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ABSTRACT 

This study was in response to a growing need for alcoholism 

treatment facilities to identify the type of alcoholic who can benefit 

from a given treatment program. For example, detoxification centers 

which are beginning to appear throughout the country offer the same 

basic type of treatment program. These centers offer short-term in

patient programs usually consisting of a series of educational lectures, 

group discussions and A.A. meetings. This study attempted to identify 

the characteristics of the alcoholic patient who can best benefit from 

this type of program, and to develop a practical prognostic index which 

could be used to identify such a patient. 

A review of alcoholism literature indicated that objective 

characteristics offered some promise as such predictors. 

Selective situational and psychometric characteristics of 97 

male patients were assessed at time of treatment. Thirteen months 

later 86 of the patients could be contacted for outcome determination. 

The patients were dichotomized into two groups, improved and unimproved, 

on the basis of their drinking behavior between treatment and follow-

up. Sixteen situational characteristics were found to differentiate 

the improved group (N = 38) from the unimproved group (N = 48) at the 

.20 level of confidence. 

A multiple regression analysis showed a combination of 6 of 

these characteristics accounted for 36% of the variance in the depen

dent variable (treatment outcome). 
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A prognostic index was proposed which gave the approximate idea 

of the patient's chances for improvement. 

The following conclusions were drawn from the results of the 

study: 

1. Situational characteristics of alcoholics offer good potential 

for predictors of sobriety after treatment. 

2. The psychometric characteristics in this study showed poorer 

potential as predictors than did situational characteristics. 

Moreover, it is very questionable whether psychometric charac

teristics can even be assessed accurately at the time a patient 

applies for treatment. Psychometric characteristics can usually 

be assessed only when the patient is already detoxified, and 

when his thought processes are not disrupted by the influence 

of alcohol. 

3. It is possible to get an indication of a patient's chances for 

sobriety after treatment from an assessment of pertinent situa

tional information at time of treatment. 



CHAPTER I 

STATEMENT OF THE PROBLEM 

Introduction 

Alcoholism is the fourth leading public health problem in the 

United States, outranked only by mental illness, heart disease and 

cancer (N.C.A. Factsheet, 1970). Yet there is no standardized defini

tion of what alcoholism is or what an alcoholic is. Some of the more 

accepted definitions are: 

Alcoholism is a progressive disease characterized by uncontrol
lable drinking (E. M. Jellinek, 1960). 

Alcoholism is a chronic disease manifested by repeated implica
tive drinking so as to cause injury to the drinker's health or 
to his social or economic functioning (M. Keller, 1962). 

Alcoholism is any form of drinking which in its extent goes 
beyond the traditional and customary "dietary" use or the ordi
nary compliance with the social customs of the whole community 
concerned, irrespective of the etiological factors leading to 
such behavior, and irrespective also to the extent of which 
such etiological factors are dependent upon heredity, consti
tution, or acquired physiopathological and metabolic influences 
(World Health Organization; 1952). 

Alcoholism is a disease which manifests itself chiefly by the 
uncontrollable drinking of the victim, who is known as an alco
holic (M. Mann, 1958). 

The lack of agreement on a definition of alcoholism is due, to 

a large extent, to disagreement about the nature of alcoholism. There 

is a controversy on whether alcoholism is a "unitary disease" or a 

symptom or disease condition found in association with many personality 
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disorders. The controversy is yet unresolved, and one would almost 

have to agree with one authority's conclusion that "... not much 

more can be said at this point than there are many kinds of alcoholics, 

all auffering from the chronic disorder of compulsive, uncontrollable 

drinking and its after effects (Milt, 1958, p. 3)." For practical 

purposes then, an alcoholic can be considered as anyone whose drinking 

interferes frequently or continuously with any other important life 

adjustment or interpersonal relationship. 

Just as there is no universally accepted definition of alco

holism, there is no agreement either on the number of alcoholics in 

the United States. Estimates usually range from 4,000,000 to 

10,000,000. The National Council on Alcoholism officially estimates 

the number to be 8,000,000 (NCA Factsheet, 1970). It should be noted, 

however, that two noted physiologists claim that there are an esti

mated 20,000,000 to 30,000,000 persons suffering from some degree of-

alcoholism in the United States (Knott and Beard, 1967). More signifi

cant to the purpose of this study is the estimate that there are 56,000 

alcoholics in the State of Arizona (McCue, 1968). In Pima County, 

Arizona, where the city of Tucson is located, it is estimated that 

there are 22,500 alcoholics (Scott, 1970). 

Since alcoholism, prior to 1950, was not publicly recognized as 

a disease, most alcoholics did not receive treatment. Social, cultural, 

and religious attitudes seem to have played the major role in both the 

alcoholic's reluctance to seek treatment, and in the lack of treatment 

facilities available (Pittman and Snyder, 1962). In the last two 
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decades, however, several significant events have occurred which are 

profoundly, though slowly, affecting social, cultural, and religious 

attitudes as well as the availability of treatment for the alcoholic. 

In 1954, for example, the American Medical Association officially pro

claimed alcoholism "a disease," and urged communities to admit to their 

hospitals individuals diagnosed as "alcoholics." Yet today some hospi

tals have been reluctant and some have overtly refused to treat alco

holics. 

The President's Commission on Law Enforcement and Administra

tion of Justice has recently recommended that, "Communities should 

establish detoxification units as part of comprehensive treatment pro

grams (Task Force Report, 1967)." 

Currently the Supreme Court of the United States is involved 

in decisions which could profoundly affect the treatment of alcoholics. 

Within the next year the Supreme Court is expected to make a decision 

on whether individuals arrested for public intoxication can be legally 

jailed, or whether they must be admitted to a hospital or detoxifica

tion center. The national implications of that legal decision are 

profound. Judge Gerald Levin, Chairman of the Committee on Alcoholism 

and Drug Dependence of the American Bar Association,.was aware of this 

legal decision in a letter to the American Medical Association. 

It is especially important to establish in communities adequate 
facilities for care and treatment of problem drinkers in order 
to cope with the conditions that exist in particular localities. 
It is anticipated that cases similar to Powell vs. Texas (1968) 
392 U.S. 514, may come before the Supreme Court of the United 
States for consideration in the near future and, hopefully, 
there will not be lacking evidence of the existence of such 
facilities (A.M.A. Memorandum, Jan. 31, 1969). 
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"Crash" efforts for treatment facilities would become mandatory in 

every community in the United States. 

Cognizant of the impending legal decisions, a number of states 

and communities are taking the necessary steps to cope with the prob

lem of treatment facilities. Presently, for example, the State of 

California has before the Legislature the Public Inebriate Health Act 

of 1969 which states: "Each county shall provide for inebriate recep

tion centers equipped and staffed to furnish male and female public 

inebriates with detoxification services, emergency medical care and 

diagnosis (Assembly Bill #884,5510, 1969)." 

Detoxification centers are beginning to appear in several com

munities. Two such centers have been in existence for several years 

in St. Louis, Missouri, and in Des Moines, Iowa. Recently, centers 

have opened in Kansas City, Missouri, in Albuquerque, New Mexico, and 

in Tucson, Arizona. All of these centers are similar in format and 

use the same basic approach to treatment. They are short-term in

patient programs offering the same basic services—alcoholism educa

tional lectures, daily group therapy, Antabuse, and Alcoholics Anonymous 

meetings. 

The demand for the limited number of treatment beds at these 

centers has already become a problem of concern. If these centers con

tinue to become a trend in communities, the question arises, "Can all 

alcoholics in the particular community benefit from this type of pro

gram?" What seems to be needed is some easy, objective, and economical 

way to predict what type of person is likely to benefit from the 
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program's treatment. Bateman (1965) made a relevant statement regard

ing this. 

Treatment methods and facilities have undergone rapid develop
ment but still have not reached adequate proportions in many 
areas. Many alcoholism programs have neither the money nor 
the facilities to admit all of the alcoholic patients who need 
treatment. Due to these limitations, information is needed as 
to which patients can receive the greatest possible benefit 
from the treatments available (p. 9). 

Viaille (1963) expressed a similar concern. "If the number of alco

holics requesting treatment continues to increase, it will become im

perative that some type of predictive device be developed in order to 

indicate those patients who are most likely to derive benefit from the 

treatment (p. 90)." 

Purpose of This Study 

The present study, conducted at a new detoxification center, 

addressed itself to the foregoing concern. It investigated character

istics which have been found to differentiate the improved alcoholic 

from the non-improved alcoholic. The study then attempted to find the 

combination of characteristics that best predicted the improvement of 

the patient. More specifically, the research questions which they 

study attempted to answer were: 

1. What are the situational and psychometric characteristics which 

differentiate between improved and unimproved alcoholics? 

2. Can a useful prognostic scale be developed which could predict 

the outcome of treatment from combining the above characteris

tics? 
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In short, the ultimate goal of the study was to begin to de

velop some kind of practical prognostic device which could help iden

tify the patient who can benefit from treatment at this detoxification 

center. 

First, the study described the characteristics of the patients 

treated at the Center. It was felt that this information would be of 

benefit to the Center. Such information would enable the Center to 

adjust its admission policy and/or its program to reach other types of 

alcoholics. It would enable the Center to improve its treatment and 

rehabilitation program by providing "feedback" in terms of length of 

stay, structure of lectures, therapy, and admission selectivity. 

The next part of the study involved a follow-up of the patients 

about 13 months after treatment to determine which patients improved 

and to compare the characteristics of the improved with the unimproved 

patients. 

The last part of the study attempted to determine if the out

come of the alcoholic's treatment could be predicted from a combination 

of characteristics, and to see if a prediction table could be constructed. 

In fact, this was the ultimate goal of the study—an attempt to develop 

a prognostic index to determine the likelihood of a patient benefiting 

from the Center's program. It was felt that such a prognostic index 

would be an invaluable model for every community in the nation which 

would be establishing similar centers. A prognostic index might be 

useful to differentiate between good short-term in-patient prospects 

and patients who, while not suitable for short-term treatment, could 
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profit from a long-term in-patient program or from an appropriate out

patient service. The short term treatment that these detoxification 

centers are offering is not recommended for all alcoholics. In fact, 

Krimmel and Falkey (1962) believe that a short-term program ". . .is 

most effective with those who have reasonably intact emotional and 

environmental resources (p. 107)." 

They also believe that the single, unattached alcoholic is a 

poor short-term risk. 

More pragmatically, the usefulness of a prognostic scale was 

predicated on the need to be selective in the offering of the Center's 

services. As long as unlimited bed spaces and funds are not available, 

the probability that services will have to be restricted at this Center 

is also high. 

Lastly a prognostic scale can be especially helpful to the 

patient himself when there is a choice of several types of treatment 

available. It is most important to remember that a prognostic scale 

is not meant to imply a value judgment as to the worthwhileness of one 

alcoholic as compared to another. It is simply a device that would 

allow a treatment center to give the best help to the individuals who 

can best profit from such a service. 

Limitations 

This study was limited in scope in the following areas: 

1. The study included only male patients who completed treatment 

and who attained an 8th grade reading level on a reading test 

administered at the Center. 
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2. The study considered only those male patients admitted from 

July 1, 1969, to January 31, 1970. 

Definition of Terms 

The following terms are used quite frequently in this study 

and should be defined here. 

A situational characteristic is defined as the objective per

sonal and social information that describes and categorizes an indi

vidual . 

A psychometric characteristic is defined as the raw score ob

tained on the tests administered, the Army General Classification Test, 

and the raw scores on all the scales of the Minnesota Multiphasic 

Personality Inventory. 

An alcoholic is defined, for the purpose of this study, as a 

person admitted to the Detoxification Center with the medical diagnosis 

of "alcoholism." 

Outcome of treatment is defined as either improvement or un-

improvement, as measured by the changes in drinking behavior obtained 

by the follow-up information on the patient thirteen (13) months after 

discharge. The concept of outcome of treatment is discussed in the 

next chapter. 



CHAPTER II 

REVIEW OP THE LITERATURE 

The review of the related research focused on two major areas: 

1. What situational and psychometric characteristics have been 

found to be related to outcome of treatment for alcoholics, 

and, 

2. What attempts have been made to predict the outcome of treat

ment from a combination of these characteristics? 

Close attention was paid to the criteria of outcome, and the 

length of time between treatment and outcome determination. 

Patient Characteristics Related to Outcome of Treatment 

Many variables have been proposed as important in the predic

tion of outcome of treatment. The most significant of these variables 

fall into three general classifications: patient characteristics, 

therapis4-. characteristics, and the interrelation of therapist and pa

tient. The latter two classifications above fall outside the scope of 

this paper. Only patient characteristics are considered in the present 

study. 

Follow-up Studies 

A number of patient characteristics related to outcome of 

treatment were found in follow-up studies of alcoholics. For the most 

9 
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part these studies are descriptive rather than predictive in nature. 

Nevertheless, these studies do show some common characteristics that 

are related to outcome. These studies are summarized below; some sum

maries are more detailed than others because they contained more perti

nent information needed to answer questions raised at the beginning of 

this chapter. 

Miller (1944) recorded the drinking pattern of 513 public in

toxicants at 1-month intervals. Based on results of 14 months, he 

expressed the opinion that ". . .on the whole, periodic drinkers have 

a better prognostic outlook than daily habitual drinkers (p. 433)." 

Davies, Shepherd and Myers (1956) followed up 50 alcoholic 

patients by a mailed questionnaire for over a 2-year period after 

treatment. 

The following profile emerged of the patient with favorable 
outcome: intermittent drinker of good previous personality, 
with satisfactory work record, with close personal ties at 
least with one person, married, seeking help for the first 
time, rating 1 or more for social stability (Strause and 
Bacon scale), who continues to accept the aid afforded by 
Antabuse (disulfiram), and Alcoholics Anonymous (p. 91). 

Gerard and Saenger (1966) sampled about 100 alcoholics from 12 

different clinics. Most of the clinics differed in terms of services 

offered to the alcoholic. A follow-up one year later showed that 

. . . four factors were major predictors of improvement in 
drinking behavior, and secondarily, of the patient's improve
ment in other aspects of his living. These were the extent 
of the patient's contact with the clinic, treatment by an in
ternist, the use of the drug Antabuse, and the patient's 
social stability at intake (p. 190). 
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Selzer and Holloway (1957) followed up 98 patients about 5 

years after treatment at a state hospital, and found that patients with 

poor work histories and younger patients tended to remain unimproved. 

Rudfeld (1958) assessed 334 patients from 17 months to 57 

months after treatment, and found the following 6 social factors to 

characterize the most improved group: age 35 and over; married; living 

in a house, apartment, or room (as opposed to living in a shelter or 

having no permanent lodging); employed, drinking regular alcoholic 

beverages (as opposed to methylated spirits); and referred by self, 

wife, or doctor (as opposed to court, police, or a social agency). 

Wolff and Holland (1964) studied a group of ex-patients who had 

been hospitalized for alcoholism. A questionnaire, followed by letters 

and telephone calls, was used to determine treatment outcome. Outcome 

of treatment was measured by the ex-patient's self-reported drinking 

behavior since discharge. They were dichotomized between "drinking" 

and "non-drinking," with those having even minor relapses rated as 

drinking. The findings were that outcome was better in patients aged 

45 and over, those maintaining an independent household, and those not 

of the Dutch Reformed Church. Also, those who were legally married had 

a significantly better incidence of abstinence than did those who had 

never been married or were legally separated. 

Bateman (1965) mailed a 6-month follow-up questionnaire to 521 

patients and based his results on the 381 (71%) who responded. The 

follow-up questionnaire contained three possible measures of treatment 

outcome (vocational adjustment, whether the patient had drunk at all 
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after discharge, and whether the patient was drinking at time of 

follow-up), although in the statistical analysis only the drinking 

behavior was employed to determine successful outcome. Four variables 

were found to be related to outcome of treatment. These were: age, 

length of time not drinking at time of entering treatment, previous 

participation in Alcoholics Anonymous, and whether the patient's par

ents were living at the time of entering treatment. 

Gillis and Keet (1969), in a study done in South Africa, fol

lowed up 797 white alcoholics in order to obtain prognostic criteria. 

The follow-up period was from 2 to 5 years, although the findings indi

cated that the time elapsing after hospital treatment does not affect 

follow-up results. Improvement criteria consisted of ratings in three 

areas of functioning—abstinence, employment, and interpersonal rela

tionships. Patients with the highest educational, professional, and 

occupational qualifications did best, while manual and unskilled 

laborers did poorest. There was also more improvement in those pa

tients who showed the least downward social movement, assessed in terms 

of decrease in earning capacity, lower social status and a change in 

occupation. "Thus, the more stable, educated, and the better anchored 

in society the alcoholic is, the better he tends to do after treatment 

in the hospital, confirming the findings of others (p. 430)." Another 

indicator of prognostic value was the source of referral of patients, 

and the number of previous admissions. Those referred by physicians 

and hospitals and those self-referred did best with respect to drink

ing behavior. Those referred under duress, by social agencies or 

Alcoholics Anonymous, did less well. 
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The more the patient kept close contact with the hospital, at

tending out-patient sessions, the more he tended to improve in drinking 

behavior. Some subjective prognostic indicators, such as staff percep

tion of motivation, denial of alcoholism, and participation in activi

ties, were also found to differentiate the improved from the non-improved 

at time of follow-up. 

Ritson (1968) found that a better prognosis with 50 in-patients 

and 50 out-patients contacted 6 to 12 months after treatment was associ

ated with age and higher social class in both groups. Other favorable 

factors related to prognosis among in-patients were intact marriage, 

drinking' begun later in life, continued use of Antabuse, no arrest for 

drunkenness or drunk driving, and regular out-patient sessions after 

hospitalization. 

Kurland (1968) located 219 of 378 white male alcoholics about 

two years after treatment at a state hospital. Demographic variables 

were better predictors of good patient post-hospitalization adjustment 

than the psychological data and the physical data. Significant demo

graphic variables were: material status and living with wife; a rating 

of three or more on residential adjustment; and a sobriety rating of 

two or above prior to hospitalization. Other favorable predictors were 

an I.Q. about 115 and certain changes in the MMPI during hospitaliza

tion. Treatment outcome was measured by ratings of the interviewer on 

four scales: drinking, occupational, residential, and global adjust

ment. 

Goldfried (1969) investigated characteristics related to alco

holism prognosis of 105 patients interviewed four and eight months 
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after discharge. The patients as a group showed improvement in drink

ing behavior, home and social life, and job performance. Most changes 

occurred in those patients who had never been to the clinic before, 

had regularly been employed over the past years, had reached a higher 

educational level, had a fairly stable marriage, and had favorably im

pressed the interviewer at the onset of the treatment. 

Trice, Roman and Belasco (1969) obtained follow-up information 

on 254 of 378 white male alcoholics, on an average of 28 months after 

treatment. Success was measured by ratings on sobriety, occupational 

and ecological adjustment. Demographic variables were the primary 

predictors of post-treatment adjustment. The profile of a "succeedor" 

reflected a middle class background, few or no arrests, a longer period 

of alcoholism, little contact with referral agencies following treat

ment, few previous hospitalizations, a skilled, white collar or pro

fessional occupation, first intoxication at a later age, and exposure 

to alcoholism at a place away from home. The authors concluded that 

potentially successful patients can be selected on the basis of readily 

available demographic data for particular types of treatment, thereby 

improving the overall success rate. 

In summary, follow-up studies have found that thte characteris

tics most often associated with the outcome of treatment are those 

listed below: 

1. Age 

2. Marital status 

3. Marital stability 



4. Educational level 

5. Employment level 

6. Employment status 

7. Economic resources 

8. Arrest record 

9. Church attendance 

10. Alcoholics Anonymous attendance 

11. Previous hospitalizations 

12. Length of sobriety 

13. Source of referral 

14. Use of Antabuse 

15. Motivation 

16. Intellectual functioning 

17. "Personality" functioning 

A detailed definition of each of the characteristics is found 

in Appendix A. 

The present study included the situational and psychometric 

characteristics above which could be easily, economically, and objec

tively assessed. Most of the above characteristics can be easily ob

tained from a general social workup form usually taken at the time of 

admission of the alcoholic to treatment. Moreover, most of the above 

characteristics can be objectively assessed or else closely approxi

mated by the patient, with the possible exception of motivation and 

personality. Several economical paper-and-pencil tests could be uti

lized to assess intellectual and personality functioning, but motivation, 
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as important as it is in the patient's recovery, was excluded from this 

study because it could not be assessed objectively. 

Source of referral was retained in the present study even though 

many patients at the Center are "multi-referred." That is to say, many 

patients are admitted after seeing a physician, a clergyman, an A.A. 

member, and perhaps some social agency shortly before deciding to come 

for treatment. 

Also included in this study was a characteristic, combined use 

of tranquilizers and alcohol. No empirical evidence was found in the 

literature to support this characteristic, but this researcher's per

sonal experience in alcoholism has been that patients who have abused 

both types of drugs are more difficult to work with and seem to have a 

less favorable prognosis. 

In summary, the first fourteen (14) characteristics above, plus 

the added one, combined use of tranquilizers and alcohol, were grouped 

and called "situational" characteristics; the last two (2) were called 

"psychometric" characteristics for convenience in the stud/. 

From the literature reviewed it was apparent that none of the 

above characteristics by itself was sufficient to account for the im

provement of the alcoholic. It was hoped that some combination of 

these characteristics, however, might make it possible to predict the 

outcome of treatment and make it possible to construct some kind of 

prediction device that could be used in the future by the Center. 



Prediction Studies 

The second major area of review was for studies that combined 

characteristics into some kind of scale or index in order to predict 

more accurately the outcome of treatment. There is a dearth of predic

tion studies per se in alcoholism, but several studies in fields other 

than alcoholism have used objective characteristics to predict outcome. 

General Prediction Studies 

DeMann (1963) attempted to identify the potential non-rehabili-

tant at time of acceptance for vocational rehabilitation services. 

Eight of twenty biographic factors in 378 cases rehabilitated and 99 

cases nonrehabilitated were found to differentiate the two groups. In 

a validation group, identification of the nonrehabilitant was possible 

with 65% accuracy. 

Ehrle (1964) devised an instrument based on biographic data to 

classify applicants for State vocational rehabilitation services in 

terms of success or failure (employed or unemployed). In a validation 

group of 80 clients Ehrle used 20 key characteristics to classify cor

rectly 68.8% of the clients. 

Lugar (1969) did a predictive study among stroke patients that 

seems relevant to the present study. Utilizing demographic, psycho

metric, and medical characteristics from case records, he found 12 

such factors that significantly differentiated the rehabilitated cli

ents from those clients not rehabilitated. Next, Lugar developed an 

8-factor scale, and assigning these factors an arbitrary weight of one, 

found that his device correctly identified 66.7% of the cases closed 



18 

as vocationally rehabilitated. This scale was then cross-validated and 

was found to predict correctly 77.6% of the cases that were success

fully rehabilitated. 

Alcoholism Prediction Studies 

Prediction studies, per se, are almost totally lacking in the 

field of alcoholism. 

Viaille (1963) sent questionnaires to 110 alcoholics two months 

after discharge from treatment. His success and failure outcome cri

teria were based primarily on drinking behavior, with some modification 

for those who had been involved in a drinking bout. No particular 

situational variables were associated with the ability to remain sober, 

but some findings on the MMPI helped Viaille develop a prediction 

table. By totaling scores on 4 of the MMPI scales (Hy, Pd, Mf, and 

Si) he correctly predicted 50% of the success group and 90% of the 

failure group. In the validation group 62% of the successes and 82% 

of the failures were identified. 

Mindlin (1959) studied both hospitalized alcoholics and those 

who received only out-patient services. Treatment outcome was based 

on professional judgments of drinking, work adjustment, social and 

emotional adjustment. She found that being married and living with 

one's spouse was positively related to improvement in both the out

patients and in-patients. Being single was a poor prognostic sign. 

Being separated or divorced was a negative sign for out-patients only. 

Good economic resources was a positive sign. Over 20 arrests was a 
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negative sign. Superior or very superior intellectual functioning was 

found to be a positive sign. Mindlin then combined eight of these 

characteristics into the following index for outpatients: 

Mindlin's Prognostic Index 

Marital Status: married +J3 

separated or divorced -1 

Economic resources: good +1 

fair -h 

poor -1 

Usual occupation: skilled, clerical, 
sales or professional +1 

unskilled -1 

Arrest record: under 5 arrests +1 

20 or more arrests -1 

Motivation: good +1 

fair -h 

poor -1 

Intellectual functioning: superior or very superior +1 

below average or defective -1 

Diagnosis: obsessive-compulsive +1 

hysteria -h 

schizophrenia, organic 
or sociopath -1 

Rorschach sign balance: +1 or better +1 

-2 or worse -1 
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This index, cross-validated on 60 other alcoholics, using a 

total index rating of 0 or higher to mean a good prognosis, correctly 

identified 81% of the 36 improved cases and 79% of the 24 unimproved. 

Mindlin's index used both objective and subjective characteris

tics as well as psychiatric diagnoses. The present study used only 

objective characteristics. 

It would appear, therefore, from the last two studies, that 

workable prediction tables, scales, or indexes are a feasible goal in 

determining treatment outcome. 

Outcome of Treatment 

As stated at the beginning of this chapter, close attention was 

paid in the review for the criteria for outcome of treatment as well as 

for the length of time between treatment and outcome determination. A 

short review of each of these follows. 

Criteria for Outcome of Treatment 

The measurement of outcome of treatment in alcoholism presents 

several problems. First, what are the areas of outcome, in terms of 

improvement, adjustment, etc., to be measured? Second, what time in

terval should elapse between treatment and outcome determination? The 

literature provided guidelines for what criteria should be used in 

measuring areas of improvement. Most studies used the drinking behavior 

as the sole criterion of improvement (Wall and Allen, 1944; Prout, 

Strongin, and White, 1950; Hoff and McKeown, 1953; Cowen, 1954; Davies, 

et al., 1956; Wolff and Holland, 1964; and Bateman, 1965). 



Several studies have attempted to include vocational and social 

adjustment as well as drinking behavior as criteria (Mindlin, 1959; 

Gerard and Saenger, 1966; Kissin, Rosenblatt, and Machover, 1968; 

Gillis and Keet, 1969; and Goldfried, 1969). These added areas of 

improvement were usually based on ratings by the interviewer or judges 

and found to be poorly sensitive measures. "The criteria of employ

ment stability and interpersonal relations were not impressive as 

measures of improvement, probably because they are not sufficiently 

sensitive (Gillis and Keet, 1969, p. 429)." 

Mindlin (1959) used improvement ratings on drinking, work ad

justment, social adjustment, and emotional adjustment, but concluded 

that "... the relationship between the last three and drinking we 

found to be high, but it is by no means a one to one relationship 

(p. 607)." 

Gerard and Saenger (1966) also found their added areas of im

provement wanting. "Furthermore, although there were patients who had 

improved with respect to only one or another aspect of functioning and 

adjustment, by and large, improvement in the total life situation 

tended to be interrelated with improvement in drinking (p. 129)." 

Pattison (1966), objecting to past studies that used only ab

stinence as the criterion outcome, added ratings on interpersonal, 

vocational, and physical health adjustment. He found that "... the 

abstinent patient in this study tends to show improvement in all areas 

of life functioning (p. 483)." 
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The most meaningful area of improvement therefore is probably 

the drinking behavior. As Vialle (1963) states, "The most valid cri

terion of outcome of therapy, in relation to the alcoholic, is whether 

or not the treatment results in the patient's refraining from drinking 

(p. 8)." 

Therefore, on the basis of the above findings, the patient's 

drinking behavior was chosen as the measurement of outcome of treat

ment in the present study. The improvement group included those in

dividuals who had not drunk since discharge, and those who had no more 

than one major drinking bout since discharge. A major drinking bout 

was interpreted to mean drinking that was confined to a one month 

period. The unimproved group included all patients who did not meet 

the improvement criteria. In other words, this study dichotomized pa

tients, based on the follow-up information into either the "improved" 

group or the "unimproved" group. While this dichotomy may appear some

what harsh and artificial, it should be noted that Mindlin (19 59), a 

recognized authority in alcohol research, dichotomized outcome into 

improved or unimproved, even though she had been working with improve

ment rating scales which provided for 4 steps of improvement (none, 

slight, moderate, and marked). She states: 

The decision between no improvement and improvement, of what
ever degree, appears to be more relevant than the distinction 
between slight, moderate, and marked improvement. Patients 
tend not to remain stationary among the improvement categories 
over a period of time, but the likelihood that a patient after 
several years of being unimproved will start improving is 
relatively small, though of course not unknown (p. 607). 
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Time Between Treatment and Outcome Determination 

Another problem in the outcome of treatment studies in alco

holism is the time interval between treatment and outcome determina

tion. Various studies have found little or no change in the "relapse" 

rate after six months following discharge. Among these studies are 

those done by Selzer and Holloway (1957); Davies, et al. (1956); Wolff 

and Holland (1964); and Gerard and Saenger (1966). 

Gerard and Saenger (19 59) concluded that most alcoholics who 

relapse during the follow-up will do so in the first year, and, there

fore, a one-year follow-up does not distort the patient's outcome to 

any great degree. 

Some recent findings at the Detoxification Center in Des Moines, 

Iowa, suggest a slightly longer period before follow-up might be more 

meaningful. Scott, Fitz, Simpson, and Walker (1969) have found that 

the eleventh through thirteenth month is a particularly dangerous 

period for their patients1 improvement. 

The present study, therefore, was extended from 12 to 13 months 

after the patient was discharged, so that a more accurate picture of 

the patient"s outcome might be obtained. 



CHAPTER III 

PROCEDURES 

As indicated in the preceding chapters, the two questions which 

this study were: 

What are the situational and psychometric characteristics which 

differentiate between improved and unimproved alcoholics? 

Can a useful prognostic scale be developed which could predict 

the outcome of treatment from combining the above characteris

tics? 

This chapter describes the treatment program at the Detoxifica

tion Center, the subjects in this sample, and the procedures that were 

used to collect and analyze the data needed to answer each of the above 

questions. 

Detoxification Center 

This study was conducted at the Detoxification, Rehabilitation, 

and Research Center, owned and operated as a licensed hospital by Tuc

son General Hospital. The Center has 29 beds, and patients are ac

cepted on a voluntary basis only, from physicians, clergymen, Alcoholics 

Anonymous, other community agencies, or are self-referred. All patients 

are verbally committed at admission to stay the full ten days of in

patient treatment. The cost of admission to the Center is $350. A 
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number of patients are admitted as indigents, but the majority either 

pay cash or have health insurance. 

The treatment program is probably best conceived as a "package-

deal," very similar in format to the treatment program at all the other 

detoxification centers. 

The patient is admitted directly to the hospital where he is 

examined by a physician. He is then placed in one of three detoxifica

tion beds for the first few days. In this stage he is physically de

toxified and treated for any other diagnosed medical problems. After 

the patient is detoxified he is transferred to one of twenty-six reha

bilitation beds for the remainder of the ten-day program. He is put 

through a planned program of lectures, counseling, and other activities. 

The rehabilitation program is designed to help the patient help himself, 

especially to want help, to assist members of the patient's family or 

others close to him, and to help the patient to recognize the need for 

a continuing recovery program after hospitalization. 

The program itself is educational and psychotherapeutic in na

ture, and includes: 

a) One hour in the morning of didactic lecture demonstrations, 
dealing with different aspects of alcohol and alcoholism. 

b) One hour of group therapy in the afternoon. During these 
sessions the patient is encouraged to express his own ideas, 
feelings and concern about his alcohol problem. The tone 
is one of free expression. The patients continually inter
act with each other, by giving support, as well as by 
challenging each other's alibis and rationalizations for 
their drinking pattern. 

c) One hour of therapy is given each night, either in the form 
of Alcoholics Anonymous meetings or regular group therapy 
meetings. 
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There is very little individual counseling except when the 

patient requests it or an obvious need exists. However, the patient 

is interviewed by a social worker as soon as he is detoxified and 

again on his last day in the hospital. During the initial interview a 

social history is compiled and other social problems assessed. The 

patient is again interviewed by the social worker on his last day in 

the hospital. During this session the patient reviews what he has 

learned and how he feels about his stay at the Center, and especially, 

how he intends to stay sober after discharge. A two year recovery 

program is recommended to the patient, and regular attendance at A.A. 

meetings and/or group therapy sessions are encouraged. The use of 

Antabuse as an adjunct to the two year recovery program is voluntary, 

but strongly encouraged. 

Due to shortage of trained personnel, very little formal 

follow-up can presently be done. Attendance records are kept of the 

patients who return to the Center as out-patients for group therapy 

sessions, but there is no accurate way to determine how many patients 

are attending various A.A. meetings elsewhere in the community. 

One former patient volunteers a full work week at the Center 

and keeps informal records of the progress of all patients, in terms 

of any "slips," etc. He also knows if they are working or going to 

meetings, etc. Another way the Center has of knowing the progress of 

ex-patients is by the "grapevine." Various patients who return to the 

Center to visit usually relate how other people they were at the Center 

with are doing. Both of the above ways assisted in the follow-up of 



this study. The volunteer usually knew where to contact the patient 

and the results of the follow-up interviews could be checked for verac

ity with these "privately-kept" records. 

Subj ects 

The subjects were the male patients whose diagnosis was "alco

holism" and who were admitted to the hospital between July 1, 1969, 

and December 31, 1969. During this time interval one hundred thirty-

seven (137) male patients were admitted to the Center. Twenty-six (26) 

stayed for only the detoxification stage, and did not enter the reha

bilitation treatment program. Usually those patients left the hospital 

against medical advice within the first few days, although in a few 

cases a doctor transferred the patient to another hospital for medical 

reasons. This resulted in one hundred eleven (111) patients left for 

this study, of which nine (9) patients did not obtain the required 

reading level on the Gates-MacGinitie reading test, four (4) refused 

to take the psychometric tests, and one (1) did not take the psycho

metric tests because he had no glasses. The final sample for this 

study was ninety-seven (97). At the follow-up four (4) had died and 

no information could be obtained on seven (7) others. The results are 

based on the 86 (88.6%) for whom outcome determination could be made. 

Question One 

Two procedures were employed to collect data on the situational 

and psychometric characteristics of the patients. The first procedure 

involved an interview with the patient as soon as he was detoxified, 
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usually on the third day. There was little difficulty obtaining any 

of the situational characteristics. The patient's age, marital status, 

educational level, etc., were a matter of straightforward reporting; 

and needed only categorization. The patient was asked to estimate as 

accurately as possible certain other situational characteristics such 

as number of arrests for drunkenness, or church attendance, etc. As a 

cross-check on the reliability of this information from the patient, 

independent interviews were held with the wives of ten randomly chosen 

patients. In every case the information was remarkably accurate. 

A copy of the interview form used in this part of the study is 

found in Appendix B. 

The second procedure involved the determination of psychometric 

characteristics of the patients. The psychometric characteristics in 

this study were: 

1. General Intellectual Functioning 

2. Personality Functioning 

In order to assess these two characteristics each patient was 

administered, individually or in small groups, two tests during the 

in-patient care period. The test used to assess "general intellectual 

functioning" was the Army General Classification Test. The test used 

to assess the "personality functioning" was the Minnesota Multiphasic 

Personality Inventory. Since the MMPI requires approximately an 8th 

grade reading level to complete, the indication of the reading level 

of the patient was necessary (Dahlstrom and Welsh, 1960). The 



Gates-MacGinitie Reading Test (Form 1M) was administered to the entire 

sample of 106 patients who could or would be tested. Only those 97 

patients who attained an 8th grade reading level, using the 1965 na

tional norms, on the Vocabulary and Comprehension sections of this test 

were included in the study. 

The subjects were tested on the 8th and 9th day of treatment 

according to the following schedule: 

1. The examiner gave the person a short explanation of the reason 
for the testing. The explanation contained the following 
points: 

a) the results of the tests would be used for research 
purposes; 

b) the test results would have no effect on that patient's 
stay in the hospital. 

2. After this introduction the subjects were given the following 
tests: 

a) the AGCT on the 8th day; 

b) the MMPI on the 9th day. 

It was felt that by waiting as long as possible to do the test

ing, the patient would be feeling better, much less physically uncom

fortable, and the results would be more reliable. 

In brief, the data needed to answer the first part of Question 

One was collected by using an intake-interview form and from psycho

metric tests. 

The next part of Question One involved a follow-up study in 

order to differentiate the improved and the unimproved patients. Each 

patient was contacted approximately 13 months after discharge and an 

appointment was arranged at a convenient time and place for the patient 
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in order to determine changes occurring since discharge. An intensive 

effort was made to arrange a personal interview with the patient, but 

if that was not possible, the outcome information was gathered from the 

patient's spouse or family. The outcome information from all sources 

was subsequently checked with the Center's informal records. The pa

tient was discarded from the study if there were any major discrepancies 

between the interview information and the informal records. 

The interview schedule was designed to elicit information pri

marily on drinking, and secondarily on vocational and other behavior 

since discharge. A copy of the schedule is found in Appendix C. The 

information obtained from the interview served to put each patient into 

either the improved or the unimproved group. To be judged "improved" 

in this study, the patient had to be continuously "dry" or to have had 

only one major drinking episode. 

Analysis of the Data 

Once the situational and psychometric data and the outcome of 

treatment were known, the following method was employed to code and 

analyse the data for the first question. 

Code Development 

First, each situational characteristic was divided into cate

gories, and all the categories were treated as separate independent 

variables. The patient was then given a code of either 0 or 1 in the 

appropriate category of each characteristic. For example, a patient 

who was married at time of treatment was given a code of 0 for single, 
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a 1 for married, an 0 for divorced, and an 0 for widowed. Since there 

were 15 situational characteristics in the study, each patient in effect 

had 15 marks of 1 in the appropriate categories. 

Next, each of the independent variables was then correlated 

with the outcome criterion. Since each independent variable was dicho-

tomous, 0 or 1, and the dependent variable ("improved" or "unimproved") 

was dichotomized, the phi coefficient was used as an index of correla

tion. Because of the exploratory nature of the present study and the 

scant literature concerning alcoholism prediction, it seemed best to 

control beta error by setting a generous alpha level of .20. A .20 

level of significance meant that all variables having correlations of 

+ .15 were retained in the analysis. 

Question Two 

Collection of Data 

The basic data needed to answer Question Two was already col

lected and analyzed for Question One. However, before the characteris

tics could be combined, each patient received a raw score, depending 

on the number of situational categories for which he had a code of 1 

and that had reached a +.15 or a -.15 correlation. For example, if he 

had codes of 1 in six categories that had reached a .15 correlation, 

the patient received the arithmetic sum of the six correlations. All 

correlations received the weight of 1, plus or minus, as was the correla

tion. 
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Analysis of the Data 

Each patient's raw score from the situational characteristics 

was used along with his AGCT score and the scores of the 13 scales of 

his MMPI in order to see if the outcome of treatment could be predicted 

more accurately. 

A stepwise multiple regression program analyzed this part of 

the predictive phase. 

Scale Cross-validation 

Since the number of patients included in this study was small, 

(N = 86), no attempt was made to cross-validate the results at this 

time. 



CHAPTER IV 

RESULTS AND DISCUSSION 

The ultimate goal of this study was to determine if selected 

characteristics could predict the improvement of male alcoholics treated 

at a detoxification center. The study was accomplished in six major 

steps: 

1. The objective characteristics of the patients were determined. 

2. The outcome of treatment was determined by a follow-up interview 

approximately thirteen months after discharge. 

3. The situational characteristics of the patient at admission 

were correlated with the dependent variable (outcome of treat

ment) . 

4. Each patient was given a raw score, based on the number of his 

situational categories that were retained as statistically 

significant. 

5. The score from the significant situational categories was used 

along with the raw scores of the two psychometric tests given 

to the patient during treatment, in order to obtain the best 

prediction equation, using a step-wise multiple regression 

program. 

6. An attempt was made to construct a prognostic index that could 

be used to determine the patient's chances for successful out

come. 
33 



The results of this study are presented and discussed in this 

chapter in the order of the six steps above. 

Characteristics of the Patients 

Situational 

The general situation characteristics of the patients at time 

of treatment are described as: 

The sample was 98% white, with ages ranging from the early 20's 
to the late 60's, and a mean of 42. Over half the patients 
were married (55%) and employed (51%) at time of admission. 
Less than half the sample had multi-arrests for drunkenness 
(37%), had any kind of regular church (25%) or A.A. attendance 
(16%) at time of admission. 

The average socio-economic level of the sample is probably 

higher, because of such factors as admission criteria, than that of 

the patients admitted to the two other detoxification centers currently 

in operation. 

Psychometric 

The patients showed a mean A.G.C.T. score of 89.9, with a 

standard deviation of 16.7 and a range of 38 to 121. 

A composite profile obtained from group averages on the various 

MMPI scales show five scales (Psychasthenic, Schizophrenic, Psycho

pathic, Hypochondriasis, and Depression) that are elevated. An ele

vated scale score is one above the 70th percentile, and is usually 

considered meaningful in the interpretation of the results. 

In general, the interpretation from the two highest scales in 

combination (Psychasthenic and Schizophrenic) would seem to confirm 

common clinical observations about alcoholics during the withdrawal 
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process. The profile suggests the state of a person who is worrying, 

irritable, nervous, and socially withdrawn. 

Follow-Up 

The follow-up part of the study was conducted in the manner 

discussed in Chapter Three. Briefly, again, each patient was contacted 

by phone or postcard about 12h months after discharge. An appointment 

was arranged at a time and place convenient for the patient. The 

follow-up period lasted from August, 1970, through February, 1971, so 

that each patient could be contacted 13 months after his discharge. 

Of the 97 patients in the study, 4 had died during the year, 

and contact with 7 other persons was completely lost, leaving no in

formation on which to decide their outcome. Of the remaining 86 pa

tients, 71 were personally interviewed by a counselor from the hospital. 

Six interviews had to be held with the spouse of the patient, and on 6 

more, neither the spouse nor the patient could be contacted, but enough 

follow-up information was known from the hospital records that a reli

able judgment could be made. Three patients refused to be seen, and 

had no spouse to contact, but again, enough reliable progress informa

tion was available about all three patients through the "grapevine" 

that they could be included in the outcome study. A summary of the 

follow-up contacts appears in Table 1. 

The follow-up was successful in gathering information on 88.6% 

(86 of 97) of the sample. Concerning percentages of samples found in 

other follow-up studies, Gillespie (1967), reviewing 20 such follow-up 

studies, found a mean of 81% of patients contacted. He states that, 
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TABLE 1 

Follow-Up Information for the Eighty-six Patients Contacted 

Method Contacted Number Percentage 

Personal interview 71 82.5 
Spouse or direct family 6 7.0 
No personal interview of direct 

family contact, but information 
reliable 6 7.0 

Refused, but information reliable 3 3.5 

"These percentages appear to be quite respectable and seem to negate 

the contention that it is difficult to locate alcoholics for follow-up 

information (p. 163)." 

The information on the patient's drinking behavior gathered at 

the follow-up put him into one of two categories. To be considered 

"improved" the patient must not have had more than 1 drinking bout dur

ing the 13-month period. For practical purposes, a drinking bout was 

interpreted as lasting not more than one month. On only three of the 

eighty-six cases was the information of such a nature that it was dif

ficult to place the patient into either category. On those three cases, 

the objective information was given to a counselor who did not know the 

subject, and he was asked to make the decision. By this method 38 of 

the patients were considered "improved" and 48 of the patients were 

cons idered "unimproved." 
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Patient Characteristics as Related to Outcome 

Situational Characteristics 

With a knowledge of the patients' characteristics and of their 

outcome, it was then possible to correlate the two. Since the charac

teristics were divided into dichotomous categories and the dependent 

variable (treatment outcome) was also dichotomized, the phi coefficient 

was obtained for each category within each situational characteristic. 

In the tables below, asterisks designate correlations significant at 

.20. 

Age. The results for the first characteristic, age, are seen 

in Table 2. The age of the patient was found to be related to the out

come of treatment: patients over 45 tended to do better than those 

under 45. Selzer and Holloway (1957), Rudfeld (1958), Wolff and 

Holland (1964), Bateman (1965) and Ritson (1968) have all found that 

older patients have a more favorable prognosis than do younger patients. 

Perhaps, as Selzer and Holloway (1957) state, the early emergence of 

alcoholism may be a reflection of greater psychopathology in patients. 

It would appear that the younger alcoholic needs more extensive therapy 

than most detoxification centers presently provide. 

Marital Status. Table 3 indicates that married patients tended 

to have a favorable treatment prognosis, confirming the findings of 

many others, Davies et al. (1956), Rudfeld (1958), Wolff and Holland 

(1964), Ritson (1968), Mindlin (1959), and Kurland (1968). It would 

seem reasonable that the patient's spouse plays an important role in 

recovery. The spouse can be an asset to the patient's sobriety, 
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TABLE 2 

Age Categories as Related to Outcome 

Phi 
Age Unimproved Improved Coefficient 

22-34 

35-44 

45-54 

55+ 

Total 

12 2 -.2654* 

17 10 -.2322* 

12 15 +.1548* 

7 11 +.1753* 

48 38 

TABLE 3 

Marital Cateaories as Related to Outcome 

Status 

Single 

Married 

Separated 

Divorced 

Widowed 

Total 

Unimproved 

3 

21 

7 

16 

1_ 

48 

Improved 

3 

27 

2 

6 

0_ 

38 

Phi 
Coefficient 

+.0320 

+.2730* 

-.1512* 

-.1996* 

-.0960 



especially if the treatment personnel involve both husband and wife in 

treatment at the same time. Separated and divorced patients showed a 

poorer prognosis, substantiating the importance of a spouse in recovery. 

Marital Stability. Ritson (1968) and Kurland (1968) stressed 

the alcoholic's marital stability rather than, or in addition to, 

whether or not he is married at the time of treatment. As possible 

predictors of improvement in this study, one continuous marriage and 

married more than twice were included as situational variables. Tables 

4 and 5 show relatively high correlations in each of these factors. 

Table 4 indicates that patients who have had one continuous marriage 

(and are still married) at the time of treatment do better than those 

who are not married or are not in a first marriage. 

TABLE 4 

One Continuous Marriage as Related to Outcome 

Phi 
Status Unimproved Improved Coefficient 

Yes 8 17 +.3295* 

No 37 18 

Total 45 35 

Table 5 reveals that those patients who were married more than 

twice had a poorer prognosis than others. Both factors are probably 

good indicators of marital stability and should be included in future 

prediction studies. 
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TABLE 5 

Married More Than Twice as Related to Outcome 

Phi 
Status Unimproved Improved Coefficient 

Yes 10 1 -.2789* 

No 35 34 

Total 45 35 

Six patients in the study had never been married and are there

fore not included in Tables 4 and 5. 

Educational Level. Table 6 indicates no support for the hypoth

esis that patient's educational level may be related to outcome. This 

finding is contradictory to those of Gillis and Keet (1969) and 

Goldfried (1969) whose research showed that the better educated the 

patient was, the better he did after treatment. 

Employment Level. Numerous studies had found that patients 

with the higher occupational qualifications (skilled and professional 

jobs) showed the best improvement (Mindlin, 1959; Gillis and Keet, 

1969; Trice et al., 1969). The present study, however, found no rela

tionship between the patient's employment level at time of admission 

and his treatment outcome, as Table 7 shows. One possible explanation 

for the present study's failure to support these other studies, is the 

fact that this study considered the patient's present employment level. 

Quite possibly many patients had at one time functioned at a higher 



41 

TABLE 6 

Educational Level as Related to Outcome 

Category Unimproved Improved 
Phi 

Coefficient 

Grade school 

Junior high 

High school 

Partial college 

College degree 

Graduate degree 

Total 

1 

6 

21 

13 

5 

2 

48 

3 

2 

18 

9 

5 

1 

38 

+.1370 

-.1240 

+.0360 

-.0130 

+.0420 

-.0410 

TABLE 7 

Employment Level as Related to Outcome 

Level Unimproved Improved 
Phi 

Coefficient 

Unskilled-semiskilled 31 

Skilled 4 

Sales 6 

Clerical 3 

Professional 4 

Total 48 

24 

4 

3 

2 

5 

38 

+.0147 

+.0374 

-.0747 

-.0209 

+.0717 
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employment level, but as a result of drinking, now hold jobs at lower 

levels. 

Employment Status, While no evidence was found to relate em

ployment level to outcome, the patient's employment status showed the 

highest correlations of all the situational characteristics in the 

study, substantiating the findings of Rudfeld (1958). As Table 8 in

dicates, the patients who were employed at time of treatment, regard

less of their occupational level, did better following treatment. 

Those patients who were unemployed did poorer. 

TABLE 8 

Employment Status as Related to Outcome 

Status Unimproved Improved 
Phi 

Coefficient 

Employed 18 26 +.3485* 

Unemployed 27 8 -.3557* 

Retired 3 4 +.0776 

Total 48 38 

Economic Resources. From Table 9 it can be seen that a patient 

with no financial resources to draw on at time of treatment had a 

poorer prognosis, as Mindlin (1959) had also found. Krimmel and 

Falkey (1962) believe that a short-term program is not as effective 

with those with little environmental resources. Insofar as poor 



economic resources are an integral factor of one's environmental re

sources, this study would confirm that belief. 

TABLE 9 

Economic Resources as Related to Outcome 

Resources Unimproved Improved 
Phi 

Coefficient 

None 21 8 -.2384* 

1 to 5,000 6 7 +.0820 

5 to 10,000 12 12 +.0356 

10 to 20,000 8 9 +.0875 

over 20,000 1 2 +.0860 

Total 48 38 

While the no income category probably corresponds closely with 

the unemployed category in Table 8, the two are not identical. A pa

tient could have a private income or his spouse's earnings could have 

placed him in the $5,000 to $10,000 category, for example. 

Tables 8 and 9 together point out the real need for detoxifica

tion centers to have adequate liason with local employment agencies, 

and, in some cases, good arrangements for emergency food and finances 

for the patients. All detoxification centers offer contacts for voca

tional training for patients, but the needs of many patients are for 

immediate job placement. 



Arrests for Drunkenness. Ritson (1968) found that no arrests 

for drunkenness was a positive prognostic sign, but the present study, 

as shown in Table 10, confirms the findings of Mindlin (1959) and Trice, 

et al.(1969) that only multiple arrests were a negative sign. 

TABLE 10 

Arrests for Drunkenness as Related to Outcome 

Phi 
Arrests Unimproved Improved Coefficient 

Pew (0-5) 27 28 +.1803* 

Frequent (6+) 21 10 

Total 48 38 

Church Attendance. A knowledge of the patient's attendance at 

church in the year before treatment was of little help in predicting 

his treatment outcome, as Table 11 reflects. It was felt that church 

attendance would be some measure of general social stability. This in

formation is easily obtainable from the patient, and it is generally 

helpful in working with some alcoholics to explore their feelings about 

church, religion, and God in general. But, while it may be worthwhile 

to explore these feelings in therapy, the fact that the patient has or 

has not been attending a church is not helpful in predicting his treat

ment outcome. 

Previous hospitalizations. Those seeking hospitalization for 

the first time tended to be improved at follow-up, supporting the 
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findings of Davies et al. (1956) and Goldfried (1969). The results of 

this characteristic are found in Table 12. 

TABLE 11 

Church Attendance as Related to Outcome 

Phi 
Attendance Unimproved Improved Coefficient 

Few (0-10) 38 26 -.1223 

Frequent (11+) 10 12 

Total 48 38 

TABLE 12 

Previous Hospitalization as Related to Outcome 

Phi 
S tatus Unimproved Improved Coefficient 

Never 12 16 +.1812* 

Some 36 22 

Total 48 38 

Possibly a more meaningful correlation would have occurred if 

the nature of alcoholism treatment the patient received during previous 

hospitalizations was known. Presumably a patient could have been hos

pitalized for drinking many times, but he might have received only 

medical help during that time. 
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Length of Sobriety. Knowledge of the patient's drinking pat

tern in the two years prior to treatment showed disappointing results. 

One category just did reach statistical significance. One must remem

ber that this variable is somewhat contaminated by the dependent vari

able, which leans almost solely on length of sobriety. Thus, for 

example, a person with a 3-7 month drinking pattern may not have 

changed that pattern after treatment, but still could have been judged 

improved in this study. 

Miller (1944) reported that "periodic" drinkers show better 

improvement than "daily" drinkers, but judging from the other cate

gories in Table 13, the present findings can hardly be said to confirm 

his findings. 

TABLE 13 

Length of Sobriety as Related to Outcome 

Length of Sobriety Unimproved Improved 
Phi 

Coefficient 

Less than 1 week 

1 week - 3 months 

3 months - 7 months 

7 months - 1 year 

1 year and over 

Total 

4 

23 

10 

9 

2 

48 

4 

18 

7 

7 

2 

38 

+.0374 

-.0050 

+.1517* 

-.0040 

+.0260 
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A.A. Attendance. The patient's attendance at Alcoholics Anony

mous, shown in Table 14, fails to support the findings of Bateman (1965), 

who had found that previous participation at A.A. meetings was related 

to successful outcome. Davies et al. (1956) reported that those pa

tients who went to A.A. meetings regularly after treatment did well, 

but he did not use A.A. attendance as a predictor variable. 

TABLE; 14 

Previous A.A. Attendance as Related to Outcome 

Attendance Unimproved Improved 
Phi 

Coefficient 

None 27 22 +.0164 

Few (1-12) 15 8 -.1144 

Regular (12-49) 5 7 +.1147 

Many (50+) 1 1 +.0100 

Total 48 38 

Source of Referral. Table 15 shows an anomalous finding, 

namely that patients referred by physicians did poorly compared with 

patients referred by other sources. This finding would seem to con

tradict the results of Rudfeld (1958) and Gillis and Keet (1969) who 

both found that patients referred for help by physicians or family 

meiribers had the best prognosis. However, two things must be kept in 

mind. As mentioned in the review of the literature, it is felt that 

patients coming to the detoxification center are most often 
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multi-referred. Many find their way to the private office of the 

center's medical director, and are recorded at intake time as physician 

referrals. Secondly, it must be remembered that the sample is rather 

small, and the negative correlation just did reach the .15 cutoff level 

in the study. Therefore, one should be very cautious to generalize 

this finding. 

TABLE 15 

Source of Referral as Related to Outcome 

Referral Source Unimproved Improved 
Phi 

Coefficient 

Self - family 24 24 +.1315 

Physician 9 3 -.1555* 

Clergyman 1 3 +.1370 

A.A. 6 4 -.0305 

Other social agency 8 4 -.0880 

Totil 48 38 

Use of Antabuse at Discharge. Whether or not the patient takes 

Antabuse at discharge from treatment is not a very helpful thing to 

know in predicting his treatment outcome, as Table 16 demonstrates. 

While the percentage of patients who were taking Antabuse at discharge 

(60 of 86) appears quite high, less than one-half of those patients 

improved. 
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TABLE 17 

Antabuse at Discharge as Related to Outcome 

Phi 
Status Unimproved Improved Coefficient 

Yes 31 29 +.1270 

No 17 9 

Total 48 38 

While Davies et al. (1956) and Gerard and Saenger (1966) had 

both found that the continued use of Antabuse is indicative of improve

ment, the present study shows that the mere fact that the patient is 

taking Antabuse at time of discharge is not any guarantee that he will 

continue to take. The detoxification center starts the willing patient 

on Antabuse before discharge and gives the patient a prescription for 

additional Antabuse. A free supply is maintained at the Center and 

the patient can stop at the Center anytime for Antabuse. Obviously, 

the continued use of Antabuse guarantees sobriety for the patient, as 

he cannot consume any alcohol for about ten days after taking Antabuse, 

without getting quite physically sick. 

Combined Alcohol and Pills. The fact that a patient had taken 

or had not taken alcohol in combination with tranquilizers did not 

serve as a worthwhile predictor of treatment outcome. It has been 

stated in Chapter Two that no empirical evidence could support the 

hypothesis, but the clinical observations of the researcher gave hope 

that such information would help predict the patient's outcome. 
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There was considerable difficulty in obtaining this informa

tion. A number of other factors evidently must be controlled when ob

taining this information from the patient if it is to be meaningful at 

all. Is the patient taking minor or major tranquilizers? Is the pa

tient taking them under a doctor's orders or has he obtained them by 

other means? Is he taking them in the dosage and at the times that a 

doctor recommended? Does he have a long history of using or abusing 

tranquilizers? Has the patient combined alcohol with tranquilizers 

deliberately, or was he in such a state that he doesn't remember tak

ing them together? This researcher feels that if these considerations 

had been adequately controlled, meaningful results would have been 

probable. When these problems were encountered in the initial inter

view assessment, the researcher asked the patient, "Have you ever taken 

alcohol and tranquilizers together deliberately?" As insufficient and 

nebulous as the question may have been, it should help the reader to 

better understand Table 17. 

TABLE 17 

Combined Alcohol and Pills as Related to Outcome 

Response Unimproved Improved 
Phi 

Coefficient 

Yes 19 13 0552 

No 29 25 

Total 48 38 
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Summary of Situational Characteristics 

From the preceding sixteen tables, several factors emerged 

which gave some promise as predictive indicators. In summary form, in 

order of highest correlation with the dependent variable, those factors 

are listed in Table 18. The key weight will be discussed later. 

TABLE 18 

Summary of Situational Characteristics Related to Outcome 

Characteristic Table Correlation 
Key 
Weight 

1. Unemployed 8 -.3557 -1 

2. Employed 8 +.3485 +1 

3. One continuous marriage 4 +.3295 +1 

4. More than two marriages 5 -.2789 -1 

5. Married 3 +.2730 +1 

6. Age 22-34 2 -.2654 -1 

7. No income 9 -.2384 -1 

8. Age 35-44 2 -.2322 -1 

9. Divorced 3 -.1996 -1 

10. No previous hospitali
zation 12 +.1812 +1 

11. No or few arrests 10 +.1803 +1 

12. Age 55 and over 2 +.1753 +1 

13. Physician referred 15 -.1555 -1 

14. Age 45-54 2 +.1548 +1 

15. Sobriety 3-7 months 13 +.1517 +1 

16. Separated 3 -.1512 -1 



Situational characteristics of this nature are easily obtain

able from the patient or someone accompanying the patient at admission. 

At this point in the study's development it remained to be seen how 

effective these characteristics would be in combination form. 

Before the situational data was combined, the results of two 

psychometric tests, given to the hospitalized patient about 8 days 

after admission, were analyzed. It was hoped that this information, 

combined with the situational data, would augment the study's predic

tive capacity. 

Psychometric Data 

Intellectual Functioning. The intellectual functioning of the 

patient, as measured by the A.G.C.T., and shown in Table 19, did not 

help to predict treatment outcome. Viaille (1963) reached the same 

conclusion using the same test, but Mindlin (1959), using more sophis

ticated assessors, found that prognosis was better for the patient 

with superior intelligence. 

TABLE 19 

Intellectual Functioning as Related to Outcome 

Standard 
Outcome Range Mean Deviation 

Unimproved 38-115 89.3 10.6 

Improved 48-121 92.9 16.3 
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From a rational standpoint, average intelligence would seem to 

be sufficient for grasping the educational concepts on alcoholism and 

to participate in the daily group therapy sessions at detoxification 

centers. 
1 

Personality Functioning. The data in Table 20 reveals that 

improved and unimproved groups showed very similar group MMPI scores. 

The improved group had the same four scales elevated (i.e., in the 

critical area) and the same rank order of those scales, as the unim

proved group. In addition, the improved group had a slightly elevated 

"depression" score. From these findings it would seem that the MMPI, 

administered about a week after the alcoholic's admission to a detoxi

fication center, shows considerable emotional pathology, but at the 

same time, is of little help in predicting the outcome of the patient. 

TABLE 20 

MMPI Group Profile as Related to Outcome 

Elevated Scales Unimproved Improved 

Psychasthenia 1 1 

Schizophrenia 2 2 

Psychopathic 3 3 

Hypochondriasis 4 4 

Depression - 5 
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Seventeen (9 improved and 8 unimproved) patients had a high 

F scale on their profile. The F scale on the MMPI is usually an indi

cation of whether or not the person is answering the test questions 

honestly. Although a high F scale does not necessarily mean that the 

profile is invalid, an elevated F scale casts serious doubt on the 

validity of the test (Freeman, 1962). When all the profiles with a 

high F score were removed from the analysis, the results were the same 

as shown in Table 20. 

The depression scale, if any scale, would seem to have the 

best predictive potential of all the MMPI scales as a predictor vari

able. It was the only scale that differentiated the two groups. A 

slight elevation of the depression scale would seem to be a good prog

nostic sign. 

Viaille (1963), in the only other alcoholism prediction study 

using the MMPI, found six scales were positively correlated with the 

outcome measure of follow-up, three of which (Schizophrenic, Psycho

pathic, and Depression) were found to be elevated scores of improved 

patients in the present study. Viaille used the patient's total score 

on 4 scales in his final prediction tables. A severe limitation of 

Viaille's study, however, is the extremely small sample. He used 20 

patients to construct the table and 19 other patients in a cross-

validation effort. 

A strong word of caution in interpreting the present MMPI find

ings seems warranted. First, it must be remembered that none of the 

MMPI scales correlated to the .05 level with the outcome variable. 
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Secondly, it could not be determined from the literature whether the 

MMPI could be administered to patients as early as 8 days after detoxi

fication from alcohol and possibly other drugs. The results of an MMPI 

administered so soon after detoxification can be seriously questioned. 

Two detoxification center patients not in this study, for instance, 

showed quite distorted MMPI profiles during hospitalization. When they 

were administered the MMPI at The University of Arizona Rehabilitation 

Center about three weeks after discharge, both patients had completely 

normal profiles. 

1 Probably the most serious drawback of the MMPI is the fact that 

it cannot be used at admission to the hospital, since almost always the 

patient is intoxicated. Consequently, by the time it can be adminis

tered, the hospitalization treatment in these detoxification centers 

is over. In short, the MMPI does not seem to offer the same predictive 

potential as the various social (situational) factors previously dis

cussed. 

Summary of Psychometric Characteristics 

It had been felt that some measurement of a patient's intelli

gence and personality might be used as predictor variables. Utilizing 

the Army General Classification Test and the Minnesota Multiphasic 

Personality Inventory as assessors of intelligence and personality, 

respectively, this study did not support that idea. Both psychometric 

tests showed little potential as predictors. 
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At this point in the study it remained to see if the combina

tion of situational and psychometric data could accurately predict the 

outcome of treatment. 

Calculation of the Patient's Raw Score 

As has been seen in Table 18, there were 16 situational cate

gories whose correlation was retained as significant. The eight corre

lations that were positive were each given a weight of +1, and the 

correlations that were negative were given a weight of -l.^ Using 

these 16 variables, the situational data on the 86 patients was evalu

ated and each patient was assigned a score, consisting of the algebraic 

sum of the weighed responses. For example, a 47 year old (+1) patient 

who was married (+1), but was unemployed (-1) and had no previous hos

pitalization (+1) for drinking was assigned a raw score of +2. Table 

21 notes the distribution of the raw scores when all 86 patients in the 

study were evaluated in this manner. 

At this point in the study each patient now had one score from 

the situational characteristics, one score from the AGCT, and one score 

from each of the 13 scales of the MMPI. It remained to see what combi

nation of these 15 scores best predicted the patient's treatment out

come. 

1. A system of differential weights was attempted. Correla
tions above .3 were assigned weights of plus or minus 3; correlations 
between .2 and .3 were assigned weights of plus or minus 2; correla
tions between .15 and .20 were assigned weights of plus or minus 1. 
However, calculation of each patient's raw score by this system did 
not produce a substantially different result. 
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TABLE 21 

Distributions of Scores on the Significant Situational Correlations 

Score Range 
Outcome -5 -4 -3 -2 -1 0 +1 +2 +3 +4 +5 +6 +7 

Improved 1003242427462 

Unimproved 3 583439334210 

Prediction Combination 

In order to determine what combination of characteristics best 

predicted the criterion measure, a stepwise multiple regression analy

sis was used. Fifteen independent variables in all, one a situational 

score, one the raw score from the AGCT, and raw scores from each of the 

13 MMPI scales were used in the analysis. Multiple regression analysis 

indicates the strength of the relationship between a dependent variable, 

which in this instance is the "outcome of treatment," and a composite 

of two or more independent variables or predictors (Guilford, 1956). 

The analysis gives the percentage of variance in the dependent variable 

predicted by the variance in the weighted combination of predictor 

items. The results of the multiple regression analysis are seen in 

Table 22. 

When the 15 possible predictors were manipulated in the manner 

above, 6 emerged as accounting for 36% of the variance in the criterion. 

The situational score alone accounted for 19% of the variance, and 4 

scales from the MMPI and the AGCT score together added 17% more. These 
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TABLE 22 

Summary Table—Multiple Regression 

Variable entered R R2 

Situational score .4413 .1948 

Social Introversion .5140 .2642 

L scale .5548 .3078 

Depression scale .5710 .3260 

F scale .5903 .3485 

AGCT score .6021 .3626 

results compare favorably with Trice et al. (1969) whose predictors 

accounted for 33% of the variance in the criterion. His demographic 

variables together accounted for 24% and his psychometric variables 

added 9% more of the variance. 

The major conclusion from the present analysis is that situa

tional information on the patient is a considerably better predictor 

of outcome than psychometric information. 

Prognostic Index 

As has been mentioned numerous times throughout this report, 

the ultimate goal of this research was to determine if some kind of 

practical prognostic scale or index could be developed that would 

identify the patient's chances from benefiting from treatment. It was 
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quite evident at this point in the study that the patient's situational 

characteristics offered the best promise of predictive potential. For

tunately, all the situational information on the patient would be 

available before the patient begins treatment, so that an idea of the 

patient's chances could be known at time of consideration for treat

ment. It was also quite evident that the psychometric characteris

tics added little to the prediction equation, as can be seen in Table 

22. Moreover, psychometric information is usually not available on 

the patient until treatment is almost completed. Therefore, the prog

nostic index was constructed using only situational information on 

the patient. 

The prognostic indices, summarized in Table 23, were constructed 

using the patients* arithmetric scores from the situational characteris

tics in Table 21. A constant of 5 was the first added to eliminate 

negative numbers, so the scores ranged from 0 to 12 instead of from -5 

to +7. 

Because of the small sample used to construct the table, and 

the absence of cross-validation, it would be foolhardy to interpret 

the table in too scientific a manner. But certainly a fairly good idea 

of outcome chances could be estimated. For example, if raw scores of 

0, 1, and 2 were called Poor, scores of 3, 4, 5, and 6 called Fair, 

scores of 7, 8, and 9 called Good, and scores of 10, 11, and 12 called 

Excellent, then the table can be of considerable help in predicting 

outcome. For practical interpretation, the detoxification center can, 

for instance, obtain situational information from the applicant at 
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TABLE 23 

Prognostic Index 

Raw Score Improved Unimproved 
Accumlative Percentage 
of Improved Patients 

12 2 0 

11 6 1 88% 

10 4 2 80% 

9 7 4 73% 

8 2 3 68% 

7 4 3 66% 

6 3 9 56% 

5 4 3 56% 

4 2 4 54% 

3 3 3 54% 

2 0 8 48% 

1 0 5 45% 

0 1 3 44% 

admission, determine his score, enter the table and get an approximate 

idea of whether he will benefit from treatment at the center. 

Using the same hypothetical patient mentioned in introducing 

Table 21, for example, it can be seen that the patient would have a 

raw score of +2, to which the constant of +5 must be added. Entering 



the above prognostic index with the new raw score of +7, it appears 

that the patient's chances for improvement are good. 

Again, a strong word of caution is warranted. The prediction 

tables developed in this study did not achieve a sufficient level of 

accuracy to justify their use as the sole method of selection of those 

patients who should receive treatment. The use of these tables, how

ever, as an initial screening device and as a supplement to the know

ledge and skill of the hospital staff, should prove beneficial as one 

of the factors in the selection of patients. 



CHAPTER V 

SUMMARY, CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS 

Summary 

Until about twenty years ago, alcoholism was not recognized or 

accepted, for the most part, as a sickness or disease. Consequently 

people who had alcoholism, alcoholics, did not receive treatment for 

their problem. 

In the last several decades, however, as public awareness of 

the nature and extent of the problem increased, and as various legal 

action was undertaken on behalf of the alcoholic, the whole situation 

is beginning to change. A major impetus for this change came in 1967 

when the President's Commission on Law Enforcement and Administration 

of Justice completed a Task Force report on drunkenness. The Commis

sion recommended that, "Communities should establish detoxification 

units as part of comprehensive treatment programs." Following this 

recommendation, a number of communities opened detoxification centers. 

The cities of St. Louis, Missouri, and Des Moines, Iowa, were the first 

two cities to open such centers. A number of other cities have started 

detoxification centers since that time. These detoxification centers 

offer the same basic type of treatment programs. Patients are admitted 

to these centers for seven to ten days, during which time there is a 

treatment program consisting of didactic lectures, group discussions, 

and A.A. meetings. 

62 



63 

A number of these centers are already faced with the problem of 

bed shortage. A number of these centers also exist in communities 

where other types of treatment exist for alcoholics. The question 

which arises is, "Can these centers begin to identify the type of per

son who will benefit from treatment at a detoxification center?" Per

haps the patient could better benefit from longer term in-patient care, 

or else by another form of treatment modality alone, or in conjunction 

with detoxification treatment. 

This study addressed itself to the concern of identifying the 

alcoholic who can best benefit from a detoxification program. 

Available evidence concerning objective situational and psycho

metric characteristics of patients indicated that prediction from such 

characteristics could be helpful in identifying alcoholics who would 

improve following treatment. The present study attempted to create an 

instrument that could be constructed easily, economically, and objec

tively from the patient's demographic characteristics. The instrument 

should be constructed "easily" and "economically" because it appears 

that most detoxification centers do not have the expertise to develop 

and to utilize or the finances to support sophisticated or expensive 

prediction devices. The instrument should also be "objective," because, 

while there are undoubtedly subjective predictors such as attitudinal 

or motivational ratings, objective predictors should be more reliable. 

And, if objective characteristics can adequately predict treatment out

come, there would be no need to examine the subjective area of predic

tion. 
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Nine situational characteristics were found that, in combina

tion, best predicted the patient's outcome. It is important to have 

the following information on a patient at time of admission in order 

to predict the outcome of treatment: his age, his current marital 

status, an indication of his marital stability, whether or not he is 

currently employed, an indication of his economic resources, the num

ber of times he has been arrested for drunkenness, the number of times 

he has been hospitalized previously as a result of drinking, the long

est period of voluntary sobriety he has had in the last several years, 

and his source of referral to the detoxification center. Utilizing 

this information it was possible to construct a prediction scale which 

gave an indication of the patient's chances for successful treatment 

outcome. 

When this situational information was added to certain psycho

metric information on the patient, and analyzed by multiple regression, 

36% of the variance in the dependent variable (outcome of treatment) 

was accounted for. 

Conclusions 

The following conclusions are drawn from the results of this 

study: 

1. Situational characteristics of alcoholics offer good potential 

for predictors of sobriety after treatment. 

2. The psychometric characteristics in this study showed poorer 

potential as predictors than did situational characteristics. 

Moreover, it is very questionable whether psychometric 
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characteristics can even be assessed accurately at the time a 

patient applys for treatment. Psychometric characteristics 

can usually be assessed only when the patient is already de

toxified, and when his thought processes are not disrupted by 

the influence of alcohol. 

3. It is possible to get an indication of a patient's chances for 

sobriety after treatment from an assessment of pertinent situa

tional information at time of treatment. 

Implications of the Study for Treatment of Alcoholics 

There would seem to be several major implications for treatment 

as a result of this study: 

1. Now that a prognostic device has been proposed, ot*>er detoxi

fication centers should be interested in further developing 

this kind of index to help them identify their patients who 

have the best chances of improving after treatment. 

2. The fact that patients who were unemployed at time of admis

sion to the Tucson detoxification center showed poorer outcome 

than employed patients has implications for the center's pro

gram. Closer liason with the local State Employment Service 

and/or placement agencies are definitely warranted. 

3. Insofar as this study supported the findings of a number of 

other follow-up studies, in that the younger patients had a 

less favorable prognosis, there are serious implications if 

detoxification centers are to help the younger alcoholic. Per

haps much more emphasis on individual counseling and 
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psychological evaluation, and appropriate post-treatment 

referral to other agencies are in order. 

No matter what kind of program changes are made, detoxifica

tion centers are going to find themselves with some "poor-risk" candi

dates for treatment. Decisions will have to be made as to how to help 

these people. Perhaps treatment at some other treatment modality in 

the community would be more beneficial than at a detoxification center. 

Perhaps, too, the center can admit the patient for a 24-48 hour de

toxification process, and then transfer the patient to a residential 

facility for a longer period of treatment, and for a more thorough 

assessment of the patient's needs. 

Recommendations for Further Research 

There are a number of recommendations which have been generated 

as at least an indirect result of this study: 

1. The present prediction index should be cross-validated on an 

Anglo sample of male patients similar to the present sample. 

2. The prediction table should be constructed on a larger sample 

of patients, and especially on non-white samples. 

3. There are other possible objective characteristics which could 

be included as independent variables, and thus increase the 

predictive capacity of similar studies. 

4. Other criteria, such as employment stability, could ba used as 

the dependent variable instead of drinking behavior. 
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5. Prediction tables should be developed to identify those pa

tients who are receiving different types of treatment, such as 

programs that are basically psychiatric or A.A. oriented, etc. 

6. Over 20% of the patients admitted to the Tucson detoxification 

center are females. A prediction attempt for female patients 

is recommended. 

7. The Tucson center treats only voluntary patients. Prediction 

tables could be developed to identify the best risks of pa

tients treated involuntarily. 

8. About 20% of the patients who could have been included in this 

study dropped out of treatment before completion. Perhaps it 

would be worthwhile to construct prediction tables to identify 

these patients. 

By way of a postscript, this report might well conclude with 

some strong remarks about alcoholism. The quest for predictive fac

tors in alcoholism is a legitimate, and, indeed, necessary goal of 

research. But it should never be forgotten that, above all, ALCOHOLICS 

ARE PEOPLE. And while science deals with generalizations and percent

ages, those who work daily with alcoholics know that no matter what 

prediction tables indicate, people who are alcoholics and seek help 

can, and very often do, recover. Those traits that we call individual 

differences in people seem to hold the key in recovery from alcoholism. 

Only those elusive elements can possibly explain why one patient who 

would seem to possess characteristics favorable to recovery doesn't 

seem to improve, while another patient who appears to have unfavorable 
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characteristics do, despite prediction odds, show excellent improve

ment. Motivation and attitude appear to be two such internal charac

teristics which are important in predicting the patient's treatment 

outcome. 

We know, for instance, of an alcoholic who had had multi-

arrests, multi-marriages, multi-hospitalizations, had no length of 

sobriety, no job, no income at time of treatment—practically every 

characteristic from this study would have indicated that his chances 

of improvement were minimal. But the patient also had one other char

acteristic not included in this study, and perhaps not objectively 

measurable, a desperate desire to stop drinking. Today, two years af

ter treatment, he is still sober. He is happy, is working regularly, 

and is helping other "poor-risks" stay sober. 
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APPENDIX A 

PATIENT OBJECTIVE CHARACTERISTICS 

Age is defined as the years the individual has been living. 

Marital status is defined as being either single, married, 
divorced, separated, or widowed. 

Marital stability is defined by two indicators. The first in
dicator is defined as whether or not the person is married and 
has had one continuous marriage at time of admission. The second 
indicator is defined as the number of times the person has been 
married at time of admission. 

Educational level is defined as the highest level of schooling 
that a person has attained. 

Employment level is defined as the occupational level attained by 
the person prior to admission. 

Employment status is defined as whether or not the patient was 
employed at time of admission. 

Economic resources is defined in terms of the patient's and 
spouse's approximate annual income from all sources. 

Arrest record is defined in terms of the number of times the per
son has been officially arrested by a lawful authority for the 
charge of public intoxication. 

Church attendance is defined in terms of the number of times the 
person has attended church in the year prior to admission. 

Alcoholic Anonymous attendance is defined as the number of times 
the person has attended a meeting of Alcoholic Anonymous in the 
24 months prior to admission. 

Previous hospitalizations is defined as the number of times the 
person was admitted to another facility due to drinking. 

Longest length of sobriety in two years prior to admission is de
fined as the longest continuous, voluntary period of sobriety in 
the 24 months preceding admission. 
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13. Source of referral is defined as the person or agency who recom
mended the person for admission. 

14. Use of Antabuse is defined as whether the person has requested to 
take Antabuse prior to discharge from the hospital. Antabuse is 
a medication that is strongly encouraged at the Center. This 
medication stays in the human body for 10 days, and would make 
the person extremely sick if alcohol is consumed during this time. 

15. Combined use of tranquilizers and alcohol is defined as whether 
the person has ever taken tranquilizers and alcohol together 
deliberately. 

16. Intellectual functioning is defined as the raw score of the per
son attained on the Army General Classification Test administered 
approximately one week after admission. 

17. Personality functioning is defined as the raw score the person 
attained on each of the 13 scales of the Minnesota Multiphasic 
Personality Inventory. 



APPENDIX B 

PATIENT ENTRY INTERVIEW 

Interview date_ 19 

Nsme Entry date 19 
Current La3t First PerloH ~ 
Address _ there 
Own other tenant with Telephone 
home? Rent Meals aotlve drinking problem? 
Prior Period ~~ 
addresses ' there 

After center 
what address? 
Birth 
State 

Bro. 31s. 
Problem drinking 
In family 
Brought to 
Center by 

Date 19 
Patient in 
birth order 

Age Sex Race: 
Parent wTETT 
drinking problem 

C I N Ethnic 
Telephone 

Learned of Center or referred by 
Address Telephone 

MARITAL: 3 M W D or Sep. 
Prior marriage: 
length, date, how ended_ 
Living with Spouse's 
spouse? address 
Would spouse cooperate 
in patient's recovery? 

Date 
19 Length of marriage 

EDUCATION 

Telephone 

VOCATION: Present 
Present 
employer 
Time on 
present Job 
Longest 
duration 
Best Job 
ever held 

present 
ECONOMIC: earnings 
Other 
income: Private 
Spouse's 
occupation 

Usual 

Return after 
Center? 

Aware or 
patient's status? 

No. of Jobs 
in last 5 yrs. 

When? 
Unemployed 
for how long? 

Pension 

Children under patient's 
responsibility: sex & age 

Welfare Other 

Duration 
"Fast 
highest 

When?_ 

When? 

Dlsab. Welfare Soc.Sec. 

Employer 
Support given 
by patient 

Total income adequate? 
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MILITARY: Entered 

Branch Rank .Discharged 

_19_ 

19 

RELIGION: P 
Attendance 
last year 

C Other What ohuroh 
Date laat 
attended 

evidenoed 
For how" 
long? 

DRINKING HISTORY: Age first drink Plret drunk 
How long have you DO you oonalder 
realised problem? yourself alcoholic? 
Usual beverage Methylated 
In last 2 years spirits? 
Longest voluntary sooer 
period In last z years 
Were hangovers 
very distressing? 
Pattern: 
Dally Periodic 

Kengious 
advisor 
' When prooiem 

Physioally 
or mentally? Treatment 

Latest drinking 19 Duration 

Blackouts? Latest_ 
Prior treatment: 
time, placet duration 

19 D.T's? Latest 19 

Medication While drinking? 
• NO. of times 

ARRESTS: No. of times a/c drinking incarcerated 

Total time .1 ailed Age at 1st arrest Date of last 19_ 

HOPES AND PLANS: What do you want to gain from Center? 

ALCOHOLICS ANONYMOUS: Know about it? Ever Join? 
Total sobriety 

Meetings attendance time in AA 
Participate In wny did you 
AA activities? drop AA? 

Attitude toward AA 

Friends sober in AA: Many Few . Is there a potential sponsor? 

Sponsor 
•——————————————— Aaaress Teiepnono 

Have you ever tried to help another alcoholic? 
Would 

ANTABUSE: Know about it? Ever used It? you use It? 

FRIENDS: Drinkers: Many Few . Non-drinkers: Many Few_ 

Could we enllat aid of: Employer? Clergyman? Doctor?_ 

Doctor's name 
" Anapa a a Taiapngng-



HEAI/TH AID IKTORIES: 

CLCTBS, SOCIAL, SERVICE OROUPSt 

HOBBIES t Art^ ' Mtflo , Theatre 

Reeding Oaaee 

Snorte 
Whet do yon enjoy 
aoet In epere timet 

Do family membera join you in ChurehT Oanee? 

Snorte? AAT Other 

If Indigent, do you realise the expenae and nan-houra involved in the Center 
Prosrao? . Are you willing to go to any length to remain sober after 
leaving the Center, by following the lnetruotlona given you during the 
program and attending weekly saeetinge ae required? 

Are you willing to reimburse the Center, when and aa able, for the ooat of 
your oare at the Center, eo aome other peraon oan be helped? 

OBSERVATIONS: 

Rev. 3-71 600 TQH 

interviewer 



APPENDIX C 

PATIENT FOLLOW-UP INTERVIEW 

INTERIM REVIEW No. 

Canter Patient No. 

Name 
Present; Last 
addr e a a___ 
Other addresses 
since Center 

EBPEUSBEUT 
Present 
Other jobs 
since Center 

Job satisfaction: Contented 
Efforts to find 
employment 

MARITAL: S M D or Sep. 19 
Bate ' 

Interview date 19_ 

Departed Center 19 

Re-entered Center 19 

Interval 
First Perioa 

there 
'i'exeptione 

________________ Period 

Period 

Period 

Period 

Dissatisfied Same 
Total time 

__ unemployed 
Change in 
status: M W D or Sep. 19 

Pate -

SOBRIETY since leaving Center: Continuous Interrupted 
Date sober period 

DRINKING since Center: began 19 after Center 
Drinking 
pattern: 

Length or 
sober periods 
Still EaSe 

ANTABUSE: Started at Center? using? stopped 19 

If stopped, why? 
How long after Antabuse Would you resume 
did you drink? Reaction? Antabuse? 

HEALTH since Center: 

If A. A. discontinued, why?_ 

CENTER MEETINGS: Frequ 

If discontinued, why? 

Frequency of ' ~~~ 
A. A.: attendance Join Group? 

Last 
CENTER MEETINGS: Frequency time 19 
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CHURCH: Attendanoe since Center 

SPARE TIME activity: 
Time In 

ARRESTS: Number a/e drinking alnoe Center jail 

FAMILY: Reaction to sobriety 

To resumption of drinking: Understanding? 

Does spouse attend Al-Anon, A. A. or Center Meetings? 

what part of Center program was most helpful? 

Vhere did Center fall In helping your sobriety? 

Have you learned to be honest with yourself? 

Humblft? 

Rev. 11-70 
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