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Abstract approved:

Studies in the field of alcoholism have produced
inconsistent and contradictory results regarding the
personality and belief dimensions of the alcoholic.
To date, no singularly acceptable definition of the
"typical” alcoholic exists., The problem of defining
and treating alcoholice remains a significant issue
for treatment professionals.

In the present study, fifty-one male and female
inpatient alcoholics were used to examine the relation-
ships of death anxiety, self-esteem, and locus of
control to alcoholics' perceptions of various treat-
ﬁent preferences, e.g,, Alcoholics Anonymous, the
alcohol=-aversive drug, disulfiram, no preference, and
preference for both Alccholics Anonymous (AA) and
disulfiram. The results indicated that females had

significantly higher death anxiety and significantly



lower self-esteem scores than males. Further, male
subjects preferring both, or neither, AA and disulfiram
treatment had significantly lower death anxiety scores
than males preferring either treatment modality alone.
Male subjects preferring disulfiram treatment were
found to have significantly higher self-esteem scores
than male subjects expressing preference for other
treatment modalities. Additionally, male subjects were
found to be significantly less willing to assign a
locus of control to their behavior. It is anticipated
that these results will have the beneficial effects

of stimulating much needed further research on
alcoholism as well as promoting better treatment

strategies for alcoholics,
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CHAPTER 1
INTRODUCTION

The treatment of alcoholism has been plagued by
problems of definition, the identification of significant
personality factors, and contradictory attitudes toward
the appropriate choice of treatment model. No single
mode of treatment is consistently utilized, and no
consensus is found as to what constitutes the most
effective form of treatment. To date, no singularly
acceptable definition of the "typical" alcocholic exists,
and no known specific predisposing factors are exclusively
designated to predict the development of alcoholism
(Murphee, 1976). The definition of alcoholism as a
unitary entity has been attempted with little success, -
and its etiology remains unclear and contradictory.

For example, Mendelson and Mello (1979) stated that,
"no specific personality type, family history, social-
economic situation or stressful experience has been
found to predict uniquely the development of alcohol
problems" (p. 10). In view of the difficulties in
describing alcoholism, it is not surprising to find

a varlety of treatment models reflecting the same

confusion.



The most pervasive model of alcoholism currently
in use is based on the disease theory proposed by
Jellinek {1960). This model proposes that alcoholism
is a progressive disease marked by a loss of control
over the intake of alcohol, and when loss of control
is established, an addiction to alcohol exists. Other
major approaches are derived from psychological and
soclological theories on the nature of alccholism
(see, First Special Report, 1971). Psychological
theories assume that alcocholism is a symptom of an
underlying disorder and stress such diverse concepts
as oral fixation, latent homosexuality, learned behavior,
and personality traits, Sociological theories are
derived mainly from the examination of the attitudes
and values found in a specific population or culture.
The diversity of definitions and theories underlines
the widespread disagreement regarding the nature of
alcoholism, its etiology, development, and treatment.

Treatment programs for alcoholics also reflect
the general lack of unity found elsewhere in the field.
The mode of treatment may vary widely among facilities.
Two common approaches found in treatment programs,
however, are involvement with Alcoholics Anonymous
(AA), and the use of the alcohol-=aversive drug,

disulfiram (trade name, Antabuse).



Alcoholics Anonymous, founded in 1935 by two
alcoholics, has had a tremendous impact on professional
attitudes and programs, Alcoholics Anonymous regquires
alcoholics to admit that they are powerless over
alcohol, that total abstinence is essential, and
that to maintain sobriety, they must commit their
lives to helping other alcoholics (Twelve Steps and
Twelve Traditions, 1952). Cahn (1270) states that
"many state alcoholism programs and a large number
of specialized services owe their very origins to the
efforts of AA members" {(p. 14). He further reports
that “even in programs where AA is not directly involved,
its philosophy usually has some impact on the treatment
orientation" (p. 14l1). Within AA, the attitude that
only an alcoholic can really help another alcoholic,
and strong disagreement regarding the role of drugs
in treatment have been frequent sources of conflict
with the professional community.

Drug therapy, and specifically the use of disulfiram
as an alcohol-aversive drug, has been used as an adjunct
in the treatment of alcoholism since the late 1940s
(Gerrein, Rasenbery & Manohar, 1973). Reporting on
the physical effects of disulfiram, Becker (1979)

states:



Within a few minutes after ingesting even
minute quantities of alcohol in disulfiram-
treated patients, a remarkable reaction occurs:
The patient first notes a feeling of warmth in
the face, the skin espacially in the upper chest
and face becomes bright red, and a pounding
sensation occurs in the head and chest. 1In
addition, respiratory difficulties, nausea,
vomiting, sweating, weakness, dizziness, blurred
vision, and confusion may also be part of the
reaction. It is unclear exactly how long
after a single dose of disulfiram a reaction
will occur, although 12 to 24 hours is the
common estimate. With large doses of alcchol
and disulfiram, the reaction can be extremely
severe and life threatening (p. 292).

Since disulfiram is slowly excreted from the body,

~ the disulfiram~alcohol reaction can occur up to 2

weeks following the last ingestion of the drug (Gerrein,
et al., 1973).

Determination of the actual success rate of either
Alcocholics Anonymous or disulfiram in treating the
alcoholic is as problematic as finding a uniform
definition of, and/or mode of treatment for, alcoholism.
Alcoholics Anonymoué maintains no membership records
and has no recocgnized formal organization., Tournier
(1979) proposed that the widespread domination of
AA in the alcoholism treatment field has been instru-
mental in limiting treatment strategies and that its
acceptance as a major factor in treatment is based

on tradition rather than any objective evaluation



of its impact. On the other hand, Goodwin (1979)
believes that the effect of AA is self-evident and
regrets that scientific demonstration of the efficacy

of AA is not possible, A variety of methodological
problems, mainly due to poorly designed studies (Lundwall
& Baekeland, 1971), has made an assessment of success
rates with disulfiram very difficult. Currently,

then, there is little real knowledge of the actual
success of either Alcoholics Anonymous or disulfiram

in treatment.

During the past several years, no singularly
effective model for the treatment of alcoholism has
emerged. Without reservation, a need exists to establish
a basis for determining what best constitutes effective
treatment for the alcoholic client. Due to the continued
use of disulfiram and the widespread involvement of
Alccholics Anonymous in treatment programs, the attitude
of alcoholics toward these two common treatment com-
ponents was considered a significant variable for
consideration. More specifically, the present study
was undertaken to investigate death anxiety, self-
esteem, and locus of control factors in two groups
of alcoholics == those preferring treatment via

Alcoholics Anonymous, and those preferring treatment

via disulfiram.



The concept of locus of control (LOC), based
in social learning theory, was developed by Rotter
(1966). In social learning theory, it is believed
that reinforcements strengthen the expectancy that
a behavior will be similarly reinforced in the future.

A generalized expectancy that reinforcements are contigent
on one’'s own behavior is referred to as locus of control.
Individuals with internal locus of control believe

that environmental events are causally related to their
own behavior. Those with external locus of control
believe events are based on luck, fate, or control by
powerful others. Locus of control in alcoholics has

been investigated in numerous studies which have pri-
marily used the Rotter (1966) Internal-External Locus

of Control Scale,

Hinrichsen (1976) reports that the interest in
locus of control in alcoholics is related to the
assumption that alccholics have exferienced impairment
in the volitional control of the consumption of alcohol.
This notion is a central theme in the disease theory
(Jellinek, 1960) which emphasized the alcoholic's
loss of ability to control the intake of alcohol,

An individual whose alcohol consumption is causing

him difficulties in health or functioning must feel



either that he can no longer choose to stop drinking,
or, conversely, that he can stop his self-destructive
behavior whenever he chooses to do so. If the
individual feels he has lost volitional control over
his alcohol consumption, an external orientation can
be assumed. On the other hand, if the person feels
he can choose to stop drinking at any time, it can be
assumed that the control orientation is internmal.

In an early study of locus of control, Goss and
Morosko {1970) hypothesized that alcoholics would be
more externally controlled than Rotter's (1966) control
group. They were surprised to find that the majority
of scores reflected an internal orientation. It was
suggested that the alcocholic's feelings of guilt and
self~blame might stem from a belief in personal control.
Gozali and Sloan (1971) hypothesized that alcoholics
would be more internally oriented due to their belief
that they can control their drinking. The results
of their study, comparing locus of control between
alcoholics and nonalcoholice indicated that alcoholics
'Qere more internally oriented than nonalcoholics.

In regard to treatment programs for alcoholics, Gozali
and Sloan recommended that modifying the alcoholic client's

cantrol orientation be considered as a treatment objective.



In another study examining the LOC in alcoholics,
Costello and Manders (1974) reported that active
a;poholics were more internally oriented than recovered
alcoholics.

It would appear, then, that investigators have
generally found alcoholics to be more internally
oriented than norm groups. However, several studies
have reported finding a more external LOC in alcoholics
(Caster & Parsons, 1977a)., Rohsenow and O'Leary (1978)
report that research investigating LOC has indicated
that subjects having external control are generally
found to be more anxious and depressed than those
subjects who are internally oriented., These externally
oriented subjects were also found to be more aggressive,
dogmatic, suspicious, and afraid of failure.

Based on significantly more external scores on
~an LoC scale, Nowicki and Hopper (1974) suggested that
female alcoholics needing inpatient treatment may be
a more disturbed group than male inpatients. They
alsoc found that external orientation in females was
related to greater psychomotor impairment than for males,
It was suggested that these results might indicate
different approaches by sex and treatment modality

are in order,



The conceptual bases of the Rotter Internal-External
Locus of Control Scale are a sense of powerlessness
. and fatalism (Rotter, 1966). A fundamental sense of
powerlessness over one's environment has also been
related to the concept of death anxiety (Sadowski,
Davis, & Loftus=Vergari, 1979). Using the Reid-Ware
Three Factor locus of Control Scale (Reld & Ware,
1974; 1973), Sadowski et al. (1979) re-examined the
relationship between death anxiety and locus of control,
The Reid-Ware contains the Fatalism and Social System
Control subscales found in the Rotter (1966) scale
as well as the inclusjion of a Self-Conérol subscale.
Templer's (1970) Death Anxiety Scale (DAS) was used
to measure death anxlety. The scales were administered
to 164 male and 211 female college students. The
results indicated that death anxiety was significantly
related to the Self-Control dimension of the Reid-iWare
scale for both genders. Death anxlety for females
was associated with the influence of powerful others
(social System Control factor), while death anxiety
- for males focused on fate or luck (Fatalism factor).

Another area of interest is the association found
between death anxiety and self-esteem. Diggory and

Rothman (1961) reported that persons with high self-esteem
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had greater death anxiety than those with low self-esteem.
This view is at variance with data reported by Davis,
Martin, Wilee, and Voorhees (1978). These investigators
found a negative relationship between death anxiety
and level of self-esteem,

Death anxiety is generally reported to be higher
for females than males (Davis et al., 1978; Koob &
Davis, 1977; Templer, Lester, & Ruff, 1974). As
mentioned above, Nowicki and Hopper (1974) found
;that alcoholic female inpatients may be a more disturbed
group than their male counterparts. This is consistent
with the findings that higher death anxiety for females
was associated with the influence of powerful others,
an external orientation. On the other hand, the positive
association between death anxiety and femininity has been
reported to be weak (Templer et al., 1974).

Self-asteem is generally reported to be low among
alcoholics. For example, Nocks and Bradley (1969)
found that as the duration of the drinking problem
increased, self-esteem decreased. The highest self-
esteem was found among alcoholics who denied any problem.
CGross and Alder (1970) reported that alccholics view
themselves as unworthy of respect and as generally

inadequate when compared to a standardization group.
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Hall {Note 1) in a comparison of active and recovered
alcoholics, found that active alccholics had lower
self-esteem, Alcoholics who seek out or accept treat-
ment appear to have lower self-esteem than alcoholics
- who refuse treatment (Bery, 1971; Charlampous, Ford, &
Skinner, 1976; Matefy, Kalish, & Cantor, 1971}.

Berg (1971) found that alcoholics have lower
self-esteem than nonalccholics. However, when alcoholics
were asked to describe their self-~concepts while
intoxicated in laboratory conditions, self-concept
shifted to a less critical and more favorable position.
In accounting for this shift, Bery hypothesized that
if intoxification temporarily enhanced the self-image,
then drinking behavior and intoxification were reinforced.
This would help explain the maintenance of what others
perceive as repetitive self-~destructive behavior.

In summary, alcoholics have generally, not without
exception, been found to be more internal in control
orientation than control groups., Death anxiety has
been associated with locus of control, and specifically
with the Self-Control factor found in the Reid-Ware
(1974; 1973) scale. Both the Reid-llare and Templer's
(1970) Death Anxiety Scale appear to reflect a fundamental

sense of powerlessness as part of their conceptual



12

bases. [emales apparently tend to be more external
in control orientation than males, and have greater
death anxiety than males, The alcoholic's self-esteem
is more often found to be low for sober alcoholics.
Several studies have attempted to relate personality
variables to various treatment types and outcomes
(Caster & Parson, 1977b; Hewitt, Note 2; Nowicki &
Hopper, 1974; Oziel & Obitz, 1975; Stafford, 1980).
Few studies, however, have investigated the alcoholic's
perception of treatment techniques in relation to
significant personality variables. Obitz (1975),
commenting on the large number of alcoholic clients
who do not find treatment reinforcing, emphasized the
need to examine specific therapeutic techniques in
regard to the perceptions of the individual alcoholic,
He has investigated the perceptions of alccholics regarding
two types of therapy, directive and non-directive, and
found that although alccholic subjects preferred the
directive technique, they indicated that the non-
directive technique was more socially desirable.
In a later study (Obitz, Wood, & Cantergiani, 1977),
the perceptiona of alcoholics regarding group therapy
and Alcoholics Anonymous were investigated. How alco-

holics perceived these two types of techniques was
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found to be dependent on who did the asking, either

a recovering alccholic or a nonalecoholic. Alcoholics
Anonymous was rated more socially desirable when a
recovered alcoholic did the asking. When a nonalcoholic
served as experimenter, Alcoholics Anonymous and group
therapy were rated about the same.

The present study was conducted in an effort to
further determine possible relationships between
alcoholics' perceptions of specific treatment techniques
and personality variables. The alcoholic client was
rated on utilization of AA and willingness to take
disulfiram. The preference of either treatment
technique was then related to specific belief dimensions;
specifically, to locus of control, death anxiety, and
self-esteem., Based upon the previous data, it was
hypothesized that (a) alcoholics preferring AA would
be more internally oriented, fb} alcoholics preferring
disulfiram would be more externally oriented, (c)
alcoholics exhibiting external control would have
greater death anxiety, (d) female alcoholics exhibiting
external control would have greater death anxiety,

{e) alcoholics rejecting both treatment types would
have the highest self-esteem, and (f) alcoholics preferring

both treatment types would have the lowest self-esteem.



CHAPTER 2

METHOD

Subijects

Subjects we;e inpatients on the Alcohol Rehabilita-
tion Treatment Unit of an urban medical center located
~in Kansas. The unit offers a 2l-day program for
alcoholics including both detoxification and inpatient
‘treatment following detoxification. Alcoholics
Anonymous is an integral part of the pregram and
patients are expected to attend scheduled AA meetings
on the unit. Disulfiram, on the other hand, may be
chosen as an adjunct to treatment by any given individual
patient and is not a requirement of the unit. All
subjects were designated as alcoholic by admission

to this unit. A total of 51 subjects (39 males, 12

females) were included in the present study.

Instruments

Each subject participating in the study was asked
toc complete four questionnaires. The questionnaires
consisted of three measurement scales and an information
questionnaire used to identify each subject's choice
of treatment. The three measurement scales and the

14
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information guestionnaire are described below.

Death Anxiety Scale. Death anxiety was measured
via Templer's (1974) Death Anxiety Scale. This instru=-
ment consists of 15 true or false statements regarding
-fears about death and dying. Scoring is based on the

number of responses reflecting anxiety.

Texas Social Behavior Inventory (TSBI)}. Self~

esteem was measured via the Texas Social Eehavior
Inventory, Form A. This instrument consists of 16
multiple~choice statements regarding self-esteem and
social competence. For each item, an individual has
five possible responses ranging from "not at all
characteristic of me" to “very characteristic of me."”
EBach item is scored from 0 to 4, with 0 indicating
lowest self-esteem, and 4 indicating the highest self-
esteem. The final scoring is based on the total number

of points for all items.

Reid=Ware Three Factor Locus of Control Scale.

The Reid-Ware Three Factor Locus of Control Scale
was employed to measure locus of control, This instrument
has a forced-choice format and consists of 45 items.

Three control dimensions are measured. Fatalism and
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Social System Control are each evaluated by 12 items.
These items, like those on the Rotter scale (1966),
reflect on luck, fate, contrql by powerful others,

and the unpredictability of forces in the environment.
The Self-control factor is the third dimension measured
and consists of 8 items. These items reflect the
degree to which an individual believes he is controlled
or influenced by immediate impulses, Persons who
perceive events occurring due to fate or the control

of powerful others reflect a belief in external control.
Internal control is reflected by the belief that events
are contingent on the behavior of the individual.
Scoring of each dimension is measured in terms of the

direction of externality.

Information Questionnaire. An information question-

naire was used to obtain data regarding demographic
information and personal bellefs of the individual
subject., More specifically, the responses to the
questionnaire will be used to identify those alcoholics
who attended Alcoheolics Anonymous regularly, and those
who were willing to take disulfiram. Acceptance of
Alccholics Anonymous as a treatment option was indicated
by an affirmative response to the question, "do you

reqularly attend AA by choice?" Acceptance of disulfiram
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as a treatment option was indicated by an affirmative
response to the question, "would you be willing to
begin taking antabuse?" An answer sheet responding

to the DAS Scale {Questionnaire 1), TSBI (Questionnaire
2), and Reid-Ware {Questionnaire 3) was stapled to

the Information Questionnaire. Copies of the Infor-
mation Questionnaire, Answer Sheet, and Questionnaire
Booklet containing the DAS, TSBI, and Reid-Ware scales

are found in Appendix A.

Procedure

By arrangement with the Director of the Alcchol
Rehabilitation Treatment Unit, and in accordance with
the policies of the medical center, the following
procedure was implemented: Twice weekly, during the
daily scheduled Community Meeting, patients on the
unit were asked to voluntarily participate in a research
study on alcoholism. They were informed that it would
take approximately one hour to complete the project,
and that no identifying information would be requested.
Following the meeting, volunteers met and were given
instructions for completing the questionnaires. The
instructions given toc each subject are found in Appendix
A. A room was set aside for volunteers to complete

the questionnaires undisturbed. At the end of each
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session, subjects were Informed of the nature of the
study and thanked for participating in the project.
This procedure was repeated over a period of approxi-
mately 2 months in an effort to obtain the largest

possible sample of subjects.



CHAPTER 3
RESULTS

Prior to analysis, the DAS, TSBI, and locus—of-
control scores were determined for male and female
;ubjects in each of the following treatment categories:
Alccholics Anonymous (AA), disulfiram (D), neither
(N}, and both (B). The number of subjects appearing
in each treatment category is shown in Table 1. As
the nunmber of female subjects included in the present
study was limited (n = 12), analyses comparing treatment
categories within this sample were not performed.

The larger number of male subjects included did allow
’for such comparisons, however, Hence, reported comparisons
between males and females represent an averaging across

all treatment categories.

DAS Analysis

A t-test for independent samples was employed
to ascertain whether differences in DAS scores existed
between males and females. TFemales were found to have
significantly higher DAS scores than males, t(49) = 2.46,
P<L .02,

The unweighted means analysis of variance technigue

19
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was employed to ascertain differences in DAS scores
between treatment categories for the male subjects.

This analysis yielded a significant, F(3,35) = 3.08,

p £ .05, Groups effect., The Newman~Keuls procedure,
employed to further probe the significant Groups effect,
indicated that males preferring both (B) AA and D
treatments had significantly (p € .05) higher DAS

scores than the three other treatment categories.

Mean DAS scores for the male (by treatment category)

and female subjects are shown in Table 2,

TSBEI Analysis

Significantly higher self=-esteem scores were
found to be associated with the male subjects,
t(49) = 2.81, p € .01, Unweighted means analysis
of variance of the male TSBI scores by treatment category
yielded a significant, F(3,35) = 6.46, p € .01, Groups
effect. Using the Newman-Keuls test for specific contrast
effects, it was further shown that the subjects preferring
the D treatment had significantly (p < .0l1) higher
self-esteem scores than the subjects in the other
three treatment categories. These three groups, in
turn, did not differ significantly from each other.
Mean TSBI scores for the male (by treatment category)

and female subjects are shown in Table 3.
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Locus-of=-Control Scores

To ascertain male~female differences in willingness
to assign locus-~of-control, a 2 x 3 unweighted means
analysis of variance incorporating Sex-of-Subject
'(male vs. female), and Locus-of~Control {(SC, 8S8C, F)
factors was performed, This analysis yielded signifi-
cance for the Sex-of-Subject factor, F(1,45) = 5.32,

p &£ .05. As the F scale of the Reid-Ware has fewer
items than the SC and SSC scales, it was felt that a
significant main effect attributable to this factor
would not convey relevant information. Hence, this
effect was not considered. However, the occurrence

of a significant interaction between the Sex-of-Subject
and Locus=0f=Control factors would indicate that
willingness to assign locus of control was dependent
upon both sex of subject and the specific Reid-Ware
scale being considered. As this interaction was not
significant, F{(2,45) = 1.04, p £ .25, the conclusion
that females were significantly more willing to assign
a locus of control (regardless of category - SC, SSC,
F) to their behavior than males appears warranted.
Mean locus-of=control scores for males and females

appear in Table 4.

A 3 x 4 unweighted means analysis of variance
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incorporating Locus-of=Control (SC, SSC, F) and Treatment

Category (AA, D, N, B) factors was also performed

on
As
it
in
of

to

the locus-of=-control data of the male subjects.

this analysis failed to yield significant effects,
appears reasonable to conclude that the male subjects
the present study were simply less willing, regardless
treatment preference, to assign locus of control

their behavior than the female subjects.



CHAPTER 4

DISCUSSION

The present results, indicating significantly
higher DAS scores for females than for males, is
congistent with the earlier reports of Davis et al.
(1978), Koob and Dawvis (1977), and Templer et al. (1974).
The death anxiety means for both male and female alco-
holics are considerably higher than those reported by
Templer and Ruff (1971) for more "normal" segments of
the population. Briefly summarized, both male and
female alcoholics had higher mean scores than Lincoln
Memorial University undergraduate blacks, Lincoln
Memorial University undergraduate whites, Murray State
University undergraduates, male and female Western
Kentucky University undergraduates, male and female
apartment house residents, adolescent males and females,
fathers and mothers of adolescents, male and female
psychiatric aides, retired males and females, and
Bloomfield College males. The DAS means for male
and female alcoholics in the present study are also
greater than those reported by Templer and Ruff (1971)
for heterogenous psychiatric male and female patients

who earned means of 6,50 and 7.15 respectively.

23
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Male alcoholics preferring both (B) AA and D
treatments had a significantly higher DAS mean than
the other treatmgnt preferences (see Table 2). This
finding may reflect some genuine insecurity on the part
of these subjects. It is interesting to note that when
the means for all treatment preferences are rank ordered,
the means for the D and N groups are lower than both
the AA and B groups, with N having the lowest mean of
all treatment preferences., Even though nonsignificant,
this ordering of means suggests that patients preferring
AA as a treatment have elevated death anxiety scores
relative to D and N. It is when AA and D are preferred
in combination that we seem to be dealing with a different
type of patient as compared with the patients that
preferred only éne mode of treatment (or none).

Matefy et al. (1971) found that several studies
of alcoholics who had sought treatment reported that
these patients have a low level of self-acceptance
and indicate awareness of their self-dissatisfaction.
They found that alcocholics who accept treatment, or
help-acceptors, exhibited a lower degree of self=-
acceptance than those who rejected help. In a later
study, Charlampous et al. (1976) reported that alcoholics

have significantly lower self~esteem than nonalcoholics,
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and furthermore, that those alcoholics who had sought
treatment in the past or were currently seeking help
had lower self-esteem than alcoholica who rejected
treatment, Hence, thé elevated DAS mean for the male
subjects in the present study may reflect low self-
acceptance and awareness of serious maladjustment by
these patients.

In the current study, males had a significantly
overall higher self-esteem score than females (see
Table 3). Research involving alcoholics has primarily
been conducted with male subjects, and studies on
self-esteem do not reflect sufficient data on female
alcoholics to allow comparisons. The paucity of infor-
mation regarding female alcoholics may reverse as the
number of female alcoholics seeking treatment is currently
increasing, Lindbeck (1975) indicates that the female
alcoholic suffers a lowered self-image not only from
the aingle stigma of drinking, but because she is
congidered to be more of a moral transgressor than
her male counterpart. Overall, male alcoholics in
this study were found to have both higher self-esteem
and lower death anxiety than female alcoholics. This
lends support to the findings by Davis et al. (1978) of

a negative relationship between death anxiety and level

of self-~esteem.
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Males preferring the D treatment had significantly
higher self-esteem scores than the other three treat-
ment categories. When looking at specific treatment
categories, it becomes apparent that some personality
differences may exist among alcoholics choosing different
treatment preferences. Disulfiram is often prescribed
for outpatient treatment, and may reflect the alcoholic's
feeling of independently coping with his problem (even
if only temporarily) which may enhance the self-esteem
score of this group. When looking at individual treat-
ment categories, conflicting evidence is found which
does not support previous research indicating that
alcoholics accepting help have lowered self-esteem
(Charlampous, et al., 1976; Matefy, et al., 1971).

Females were significantly more willing to attribute
a locus of control to their behavior than were males
(see Table 4)}. Although this effect was not related
to specific locus=of-control categories, it may lend
support to Nowicki and Hopper's (1974) suggestion that
different approaches to alcoholics by sex and treatment
modality are in order.

Further studies investigating the alcoholic client's
perception of treatment techniques in relation to

significant personality variables seems warranted.
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Currently, much of the treatment for alcoholics is
comprised of specific techniques which are often used
indiscriminantly on all clients. Although these tech-
niques may vary from facility to facility, depending
on availlable funds, professional orientation, and the
status of the alcoholic as a voluntary or committed
client, many common factors exist. Many treatment
facilities share as a common base the utilization of
AA, disulfiram, group therapy, individual therapy,
and leisure-time activities. The primary goal or
desired treatment outcome is sobriety.

Obitz (1975) has commented on the large number
of alcoholics who fail to find treatment reinforcing.
Further examination of the perceptions of alcoholic
clients regarding treatment may allow treatment pro=-
fessionals to match a given client with the most effec~
tive treatment technicque. The results of the cufrent
study indicate that an interaction exists between
specific personality factors, gender, and preference
for a spécific treatment technique. Upon examination,
significant differences between the genders suggests
that females may be a significantly more disturbed
group than their male counterparts as indicated by

the elevated DAS scores and significantly lower
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self-esteem scores. This hypothesis supports Nowicki
and Hopper's (1974) data which, based upon more extended
locus~of=control scores by females, reported that
female alcoholics involved in inpatient treatment may
be a more disturbed groué than male inpatients.

In conclusion, the choice of a particular treatment
technique or combination of treatment techniques may
be directly related to specific problem areas for the
individual client. Thus, alcoholics who choose all
possible treatment modalities may differ significantly
from those choosing a single technique. Further
research examining the perceptions of alcocholics toward
various treatment techniques may allow for more efficient

and effective treatment for the alcocholic client.
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APPENDIX A

Evaluation Instruments



First, please fill out all the questions on the top
two pages. These sheets are completely anonymous and
you do not need to put your name on any of the sheets.

This booklet has three questionnaires in it. FPlease
answer each of the questions to the best of your ability
and mark your answer on the sheet proviaea. 7Please do

not write on the booklet. This is not timed, and you will
probably be able to finish in an hour or less,.

1f you have any questions, 1 will be glad to answer them,
Please don't share your thoughts or answers with others
doing the guestionnaire.

1 appreciate your participation ana want to thank you for
agreeing to help in this research.

INSTRUCTIONS GIVEN TO SUBJECTS

39
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INFORMATION QUESTIONNAIRE ¢
ate:

Age: years Educational Level:
Sex: male ( ) female ( ) Grade School
years completed
Marital status: single ()
High School
married () vears completed

divorced ( ) High School Graduate:
vas () no ()
widowed ()
Colleqge

separated () vears completed
Employed: yes () no ()

If yes, how long?

Which best describes you:

a. Alcohol problem only ()
b. Drug problem only ()
¢. Alcohol/Drug problem ( )

How long has drinking been a problem for you?

- (months or years)

How old were you when you €first used alcohol? _years

How often have you used alcohol? daily ()
once weekly ( )
monthly ()

other ( ) describe:

From the use of alcohol have you ever experienced any of the
following:

a. Convulsions ()

b. Seizures ()
¢. Blackouts ()
d. D. T."S ()
e. None ()

40



10. 1s this your first admission into a hospital program for
alcoholism?

ves () no ()

If not, how many times have you been in a hospital program
for alcoholism in the last 2 years?

1l. Do you think you are an alcoholic? yes () no ()

12. Antabuse is a drug sometimes prescribed by a doctor to help
alcoholics stop drinking. When taking antabuse, drinking
alcoholic beverages makes a person ill.

a. Would you be willing to begin taking antabuse? yes ( ) nc

b. Have you ever taken antabuse? yves () no ()

c. If yes, when did you last use it?

d. Was it by your choice? vyes () no ()

e. If not your choice, who made the decision for you?

13. Alcoholics Anonymous (A.A.) is a voluntary group of alcoholic-

working to keep themselves sober and help others keep and stay
sober,

a. Have you ever attended an A.A. meeting by your own
choice?

ves () no ()
b. Do you regularly attend A.A. by choice? yes ()} no (

’

c. If yes, how often a week?

14. Do you feel A.A, is a good support system for you?

ves () no () never attended ()
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This project is strictly
voluntary. The summation

of information will b~ com-

plied and utilized for re-

search. There 1s absolute- ‘é
ly no personal i{dentifving ,
information on these forms.
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Questionnaire ¢ 1

DEATH ANXIETY SCALE

Please circle the following statements True or False as they apple to you:

1. I am very much afraid to die. True False
2, The thought of death seldom enters my mind. True False

3. It doesn't make me nervous when people talk about death. True False

4. I dread to think about having to have an operation. True False
5. I am not at all afraid to die. True False
6. I am not particularly afraid of getting cancer. True False
7. The thought of death never bothers me, True False
8. I am often distressed by the way time flies so

very rapidly. True False
9. I fear dying a painful death. True False
10. The subject of life after death troubles me greatly. True False
ll1. I am really scared of having a heart attack. True False
12, I often think about how short life really is. True False
13, I shudder when I hear people talking about a

World War III. True False
14, The sight of a dead body is horrifying to me. True False
15. I feel that the future holds nothing for me to fear. True False
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6.

Questionnaire # 2
TEXAS SOCIAL BEHAVIOR INVENTORY
I am not likely to speak to people until they swneak to me.

a b c d e
Not at all Not Slightly Fairly Very much
character~ very character-
istic of me istic of me

I would describe myself as self-confident.

a b c d e
Not at all Not Slightly Fairly Verv much
character-~ very character-
igtic of me istioc of me

I feel confident of my appearance.

a b c d e
Not at all Not Slightly Fairly Very much
character- very character-~
istic of me istic of me

I am a good mixer.

a b c d e
Not at all Not Slightly Fairly Very much
character- very character~
istic of me istic of me

When in a group of people, I have trouble thinking of the right
things to say.

a b c d e
Not at all Not Slightly Fairly Very much
character- very character-
istic of me istic of me

When in a group of people, I usually do what the others want
rather than make suggestions.

a b c a e
Not at all Not Slightly Fairly Very much
character- very character-
istic of me istic of me

When I am in disagreement with other people, my opinion usually
prevails,

a b c a e
Not at all Not Slightly Fairly Very much
character- very character-
istic of me istic of me

I would describe myself as one who attempts to master situations.

a b c a e
Not at all Not Slightly Fairly Very much
character- very character-

istic of me igtic of me



10.

1l.

12,

13.

14.

15.

16.

Other people loock up to me.

a

Not at all
character=-
istic of me

I enjoy social

a

Not at all
character-
istic of me

I make a point

a

Not at all

character-

istic of me

b c a
Not Slightly Fairly
very

gatherings just to be with

b c d
Not Slightly Fairly
very

of looking other people in

b ¢ d
Not Slightly Fairly
very

I cannot seem to get others to notice me.

a

Not at all
character-
istic of me

I would rather not have very much resnonsibility for other people.

a

Not at all
character-
istic of me

I feel comfortable being approached by someone in a position of

auvthority.

a

Not at all
character-~
istic of me

b c d
Not Slightly Fairly
very

b c a
Not Slightly Fairly
very

b c d
Not Slightly Fairly
very -

I would describe myself as indecisive.

a

Not at all
character~
istic of me

I have no doubts about my social competence.

a

Not at all
character~
istic of me

b c d
Not Slichtly Fairly
very

b c d
Not Slightly Fairly
very
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e

Very much
character-
istic of me

peonle.

e

Very much
character-
istic of me

the eye.

e
Very much

character-
istic of me

e
Very much
character-
istic of me

e

Very much
character-
istic of me

e

Very much
character-
istic of me

e
Very much
character-
istic of me

e

Very much
character-
istic of me
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ID=-WARE THREE FACTOR LOCUS OF CONTROL SCALE

This questionnaire is a measure of personal bhelief: obviously there are
no right or wrong answers. Each item consists of a pair of alternatives
lettered (A) and (B). Please select the one statement from each pair
{and only one) which you more strongly believe tc be more true rather

than the one you think you should choose or the one you might like to
be true. '

Flease answer these items carefully, but do not spend too much time on

any one item. Be sure to chocse one of the options for every item. I!lark
the letter of the statement (A or B) on the answer sheet.

In some cases you may discover that you believe both statements or neither
one. In such cases be sure to select the one you more strongly believe

to be the case as far as you are concerned. Also try to respond to each

item independendently when making your choice: do not be influenced by
your previous choices.

1. {A) Various sports activities in the community help increase
solidarity amongst neonle in the community.

{R) Various sports activities in the community can lead to rivalry
detrimental to solidarity in the community.

2. (A) War brinqgs out the worst aspects of men.
(B) Although war is terrible, it can have some value.

3. (A) There will always he wars no matter how hard people try to
prevent them,

(B) One of the major reasons we have wars is because people do no<t
take enough interest in politics.

4. (A) Even when there is nothing forcing me, I have found that I
wlll sometimes do things I really did not want to do.

(B) I always feel in control of what I am doing.

5. (A) There are institutions in our society that have considerable
control over me.

(B) Little in this world controls me, I usually can do what I
decide to do.

6. (A) I would like to live in a small town or rural environment.
{(B) I would like to live in a large city.

7. (A) For the average citizen becoming a success is a matter of hard
work, luck has little or nothing to do with it.

(B) For the average guy getting a good job depends on being in the
right place at the right time.
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10.

11.

12.

13.

14.

15.

16.

17.

(A)

(B)

(RA)

(B)

{(a)

(B}
(R}

(B)

(A)

(B)
(A)

(B)
(n)

(B)

(A)

(B)

(A)
(B)

(a}

(B)

Patriotism demands that the citizens of a nation participate
in any war.

To be a natriot for one's country does not necessarily mean he
must go to war for his country.

In my case getting what I want has little or nothing to do with
luck.

It is not always wise for me to plan too far ahead because many
things turn out to be a matter of good or bad fortune anyhow.

Sometimes I impulsively do things which at other times I definitely

would not let myself do.
I find I can keep my imnulses in control.

In many situations what happens to people seems to be determined
by fate.

People do not realize how much they personally determine their
own outcomes,

College students should be trained in times of peace to assume
military duties.

The ills of war are greater than any npossible benefits.

Most people do not realize the extent to which their lives are
controlled by accidental hapnenings.

For any quy, there is no such thing as luck.

If I put my mind to it I could have an important influence on
what a nolitician Aoes in office,

When I look at it carefully I realize it is impossible for me
to have any really important influcnce over what politicians do.

With fate the way it is, many times I feel that I have little
influence over the things that happen to me.

It is impossible for me to helieve that chance or luck nlays an

important role in my life,

When I put my mind to it I can constrain my emotions,

There are moments when I cannot subdue my emotions and keep them
in check.

Every person should give some of his time for the good of his
town or country.

People would be a lot better off if they could live far away from
other people and never have to do anything for them.
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18.

19.

20.

21.

22.

23.

24.

25.

26‘

(A)

(B)

(A)

(B)

LA)

(B)

(R}

(B)

(0]

(B)

(A)

(B)

(R)

(B)

(A)

(B)

(R)

(B)

Ruestionnaire #3 - Page 3

As far as the affairs of our country are concerned, most people

are the victim of forces they do not control and frequently do
not even understand.

B¥ taking part in political and social events the people can
directly control much of the country's affairs.

People cannot always hold back their persconal desires; they
will behave out of impulse.

If thevy want to, neonle can always control their immediate
wishes and not let these motives determine their total behavior.

Many times I feel I might just as well decide what to do by
flipping a coin.

In most cases I do not depend on luck when I decide to do
something.

Our federal government should promote the mass production of
low rental apartment buildings to reduce the housing shortage.

The best way for our qovernment to reduce the housing shortage
is to make low interest mortgages available and stimulate the
building of low cost houses.

I de not know why politicians make the decisions they do.

It is easy for me to understand why noliticians do the things
they do.

Although sometimes it is difficult, I can always willfully
restrain my immediate behavior.

Something I cannot do is have complete mastery over all my
behavioral tendencies.

In the long run people receive the respect and good outcomes
they worked for.

Unfortunately, because of misfortune or bad luck, the average

guy's worth often passes unrecognized no matter how hard he
tries.

With enough effort people can wipe out political corruption.

It is difficult for people teo have much control over the things
politicians do in office.

Letting your friends down is not so bad because you cannot dn
good all the time for everybody.

I feel very bad when I have failed to finish a job I promised
I would do.
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27,

28,

29-

30.

3l.

32,

33.

34.

35.

36.

()

(B)

(A)

(B)

()

(B)

(A)
(B)
(n)

(B)

(A)
(B)

(A)

(B)

(a)

(B)

(A)

(B)
(A)

(B)

By active participation in the apnropriate political organiza-
tions people can do a lot to keep the cost of living from
going higher.

There is very little people can do to keep the cost of living
from going higher.

It is possible for me to bechave in a manner very different from
the way I would want to behave.

It would be very difficult for me to not have mastery over the
way I behave.

In this world I am affected by social forces which I neither
control nor understand.

It is easy for me to avoid and function indenendently of any
social forces that may attempt to have control over me.

It hurts more to lose money than to laose a friend.
The people are the most important thing in this world of ours.,

What people get out of life is always a function of how much
effort they put into it.

Quite often one finds that what happens to people has no
relation to what they do, what happens just happens.

Generally speaking, my behavior is not governed by others.

My behavior is frequently Aetermined by other influential
people.

People can and should do what they want to do both now and in
the future.

There is no point in peonle planning their lives too far in
advance because other groups ¢f people in our society will
ineveitably upset their plans.

Happiness is having your own house and car.

Happiness to most people is having their own close friends.

There is no such thing as luck, what happens to me is a result
of my own behavior.

Sometimes I do not understand how I can have such poor luck.

More emphasis should be placed on teaching the principles of
Christianity in the public schools.

Christianity should not be included in a school curriculum;
it can be taught in church.
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37.

38.

39.

'10.

41.

42.

43.

45.

(n)

(B)
(A}
(B)

(A}
(B)

(A)

(B)

(A)

(B)

()

(B)

(n)

(B)

()

(B)

(a)
(B)

Many of the unhappy things in peonle's lives are at least nartly
due to bad luck.

Peonle's misfortunes result from the mistakes they make.
Self-regulation of one's behavior is always possible,

I frequently find that when certain things happen to me I
cannot restrain my reactions.

The averace man can have an influence in government decisions.

This world is run by a few neonle in power and there is not
much the little quy can do about it.

When I make ur my mind, I can always resist temptation and keep
control of my behavior.

Even if I try not to submit, I often find I cannot control
myself from some of the enticements in life such as overeating
or drinking,

My getting a good job or promotion in the future will depend
a lot on my getting the riqght turn of fate.

When I get a good joh, it is always a direct result of my own
ability and/or motivation.

Successful people are mostly honest and good.

One should not always associate achievement with intearity and
honor,

Most peonle do not understand why politicians behave in the
way they do.

In the long run peoprle are respnonsible for bad government on a
national as well as on a local level.

I often realize that desnite my best efforts some outcomes seem
to happen as if fate planned it that way. :

The misfortunes and successes I have had were the direct result
of my own behavior.

Most people ara kind and good.

People will not help others unless circumstances force them to.
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APPENDIX B

Tables



Table 1

Number of Subjects by Sex and Treatment Preference

Alcoholics Disulfiram Neither Both
Anonymous

(AA) (D) (n) (B)

Male 7 13 9 10

Female 2 A 5 1
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Table 2

Mean Male~Female DAS Scores by Treatment Category

Average over

AA D 7 B All Categories
Male 8.00 7.76 7.22 9.00 7.89
Female - - - - 9.09
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Takle 3

ilean Male—Female TSBI Scores by Treatment Category

average over

AA D N D All Categories
liale 36,71 40,75 35.83 26.40 >7.30
Female - - - - 344,53
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