
consistency ranging from α = .95 to .97 (Cook, 1996; del Rosario & White, 2006; Rybak &
Brown, 1996). The ISS was correlated with the Multiple Affect Adjective Check List–Revised
(MAACL-R) to establish construct validity (anxiety, r = .69; depression r = .72; hostility, r =
.53; positive affect, r = –.56). Finally, the ISS was correlated with other established measures of
shame and guilt (e.g., Personal Feelings Questionnaire), with correlations ranging from .39 to
.64, providing indication of concurrent validity (see Table 1).
Demographics. Developed for this study, the demographics questionnaire consisted of 12 items
exploring participant age, gender, race/ethnicity, age of first alcohol use, age of first drug use,
peer substance use, and family history of substance use.
Data Analysis
Data were entered into SPSS Statistics Version 20 to examine descriptive statistics of the
demographic data and assess for internal consistency reliability of the data for the manifest
variables. Examination of the histogram distribution for the self-esteem data revealed a
negatively skewed distribution. Because one of the key assumptions of confirmatory factor
analysis (CFA) is multivariate normality (Kline, 2011), a log10 transformation was performed on
the self-esteem data.
Means, standard deviations, and Cronbach’s alpha for each of the scales are reported in Table 1.
Because total scores for ASE are calculated by subtracting total temptation score from total
confidence score, descriptive statistics and reliability estimates of both AASE scales are
reported.
We then entered data into LISREL Version 9.2 and analyzed the research question using CFA to
determine the accuracy in defining the latent construct, inferiority feelings, with the manifest
variables of self-esteem, GSE, ASE, and shame (see Figure 1). We examined multiple indexes of
fit and examination of the chi-square analysis (χ2 = 2.67, df = 2, p= 0.2682) indicated a good fit

of the model to the data. Consistent with chi-square results, examination of root mean square
error of approximation (RMSEA) also suggested good fit (0.04 ≤ .05). Additionally, standardized
root mean square residual (SRMR) (0.0276 ≤ .10) and comparative fit index (CFI) (0.997 ≥
.90; Kline, 2011) demonstrated good fit for the data. Results of each of the global statistics
suggest the model is an excellent fit for the data (Kline, 2011; see Table 2).

Figure 1. Inferiority Feelings Model.
Table 2. Goodness-of-Fit Indexes for CFA and Structural Regression Model

Hypothesized Model
χ2
df
p value
RMSEA
SRMR
CFI
Inferiority feelings
2.67
2
0.2682
0.04
0.0276
0.997
Note. RMSEA = root mean square error of approximation; SRMR = standardized root mean square residual; CFI =
comparative fit index.

Figure 2. Inferiority Feelings Model With Standardized Factor Loadings.
The factor loadings for the standardized solution (see Figure 2) in the CFA suggest that selfesteem (–0.98) and shame (.73) may explain the latent construct inferiority feelings; however,
because factor loadings for GSE and ASE are less than the desired ≥ .70 (–.51 and –.17,
respectively), and the measurement errors are above the desired ≤ .50 (.74 and .97, respectively),
more than half of the variance for each of these variables is explained by other factors or
measurement error (Kline, 2011).
Results

Results of the CFA supported the observed constructs as a measurable definition of inferiority
feelings, as the overall model provided an excellent fit for the data. These results provide an
argument for the use of self-esteem, GSE, ASE, and shame to measure feelings of inferiority in
future research. Despite this, the data suggest that self-esteem and shame appear to have a strong
relationship to the construct of inferiority feelings, whereas ASE and GSE do not. The poor
factor loadings related to GSE and ASE indicate that additional research is necessary to examine
constructs that are not task-specific, as inferiority feelings can exist in individuals not
experiencing problematic substance use.
Discussion
The goal of this study was to identify an empirical definition of the Adlerian construct of
inferiority feelings. Adler wrote about inferiority as a continuum with superiority on one end and
inferiority on the other. In the current study, it appears that the observed constructs measure this
continuum. In the current study, self-esteem, GSE, and ASE were all negatively related to the
latent construct, suggesting that the more self-esteem, GSE, and ASE individuals perceive in
themselves, the more positive evaluations and feelings they hold about the self, or the lower the
feelings of inferiority. Similarly, shame was positively related to the construct, signifying that
higher levels of shame are inversely related to superiority feelings and, as a consequence, more
feelings of inferiority.
Despite the overall fit of the model, only self-esteem and shame were found to load strongly onto
the construct inferiority feelings, whereas GSE and ASE revealed factor loadings that suggest
that more than 50% of the variance may be accounted for by factors outside of the model. Selfesteem and shame have previously been linked to substance use in research (Donnelly, Young,
Pearson, Penhollow, & Hernandez, 2008; Tangey & Dearing, 2002); however, little research
exists examining the relationship between GSE and SUDs, as GSE is a measure of overall
feelings of self-efficacy. Additionally, although ASE has been associated with decreased relapse
(Marlatt, 1985) and better treatment outcomes (DiClemente et al., 1994), the relationship
between ASE and SUDs has not previously been explored in a nonclinical sample. In the current
sample, mean ASE scores were high, which may be due to the low rates of individuals reporting
substance use treatment (<1%, n = 4). The low rates of treatment reported in the current sample
may suggest that participants may not consider their substance use as problematic, and thus do
not see a need to maintain abstinence. Given the overall fit of the model, further research is
necessary to examine how well these variables load in other populations. Although GSE was
only marginally related to the latent construct, the general nature of the construct and its previous
correlation with self-esteem and shame suggest that it may be worth continuing to explore in
other populations. These results are noteworthy, as each construct has been identified as having
potential infiuence on individual outcomes, yet this is the first empirical investigation of these
constructs that has been appropriate for measuring the latent construct of inferiority. Overall, the
results of this study support Adler’s original theory of inferiority.
Limitations
Several limitations are noted with regard to the current study. Data for the current study were
collected from one midsize university in the southeastern United States, which restricts

generalizability of the findings to other populations. Furthermore, the length of the survey is
extensive, which may have deterred eligible participants from participating in the survey or may
have increased fatigue while responding to survey items. Last, although the brief version of the
AASE has been found to be a valid and reliable instrument (McKiernan et al., 2011), it has had
limited use in empirical research and was initially normed on a clinical population. Although the
utility of this instrument in exploring ASE in a nonclinical college population had not been
examined before this study, the internal consistency of each scale (α = .87 for confidence; α = .82
for temptation) revealed that the AASE may be a reliable instrument when used with such a
population. Further empirical exploration of the brief version of the AASE is necessary to
confirm the utilization of this instrument in nonclinical, college-aged populations.
Implications
The measurable constructs of self-esteem, GSE, ASE, and shame may adequately define the
theoretical continuum of superiority and inferiority feelings, particularly as they relate to SUDs
(due to the inclusion of the task-specific variable of ASE). Researchers who wish to examine
internalizing experiences of the individual may benefit from this knowledge as it provides insight
into how each of these constructs is related and plays a role in an individual’s self-evaluations.
Generally speaking, because the measurable constructs are found to be related to the larger
construct of inferiority, it is possible that examining these constructs separately may not provide
a comprehensive understanding of the way in which an individual views himself and may impact
other factors. Yet the poor factor loadings of the variables GSE and ASE on inferiority feelings
implies a need to further explore potential variables that may define the latent construct.
Specifically, inferiority feelings may exist in individuals who do not use substances; thus,
constructs that are not task-specific, such as ASE, may be worth exploring in defining the latent
variable. The existence of empirical definitions for the Adlerian constructs of inferiority feelings
can assist in infusing theory and research by allowing for empirically validated incorporation of
theoretical constructs into research.
Findings from the current study have a particular impact on practitioners, specifically Adlerians.
Better understanding of the constructs that make up inferiority feelings can allow practitioners to
address each of these constructs, providing a more holistic picture of an individual’s evaluations
of the self. Comprehensive understanding of these evaluations can improve the effectiveness of
treatment by addressing beliefs about the self as worthy, perceptions of competence, as well as
internalized feelings of inadequacy and how they each may relate to individual outcomes. In the
case of SUDs, understanding and treating each of these internal thoughts and feelings, as well as
working on abstinence self-efficacy, can increase long-term results, as each may play a role in
the use of substances. Additionally, because of the potential reciprocal nature of these
relationships, knowledge of how SUDs can have an impact on feelings of inferiority can assist
practitioners in addressing and treating inferiority feelings through substance-use treatment and
may encourage more Adlerians to practice in addiction treatment settings. Practitioners can work
with clients on improving their sense of worth, competence, and inadequacy as a method of
improving positive outcomes.
Finally, there are direct benefits to the study of Individual Psychology as a result of this research.
Despite Adler’s discussion of how substance addiction develops, current treatment modalities for

SUDs do not heavily rely on Individual Psychology. Results of this study demonstrate that there
is a place for Individual Psychology in addiction treatment, and empirical knowledge proving the
relationship between Adlerian concepts and SUDs can assist in creating a stronger Individual
Psychology presence in the treatment of SUDs.
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