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CHAPTER 1 

INTRODUCTION 

During the years that hav® passed since the people of 

antiquity learned that fruits or grains could be made to 

produce unusual effects, man's experience with alcoholic 

beverages has failed to provide civilisation with the elixir 

of life thought possible by the early Arabs when they de

veloped the distillation process* Medieval liquors were 

thought to be effective medicines. The industrial revolu** 

tion completely shattered this pleasant feeling about 

alcohol. In the violent play and counterplay of motions, 

fantasies, and ccmvictions, during and following this great 

social upheaval, alcoholism became a moral probl^n and its 

soluticm was largely left to the clergy. In 1366 Dr. J. 

Edward Turner was almost ostracised by his colleagues when 

he suggested medical treatment for druhkenness. The doctors 

of that time "argued that any attempt to remedy *a spiritual 

condition by physical means' not only was sacrilegious but 

would excuse vice and immorality by lessening the degree of 

pers<Mnal responsibility." (30| p.1501). This was done in 

spite of the fact that Or, Benjamin Rush had, as early as 



1790, discussed uncontrolled drinking a© a disease. It has 

bam only during the last 25 years that the disease t̂ iaory 

of alooholiiaB has been aoceptad by most professional workers 

Golin (30), in the «7oiirnal of the ̂ iierioan Medical 

Association, gives twelve definitions of an alcoholic and 

of alcolioli«ffii, Fei^^ps, however, the most comprehensive 

definition is that given by Bacon (5), Mo states* 

Alcoholii^ is a condition appearing in adult indi
viduals which may be labeled a disease. It is 
characterised byt (a) the developing, and eventu
ally ĉ toonic, compulsicm to drit^ alc<:̂ ol, the 
need for it being based on the individual's in
creasing inability to meet ordinary life prcl»li»!iis 
without this propi (b) a series of responses while 
drinking, and concosdltant with dr inking, which are 
not experienced, or only rarely experienced, hy 
the non-alecholicf e.g., blac3eout8# mooaXim^ 
drinks, specific guilt reacticms, solitary drink
ing, bonders, tremors, and so forth; 
(c) a psychological state of pain (often con«» 
cealed) and insecurity, in addition to a wide 
range of socially undesirable reactiod pattern^ 
briefly described as imsiature and egocentric i 
(d) dbvious to all, increasing social maladĵ ust*-
ments in all aspects of life—job, paî ental 
family, marriafo, neighborhood and friendship 
associations, iftost activities and attitudesi 
(a) (not alitfays |»?esent) accon^^anying diseases 
or daiiagef these are usually only related to the 
l^ysiological action of alcohol in indirect fash-* 
ion, but are diraotly related to the behavior 
and psychological state of the chreoaiic inebriate, 
e,g,, inadoquato diet, irragular and insufficient 
sleep, accidents, psychological tonsion, remorse 
and amcio^. 

Since alcoholism is a disease which can attack all 



kinds of people, alcoholics are not a homogeneous group. 

"Nine out of 10 alcoholics in the U. S. are not Skid Row 

drunks, but rather men and women in every walk of life, at 

every level of society, and in all ranges of income." (30f 

p,1501). FcMC (20) defines three type© of alcoholics. 

First is the situational drinker. These are the people who 

have turned to alcohol for a short time due to scmMs over

whelming catastros^ie. The second group is the secondary 

addicts. These people were not neurotic in early life but 

have slipped over into alccdtolism through a process of ha

bituation. Fox states that these people are capable of 

making an excellent recovery. The third group is the pri

mary addicts. These are the people who have been emotion

ally maladjusted since childhood and have accepted alcohol 

as the solution to all their psychological problems. The 

prinary addict represents the most difficult group to work 

with. 

Some indication of the extent of the alcoholic pr<̂ :>-

lem in America is shown by the following figures. Alcchol-

i«R is the fourth leading health problem. It follows mental 

illness, heart disease, and cancer. There are 4 to 5 million 

probl^R drinkers in America. For each alcoholic there is an 

additional 4 people (fmaily, employer, friend, etc.) directly 

and intimately involved in the tragic aftermath o£ the drinking 



bout. The direct econcittic cost of alcoholism in the United 

States is about one billion dollars a y»ar (20,30), 

Another aspect of the effect of alcoholism is given 

by Myarson (55). In a study of 101 Skid Row Alcoholics of 

Boston he found "over a ten-year period, the 101 men of 

this group spent, cm an average, one-quarter of their time, 

representing over 40,000 days, either in jails or in other 

public institutions. Forty^nine marriages were dissolved 

so that 49 wives and 76 children became dependent on city 

agencies or ĉ baritable organisations," (S5i p,152) • 

Fox (20) discusses the treatment of the alcoholic. Among 

the types of treatments currently available are Alcoholics 

Anonvnous, antabuse, short term treatment from the family 

physician, psychotherapy, psycho-analysis, conditioned re

flex (aversion), and religion* This wide range of treat

ments for the condition clearly indicates the progress which 

has been made in the theory of disease as the causative 

factor in alcoholism. 

As the alcoholic has become recognised as a diseased 

person, those people providing treatment have been faced 

with the i^oblem of solecting from the many who need treat

ment the ones most likely to receive benefit. The litera

ture is almost totally lacking in the reports of the 

prediction of outcome of treatment of alcoholics. The few 



reports dealing with the selection of patients for treat

ment are mostly phrased in the j^ilosophic or observational 

type such as that given earlier by Fox (20) or the pam^let 

hy 0*Hollaren (56). 

An analysis reveals that the majority of treatments 

available for the alcoholic are for psychiatric or poy^ 

chological disorders, VhB treatments not involving &<m& 

form of psychologic therapy are usually viewed as adjunc

tive to provide scwne kind of control of drinking behavior 

until the psychologic treatment can provide the needed in

ternal controls. For this reason it is appropriate to look 

at the literature regarding the evaluation of psychotherapy 

for guidelines to the problem of prediction. The importance 

of prediction is apparent in that between 30 and 65% of all 

patients accepted for therapy will terminate their treat

ment against the advice of the therapist. Of those remain

ing, only two-thirds will subsequently be rated as improved 

as a result of treatment (19). 

This problem is particularly acute in the state hos

pitals which provide treatment for the alcoholic. Since 

these institutions have very little to say in terms of who 

is sent for treatment, it beccMRes important for them to be 

able to select for intensive treatment those patients who 

are n^st likely to receive benefit from the program. 



Tha specific problem of this investigation is then: 

Can adequate methods be developed which will ^edict whether 

a given patient accepted for the Alcoholic Treatment Program 

in a state hot̂ pital will succ<^ssfully complete the program 

and remain sober after his release from the hospital? 

As previously stated, there is a paucity of infoî sa-

tion regarding prediction of treatment outcome for the 

alc€^olic. Since the basic form of treatment for this 

cc»)diti<»i lies in the realm of psychological therapy, the 

literature on prediction of outcome of therapy will be 

reviewed, 

Criterion j^asures fox Prediction of Outcome of Therapy 

Many measures have been used for evaluating the out

come of therai^. Three of these measures will be examined. 

Length ̂  Stay Jta Psvd^totheraav. 13!ie term, length of 

stay in therapy, refers to whether the patient completed 

therapy or discontinued it against the advice of the 

therapist. This has been a very popular criterion measure 

of success in psychotherapy. There are some ĉ bjective 

studies showing the relationship between length of stay 

and the outcosie of therapy. In reviewing the literature 



on prediction in 1959, Luborsky said? "To put the trends 

simply I Those who stay in treatment improve; those who im

prove are better off to begin with than those who do not; 

and one can predict response to treatment by how well they 

are to begin with," (49; p.324). 

•Hî îirtPî t Judgment j^ Sucees^, This is another popular 

measure of outcorae of therapy. It is based on the belief 

that the therapist is in the best position to judge outccKne. 

Research studies have shown that, in general, the therapist's 

judgment is both reliable and valid (13,16,32,58,59,64,70). 

The reliahility studies report coefficients of .81 (64) and 

,86 (12) on taat-^retest types of reliability examinations. 

Those studies reporting on validity of therapist judgments 

also show significant findings. Two studies are reported in 

WhicÔ  therapist judgments are related to degree of improve

ment as based on observers' evaluations using the Willoughby 

Knotional Maturity Scale. Gordon and Cartwright (32) show a 

correlation significant beyond the .01 level between thera

pist ratings and Q-Adjustment scores after therapy. One 

study is reported which does not confirm the above findings. 

4arr (11) did not find a significant relation between 

counselor rating of success and extent of change as measured 

by the Rorschach, Studies based on tlie Rorschach often fail 

to agree with siadlar studies using other instnments, or 
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even with other studies using the Rorschach. 

The preponderance of evidence indicates that therapist 

judgments of outcdae of therapy are both reliable and valid. 

However, none of the reports mentioned above used alcoholics 

as subjects and this factor could operate to reduce the 

validity of therapist judgments in this study. 

Follow-uD, The most valid criterion of outcco^ of 

therapy, in relation to the alcoholic, is whether or not 

the treatment results in the patient's refraining from 

drinking. The use of such a measure involves a folloM-up 

study of each patient. Such studies can be made in terms of 

time or activity. A follow-up study in terms of time would 

seek to determine the patient's drinking habits after treat

ment. A follow-up stv»3y in terms of activity would seek to 

determine the patient's attwapts at rehabilitation after 

treatment. 

The Alcoholic and Therapy 

There are few reports which atten^t to provide a basis 

for the prediction of outcome of therapy in the alcoholic. 

Tillotson and Fleming believe that **., ,adaptability, ca

pacity for energetic leadership, a lesser degree of egotimi, 

strong paternal attachments, not being ^y^opathic and a 

later start to the drinking offer a good prognosis." 
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(65i p.19). Knight feels that ".,,a compulsive personality, 

a capacity for independence, reliability and responsibility 

are good prognostic signs." (65; p,19). Sillman, in a 

study of improved and unimproved alcoholics, found the 

greatest distincticm to be "...the generalised psychologi

cal characteristics of ^Rotional fletxibility and respon

siveness." (65i p,20). These patient cOaaracteristics are 

also reported to be important in the prediction of outcĉ âe 

of therapy in conditions other than alcoholism. As a result 

of the small number of studies dealing specifically with 

alcoholism, it will be necessary to review the reports of 

j^odiction of outcome of therapy under other conditions. 

<3tnf yul Mjfcaxfi. M. §ti^Ai^^ m, ?ir®4igU,ot̂  M ^W^^^t M IMmpv 

Auld and Myars (4) pointed out that most of the research 

studies on prediction of outcome of therapy have been of an 

•s^irical nature. Although ^npirical studies are necessary, 

this m̂ ethod has three inadequacies in providing the picture 

of an entire prc^lem area. Insofar as prediction of outcome 

of therapy is concerned, these disadvantages aret (1) the 

possibility of finding correlations between tests or test 

items and outccoe of therapy by chance aloner (2) the possi

bility that the characteristic responsible for the correlation 

is one peculiar to the population studiedi and (3) even if 
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reliability and cross-vmlidity etudies indicate a true and 

significant correlation, the investigator cannot use other 

measures which ittlfht be easier or more economical. These 

iaadoquacies are avoided by the rational approach. This 

involves t (1) the determinaticm of those variables which 

are iaû ortant in the prediction of outcome; (2) the deter

mination of reliable and valid instruments for measuring 

these variables; and (3) the ^a^irical validation of th® 

instruments as predictors of outcome of therapy. 

Many variables have been proposed as important in the 

prediction of outcome of therapy. The most si^ifleant of 

these variables fall into three general classifications t 

patient characteristics, therapist (^laracteristics, and the 

interrelations oi therapist and patient. The therapist 

characteristics and the interrelations of patient and 

tlutrapist fall outside the scope of this paper. 

Tho results of a number of studies which report on the 

patient characteristics indicating success in thorapy (3,4, 

6,7,8,13,14,18,21,25,28,33,38,39,40,42,43,44,46,48,53,62,67, 

68) are available. Common olinitents can be abstracted from 

these various studies. The patient characteristics appearing 

most froquently ares intolligonco (3,7,8,33,39); motivation 
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(7,14,38,46,53); personality dynamics (7,8,14,18,21,25,33, 

38,39,40,42,43,44,46,43,62,68); and situational factors 

such as occupational level (42,53,67), educational level 

(6,8,21,53,62), and social status (4,21,33,40,62). 

Intelligpn<^e^ It has long been felt that those pa

tients with a higher degree of intelligence are better able 

to benefit from psychotherapy, aapirical research studies 

are available to support this view, Barron (7) shows cor

relations ranging from .39 to .52 between intelligence level 

and success of therapy. In another study (3) the same author 

reports a correlation between improvement and level of in

telligence which is significant at the .01 level, Hiller (38) 

shows a fforrelation between improvement during therapy and 

intelligence, as measured by the Wedisler-Bellevue, which 

is significant at the .01 level. This relationship existed 

for both the verbal and performance scales. Harris and 

Christiansen (33), on the other hand, found no significant 

correlation between improvement in therapy and intelligence, 

as i^asured by a short form of the Wechsler-Bellevue. 

Another method of approach to this probl®» Is provided 

by research studies utilizing the Rorschach, Although 

little success has been obtained in predicting outcome of 

therapy by this method, certain basic observations are 

pertinent. The many studies of this nature (3,8,9,13,25,26, 



12 

27,33,45,60) are fairly well divided between positive and 

nogative findings. Most of those which showed positive 

results were able to predict outcome of therapy prijsiarily 

by those determinants i4iich are generally considered to be 

measures of intellectual functioning. As an example of this 

type of study the research by Auld and Bron (3) may be cited. 

In this study it was found that total number of respcmses 

was the only Rorschach determinant whic3i predicted outcome 

of therapy. The correlation between these two variables 

was .55, Mhen intelligence was held constant, this cor

relation droî ped to .07, indicating that the relationship 

was primarily between number of responses and intelligence 

rather than between nvoaber of responses and outcome of 

therapy. 

From a rational viewpoint it is to be expected that 

intelligence would be highly correlated with outcoews of 

therapy. This is particularly true if we accept those 

definitions of intelligence whicdi Freeman (22) has classi

fied as emi^hasising the individual's adjustment to his 

enviroivBent. The relationship bet%ireen intelligence and 

adjustment is shown by the following definitionst Stern 

(66) states that intelligence is a general capacity to con

sciously adjust thinking to new requirements; Colvin (41) 

believes an individual possesses intelligence insofar as 
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he has learned or can learn to adjust himself to his environ

ment; and Freeman (23) reports intelligence may be regarded 

as the capacity for successful adjustment. The ability to 

adjust is a very important part of the ability to benefit 

from a therapeutic experience. 

Killer's study (38) is particularly important in show

ing the relationship between intelligence and outcome of 

therapy. This study reports a correlation between intelli

gence and outcome of therapy significant at the .01 level. 

The Wechsler-Bellevue was the measure of intelligence used, 

and Hiller investigated the sub-tests of this scale to deter

mine the relationship existing between outcome of therapy 

and each of the sub-tests. He found that with intelligence 

held constant, the Similarities sub-test by itself corre

lated significantly (.05) with outcome of therapy. The 

Similarities sub-test is a measure of abstractive ability 

and it is felt that this significant correlation is due to 

the greater ability to perceive relationships and gain in

sight of those patients who improve in therapy. 

Motivation. Motivation is the second common element 

abstracted from the research studies on prediction of out

come of therapy. Monroe and Hill (53) suggested, and later 

found to be true, that those patients who were judged to be 
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aeeapt^le for psychotherapy would have a greater degree of 

ganeral motivation. Keren et al (46) analyzed the psycho-

dynamics of failure in therapy at the Wayne County ffental 

Health Clinic. They found ulterior motivation to be one of 

the three most important causes of failure. These authors 

state that inner motivation is much more conducive to 

successful therapy. Inner motivation may be thought of as 

anxiety. 

Overt stress or anxiety has been found by Gallagher 

(24) to be instrvmRental in keeping clients in therapy. The 

saisÊ  author, in another study, tested the hypothesis that 

"...measures of overt stress will differentiate the highly 

successful from the least successful therapy cases." (25; 

p.409), As measures of overt stress, Gallagher used the 

Taylor Manifest Anxiety Scale, the Blisur Rorschach Anxiety 

Scale, and the nuae^r of problems checked on the Mom^y 

Problem Chedk List. The author found that both tl^ Taylor 

Anxiety Scale and the nui»ber of problems che<^ed differ-

ontiatod between the successful group and the unsuccessful 

group. Both were significant at the ,01 level. The Elissur 

Anxiety Scale did not differentiate these groups; however, 

tha relia^bility of this scale is only ,32 and its validity 

has never been established (57)• t^llaghor (25) concluded 

frciR this sttî y that the client î ûst be motivated by 
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anadaty if he is to derive benefit from therapy. 

Anotliar line of research which throws li^t on the 

l̂ roblen of anxiety as motivation for psychotherapy is the 

proviously Bwntloned study by Hiller (38). In his analysis 

of sub«"tast scores on the Wechsler-Bellevue, Hiller found 

that with intelligence held constant, those who attained suc

cess in therapy did significantly poorer on the sub^tests of 

Digit Span and Digit Sy]iB(bol, Both of these sub^tests are 

comaonly recognised as measures of anxiety. 

The S9|perin^ntal evidence thus seems to indicate that 

a high level of inner motivation, expressed as manifest 

anxioty, is a necessary condition for successful psycho-

tharapy, 

P^ysonalitv Dynamics, The third coiamon el^aent is that 

of personality dynaiaics. This area has posed extensive prob-

l^as for investigators. The difficulty inherent In separ*̂  

atlng one personality variable from its constellation of 

total dynmaiies has led many investigators into atteiBpting 

total personality picture correlations with success of pay* 

chotherapy. The Itorsdtiach has been used for this type of 

investigation wosa frô ^̂ uontly than any other instrument. 

Many studies sudh as that by Barron (8) in which oxperi-

encod Rorschach evaluators were asked to predict outcc^ of 

therapy froa tho Rorschach records and protocols have been 
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reported. Unfortunately, the results of this type of study 

have not been encouraging. Knopf (45) has reviewed the 

studies of the use of the Rorschach as a predicting device 

and concluded that the results have been either negative 

or highly equivocal. 

Another line of research which seems to hold more 

promise is the isolation of individual personality variables 

and investigation as to their presence or absence in groups 

of isy^oved and unimproved patients. The previous discus

sion of anxiety is one example of this line of approach. 

Of the many patient personality variables which have 

been suggested as being important for prediction, the vari

able of ego-strength is perhaps most important. Ego-strength 

has been defined by Barron as "...a general factor of ca

pacity for personality integration." (7; p.329). The major 

raports of ego-strength in relation to predicticm of outcome 

of therapy bogan with Barron (7,8). In his studies of this 

factor he davioed a scale of the Minnesota Multiphasic 

Personality Inventory which measured ego^strength (Ss) as it 

is revealed int physical functioning and physiological 

stability, psychesthenia and seclusiveness, attitudes toward 

religion, moral posture, sense of reality, personal adequacy 

and ability to cope, and phobias and infantile anxieties (7), 

The 68 items in this scale were selected on the basis of 
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their significant relation with rated improvement in 33 

psycihoneurotic patients who had been treated for six months 

in a psychiatric clinic. Three cross-validational studies 

were made. These showed correlations with rated improvement 

ranging from ,38 to ,54. According to the author, these 

correlations are about what should be expected since the Es 

Scale does not take into account factors other than the ego-

strength at the time of beginning therapy. 

Some of the later studies have verified Barron's 

findings, while others have failed to do so. Wirt (77) found 

that the £s Scale separated an improved and an unimproved 

group significemtly at the .05 level. In a later study (76) 

this person asked eight judges, all of whom were experienced 

with the Minnesota Multii^asic Personality Inventory to 

rate the profiles according to whether or not they would 

anticipate improvasmnt in therapy. The Is Scale was also 

applied to these records. Of the eight judges who rated 

the entire profile, only one reached a significant level 

(,04) in his prediction. The predictions of the other seven 

judges did not vary significantly from chance. The Es 

scale, on the other hand, made predictions that were 

significant beyond the ,001 level. However, Oallagher (25) 

found the Es Scale insignificant in predicting outcome of 

therapy. Obviously, scmie factors other than ego^strength 
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must be taken into consideration if accurate predictions 

are to be made. 

fiitttft'fetfiflVM Variables. The fourth consRon element in 

the studies of prediction of outcome of therapy are the 

situational variables. Bailey et al (6) found number of 

years of education and previous experience in psychotheraj^ 

to be most important in length of stay in therapy. Sullivan, 

Miller, and Smelser (67) found educational level and occu

pational level to be important factors in length of stay 

in therapy, Rubinstein and Lorr (62) report that those who 

reviain in therapy are more educated and from a higher socio

economic level. Social class has been investigated exten

sively, Auld and Myers (4) give the rationale for the 

relationship bet%#een social class and success of therapy* 

Their MRpirical study reveals a correlation, significant at 

the .01 level, between these two factors. Further verifi-

cati<m of this relationship is provided by Imber et al (40), 

Schaffer and Myers (63), Winder and Hersko (75), and My^rs 

and Schaffer (54), Olue<^ and Olueck (29) have indicated 

the possibility of a large number of situational variables 

being important for this type of prediction study. 

The above variables have been extensively investigated. 

Xt is apparent that none of these variables, by itself, is 

sufficient to account for success or failure in therapy. 
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A close lock at the evidence gives hope that a ccnbination 

of these variables might make it possible to predict the 

outccne of treatment. It would appear that in order for 

therapy te be successful, the patient roust have at least 

a •inimuii aanunt of intelligeaee with sufficient abstractive 

ability to gain insight into his problem area. He must also 

have sufficient ego-strength to withstand the therapeutic 

proeess and must be sufficiently motivated from inner 

sources to actively participate in therapy. In addition 

to these "inner patient" characteristics there are also 

the "situational" factors. The best prospects for therapy 

will be frca a middle social class ar^ the higher the 

educational and occupational level, the better will be the 

If reliable measuring devices for these variables can 

be discovered, and if thm correct weight to be assigned to 

each of thesi can be determined, there is hope that adequate 

predictions of outcome of therapy can be made. 

Purposes st£. U^ £!Uid2C 

The vajor purpose of this study is to determine if an 

accurate prediction of therapy with ^ironic alcoholics can 

be made. Prediction tables will be set up for this purpose. 

In order to aooemplish this it will be necessary to verify the 
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relatiiMiship between the variables named above and the out

cosie of treatment. It is anticipated that the following foir 

relationships will exist, 

1, It is expected that the more intelligent subjects 

will derive more benefit, as defined by the criterion meas

ures, from the treatment process. Intelligence will be 

defined 1^ X.Q, scores on the Army Oeneral Claseification 

Test and by weighted scores on the Similarities sub-test of 

the Wechsler Adult Intelligence Scale. 

2. It is expected that the more highly motivated 

subjects will derive more benefit, as defined by the cri

terion measures, from the treatment provided than will the 

less hi^ly motivated subjects. Motivation will be defined 

by weighted scores on the Higit Span and Digit tfynbol sub

tests of the Wechsler Adult Intelligence Scale and by T-

seoree of the Taylor Manifest Anxiety Scale, 

3, Xt is eâ pected that those subjects with more ego-

strength, as measured by T-scores on the Igo-Strength scale 

of the Minnesota Mtoltiidiasic Personality Inventory, will 

obtain more benefit from the treatment process than will 

those subjects with less ego«^strength. 

4. Xt is expected that those subjects who score higher 

on a measure of situational variables will derive more 

benefit from treatment than those who score lower cm this 

measure. 



CHAPTER XX 

PROCEDURE 

This Study was carried out at the Big Spring State 

B^spital, Big Spring, Texas, This i& a nine hundred h®d 

peyehiatric in«*patient treatment center. One part of the 

total hospital treatment program has been devoted to the 

treatment of cshronic alcoholics. Patients are admitted 

either volimtarily or by court ccnmitment* Personnel of 

the treatment center include a physician and a c<!mnselor 

in addition to the regular hospital staff who provide the 

services of their particular specialty for any of the pa

tients at the request of either the physician or counselor 

Treatment is stremgly oriented toward the Alcoholics 

Anonymous program and an active Alcoholic Anonyt^us group 

is maintained in the trea^ent center. 

The sî jecrts were dhronic alcc^iolics â î itted to the 

hospital between SepteieSber I, 1960 and January 31, 1961, 

All male ciironie alcoholics admitted between these dates 

were naod as subjects if they met the following criteriat 

1, Alcoholifoii »fust have been the presenting problem 

and major diagnosis of the hospital staff, 
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2, Mo patients who were scheduled to receive treatment 

other than that regularly given in the alcoholic treatment 

program were included, 

3, Mo ncm-lnglish speaking patients were accepted. 

The j^pulation included 117 male j^tients. Their 

ages ranged from 17 to 81 years with a maan of 42.1 years 

ai^ a standard deviaticm of 10,9. According to the patients, 

the mean educational level was 9.7 years with a range of 

3 to 16 years. Intelligence, as measured by the A0CT, 

rang^ from 51 to 138 with a mean 1,0, of 99 and a standard 

deviation of 19,9, Forty percent of the population was 

divoroed, 34% was married, XA% was separated, B% was sir^le, 

and 4% was widowed. 

The exwainer made regular weskly visits to the treat

ment center for the purpose of testing. At eac^ visit all 

new patients who showed no evidence of toxicity were tested. 

The staff of the treatment center was responsible for select

ing those patients who did not show evidence of toxicity i 

however, the examiner could disqualify any patient sent for 

testing* This was done on occasicm. Such disqualifications 

were based on the examiner ̂s impression of the overall status 

of the patient and additional testing, as needed. The Block 
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Design sub-test of the WAIS was the most common test used 

for this purpose. This scale has dem<mstrated its ability 

to provide information in respect to organicity (74), ia 

qulcdc to a^ninlster and score, and was readily â niilable 

since other sub-tests of the WAIS were given to all patients 

All subjects were tested according to the following 

schedule. 

1. The exMainer gave the group a short explanation of 

the reason for the testing. This explanation contained the 

following points s 

a. The examiner was not connected with tl^ hos

pital, 

b. The people would be asked to take some teste, 

some of whic^ %fere to be given individually, and complete 

a form askii^ for persmial informaticm* 

c. The results of the tests and the information 

on the Personal Data Form would be used for research pur*-

poses in the area of treatment of alcoholism, 

d. The test results would have no effect on the 

patient*s stay in the hospital, 

2, After this introduction the subjects were given 

the following testes 

a. Army Oeneral Classification Test 

b* Minneeota Multiphasic Personality Inventory 
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c. Personal Data Form 

d. The following sub-tests of the Wechsler Adult 

Xntelligmnce Scale 

(1) Similarities 

(2) Digit Span 

(3) Digit Symbol 

Three criterion measures were Obtained, These cri

terion measures are the same as those discussed earlier 

under the section. Review of Literature, Page 6, 

At the termination of treatment the hospital counselor 

rated each patient as improved or uniisy^oved. This rating 

comprised <mm of the criterion measures. 

The second criterion measure was based on the results 

of a follow-up study. Two months after each subject left 

the hospital a follow-up questionnaire. Appendix B, was 

sent to his next of kin as shown on his hospital aastittance 

record. The replies were sorted into t±iree groups. Group 1, 

classified as the failure group, was ccn^rised of all those 

subjects Who %fere known to be drinking at the time of follow-

up, Oroup 2, the success group, was comprised of those 

individuals who had not dras^ since leaving the hospital 

and those who had been involved in a drisiking bout, but met 
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the following criterias 

1, Patient not reported to be drinking at the tiiâ  of 

follow-up, 

2, Patient attending Alcoholics Anonymous meetings 

regularly, 

3, Patient regularly ^i^loyed. 

The third gr<Hip was composed of those individuals who could 

not be classified on the basis of the information obtained, 

Tho third criterion measure was the length of timo the 

subject remained in the hospital. Since the staff of the 

treatment center made no official stat̂ aaent as to whether a 

patient left with or against their advice, this measurement 

was arbitrary. The cut-off point for this measure was based 

on the frequency distribution of the nunber of days the 

pati«ats remained in the hospital. 

Separate predictions were attî Bŝ ted for eac^ of the 

three criterion measures. For eac^ predicticm the data of 

this study underwent three statistical treatments, 

Teetino fpi^ ^ypotjheses 

Sadh of the problems stated in Chapter X were tested 

against eadb of the three outcon^ measures. 
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The data obtained for testing the relationship between 

outcome of treatment and intelligence, con^ared a continuous 

variable to a dichotomous one. Outcome of treatment was 

expressed as a dichotomy in terms of eitlier improved or un-

iR^roved. Intelligence was expressed as a continuum in the 

form of intelligence quotients. In the data from the Simi

larities sub-teBt of the Wechsler Adult Intelligence Scale 

tlie results were noted as weighted scores. The Biserial 

Correlation Coefficient (17) was the statistic used to 

measure the association of outcome of therapy and intelligence. 

The data obtained for testing the relationship between 

outcome of treatment and anxiety as a motivator were also 

continuous on one side and dichotomous on the other. The 

dichotomous variable was outcome of treatment. The contin

uous variable was motivation. The results of the sub-tests 

of the Wechsler Adult Intelligence Scale were expressed in 

terms of scaled scores. The results of the Taylor Manifest 

Anxiety Scale were expressed in terms of T-scores. The 

Biserial Correlation Coefficient was the measure of 

association used. 

The data obtained for testing the relationship between 

outcome of treatment and personality variables were also 

dichotomous on one hand and continuous on the other. The 

measure of outcome of treatment was dichotomous and was 
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coeq^red to the continuous variable of T-scores from the «go-

Strength Scale, The Biserial Correlati<»i Coefficient was 

the measure of association used in this analysis. 

There are a great nu^>er of situational variables that 

could be of major importance in the prediction of outcome of 

therapy. Previous research evidence (4,6,8,21,33,42,53,62) -

has pointed to the relationship between outcome and social 

status, occupational level, ai^ educational level. Socio

logical researcOi (21,40,53^62,67) indicates that other 

variables may also be of major iatportanee. In order to arrive 

at those variables whi<^ are most important the Personal 

Data Form was constructed so that categorisation of a number 

of variables in this area could be made. An it̂ En analysis 

after Lawshe (47) of the information contained in this form 

was carried out to determine the most significant items. This 

item analysis involved assigning weights to each item accord

ing to the percentage of the successful and unsuccessful 

patients who answered each item in a particular way. This 

form was then scored as a test using only those itomo v^ich 

were significant in predicting outcome. These scores were 

noted as a continuum and, for the testing of this hypothesis, 

%#ere centred to the dichotomous variable of outcome of 

treatment* The Biserial Correlation Coefficient was the 

measure of assoeiation used* 
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goflstyuftion gf. gie Prediction Tables 

The measures used in the constriKstion of the prediction 

tables were selected on the basis of the correlations ob

tained in the hypotheses. 

For each criterion measure the total number of cases 

was divided into two groups—the success group and the 

failure group. One-half of each group was randomly selected 

for the construction of the prediction tables. The other 

half of each group was \ised later in the cross-validation 

study. 

Determination of tlie Factors. The first step in pre

diction table construction is the determination of those 

factors which are most closely related to s\K:cessful out

come. A table showing the correlations of all potential 

factors with the criterion measure was constructed. The 

intercorrelations between these factors are also important 

and for more accurate predictions these intercorrelations 

should be low. Accordingly, a table of intercorrelations 

was constructed and the final selection of factors was based 

on the correlation between each factor and the criterion 

measure and also the intercorrelations between the factors. 

Determination of Percentages in each sub-category. A 

table of percentages was constructed which listed each 

file:///ised
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faotor, broken into its sub-categories. The percentage inci-

dei^e in the unsuccessful group was entered for each of the 

sul>-categorie8 , 

M lilitt* 9y adding the smallest per

centages in the sub-categories of each factor, the lowest 

possihle score was obtained. By adding the highest percent^ 

ages in the sub-categories of eacsh factor, the hi^iest 

possible score was obtained. 

S^EikSL J2£ MsmSk Classes. Bquidistant intervals between 

the minimum and maximum score limits were determined. These 

were set up in tabular form. 

Individual Scoring. Bach individual was given a total 

score con̂ uriaed of the sum of the scores in each factor. 

After the total score had been obtained for each patient, 

the percentage of unsuccessful patients and the percentage 

of successful patients for each of the score classes in the 

table was computed and entered in a "Table of Score Clasees." 

Pinal prediction Ĵ ÛLft* fhrou^i visual examinaticm 

the score classes in the table constructed above were com

bined to pi:ovidm as sharp a predictive inetrmaent as 

possible, 

ptttteriaretation. An individual's total score was de

termined, the prediction table entered in the appropriate 

row, and the possibility of success or failure read directly 

from tte table. 
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For eacdi of the criterion measures a cross-validation 

study was done. This represented an atten^t to validate 

only the predicticMti tables. Ho atteispt to validate the pre

dictive faotors was made, l^m records not used in the con

struction of the prediction tables were used in this study. 

Bach record was scored and a predicticm of success or fail

ure was made. The percentages of correct predioti<ms were 

calculated. 



CHAPTIR XXI 

RB8ULTS 

The findings of this study are reported in three parts. 

The first part contains the results of the study of those 

patients who drop out of treatment. The second part reports 

the results of the hospital rating section. The t^ird part 

is composed of the results of the follow-up study, 

fir9P-9,m;r 

Since the hospital staff does not state whether a pa

tient leaves with or against medical advice, it was neces

sary to define drop-outs arbitrarily. For this purpose a 

frequency distribution was constructed using the niniii>er of 

da;^ each patient remained in the hospital as the raw data. 

This distrilmtion has a mean of 47.12 days, a probeble error 

of 20,24 days, and a range of from 5 to 178 days. The arbi

trary cut-off point defining drop-outs was set at one 

probable error below the mean. Thus, any patient remaining 

in the hospital less than 27 days was considered a drĉ ><**out, 

rhe sanyple was divided into drofout and no drop-iMit 

gxtmpm and the Memograph developed by Lawshe (47) was 

applied to each item of the Personal Data Form, This 

revealed that a ĵ îtient was more likely to drop out of 

31 
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treatment under the following conditions! (1) he was sep

arated or divorced, (2) he was reared in a small town of no 

more than 5,000 population, (3) he had been in an alcoholic 

treatment center before, (4) he never attended church, and 

(5) his wife worked. These five items were wei^ted in pro

portion to their discriminative power. The Persemal Data 

Form was then scored on the basis of these five items, 

Biserial Correlation Coefficients were computed between 

the drop-out and no drop-out groups for each of the tests 

and sub-tests administered. These correlations are shown in 

Table 1, 

TABLJB 1 

CORRELATIONS BETWEEN TEST SCORES AND CRITERION 
MEASURE OF DROP-OUT 

Test 

AGCT 
WAIS 
Simil. 
D.Span 
D.Sym. 
MMPI 
L 
P 
K 

r 

-.14 

.25^ 
-,24^ 
.10 

.21^ 

.14 
-,19 

Test 

MKPI 
Hs 
D 
Hy 
Pd 
Mf 
Pa 
Pt 

r 

.06 

.01 

.15 

.03 

.30* 

.04 
,68^ 

Test 

MMPI 
Sc 
Ma 
Si 
Es 
MAS 
Pers. 
Data 

r 

.25** 
-.08 
-.24*> 
-,07 
,07 

-.07 

^Significant at the X% level 
^Significant at the 5% level 
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A positive correlation in this table indicates that the 

higher scores in that factor are associated with those pa-

Uents who drop out of treatment. The correlations were 

evaluated by means of the Table, "Values of r at the 5% and 

1% Levels of Significance (17). There are two positive cor

relations which are significant at the X% level. These are 

the correlations between the criterion measure and the Mf and 

Pt scales of the WIPI. latere are three positive correla

tions significant at the S% level. These are the correla

tions between the criterion measure and the Similarities 

sub-test of the WAIS, and the L and Sc scales of the MMPI, 

The first hypothesis anticipated that the more intelli

gent patients %fould remain in treatment longer than the less 

intelligent ones. An inverse relationship was found in the 

case of the Similarities sub-test. Those patients scoring 

high on this scale tended to drop out of treatment. No 

association was found between the AGCT and drop-out. 

The second hypothesis anticipated that the more anxious 

patients would remain in treatment longer than the less 

anxious ones. Anxiety was measured by the Digit Span and 

Digit Symbol sub-tests of the WAIS and the Manifest Anxiety 

Scale. The results show that individuals with low scores on 
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the Digit Span and Digit Symbol s\ib-tests tend to drop out 

of treatment. This confirms the hypothesis. 

The third hypothesis anticipated that those patients 

having more ego-strength would remain in treatment longer 

than those having less ego-strength. The results fail to 

confirm this relationship. The correlation in this instance 

is negative but not significant. Certain other personality 

variables, however, were found to be associated with the 

outcome measures. These are represented by the Pt and Mf 

scales of the MMPI (significant at the 1% level). 

The fourth hypothesis anticipated an association be

tween situational variables, as measured by the Personal 

Data Form, and outcome measures. This relationship also 

was not confirmed. The low negative correlation is 

insignificant. 

qg^a%^^g%ji,q^ 2L Pŷ dj.c1rJr9?̂  Ta^^^s 

The total population was randomly divided into two groups. 

One group, the validation group with 55 subjects, was not 

used in the construction of the prediction tables. The table 

construction group consisted of 56 subjects. 

The four predictive factors which correlated highest 

with the criterion measure were selected for use in the con

struction of the prediction tables. For a predictive device 
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based on more than one factor to be effective, there must be 

a low intercorrelation Idetween the factors as well as a high 

correlation between each factor and the outcome measure. 

The Pearson Product Moment Correlation was used to compute 

the intercorrelations. Table 2 shows the results of these 

computations^ 

TABLE 2 

INTERCORRELATIONS BETWEEN 
PREDICTIVE FACTORS OF DROP-OUT 

Simil, 
Mf 
Pt 

Simil, 

— 

Mf 

.15 

Pt 

-.04 
.31 

Sc 

-.13 
.34 
.78 

As this table shows, there is a high correlation between 

the following pairs of factorsi Sc and Mf, Sc and Pt, and 

Mf and Pt. As a result, the Mf scale was omitted from the 

predictive factors. This completes the first step, determi-

nati^i of factors, in the construction of the prediction 

tables. 

The second step in the construction of these tables is 

the determination of percentages in each sub-category. To 

do this, each of the factors determined to be important in 
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the first step is broken down into its sub-categories 

(scores) and the percentage of incidence in the drop-out 

group is entered beside each sub-category. Table 3 shows 

the results of this ccwnputation. 

TABLE 3 

PREDICTIVE FACTORS OF DROP-OUT 
AND THEIR SUB-CATEGORIES 

Factors and their 
sub-categories 

Similarities Cwt-Sc) 
7 and below 
8-11 
12 and above 
Sc (T-score) 
44 and below 
45-49 
60-74 
75 and above 
Pt (T-score) 
44 and below 
45 to 74 
75 and above 

% incidence 
drop-out 

83 
76 
69 

86 
74 
64 
50 

75 
70 
54 

The range of this table, determined by adding the 

smallest percentages (69, 50, and 54) in each sub-category 

together and the highest percentages (83, 86, and 75) in 

each sub-category together, is from 173 to 244. This range 

was divided into equidistant intervals of 15 percentage 

points each and these became the score classes in Table 4 
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below. The test series for each individual in the table con-

struetlon swnple was scored in accordance with Table 3, The 

scsore for each test series is equal to the sum of the per

centage incidence of the drop-out group in each of tlie sub

categories. The percentage of patients who dropped out and 

the percentage of those %#ho did not drop out were computed 

and entered in the table. These computations produce Table 4. 

TABLE 4 

SCORE CLASSES FOR DROP-OUT 

Score Class 

165-179 
180-194 
195-209 
210-224 
225«*239 
230-254 

No,Drc^-
Out 

0 
I 
5 
3 
3 
2 

% Drop-out 
OA «CXelSS 

0 
17 
24 
25 
75 
33 

No, Non-
Drop-out 

7 
5 
16 
9 
1 
4 

% Non Drop
out ea,Class 

100 
83 
76 
75 
25 
67 

An inspection of this table indicates that it may be 

co^ined into two score classes with a cut<*off point of 224. 

The chances that a patient will drop out of the treatment 

sessions are 20 out of 100, if his total score mt the factors 

considered is 224 or less, Xf his score is 225 or above the 

chances are even that he will drop out of the treati^nt 

sessi^iis. Thus, it can be predicted that a patient scoring 
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224 or below on this ccwnbination of factors v;ill renmin in 

the treatment process. No prediction is pospible for those 

patients scoring 225 or above, since the prediction table 

shm/s a 50/50 chance of success. 

TABLE 5 

PREDICTION OF DR0P~0UT 

I Zm &II ii»«i.'tt;J1!SrrSi^"''SK8?' 

Score Classes 
ESSSC 

Drop-out Rate 
•»Ui ms' 

Non Drop-out Rate 

224 and below 
225 and above 

80 
50 

Validation 

The prediction table construction group and the valida

tion study group were very similar in terms of their general 

characteristics. The validation group was slightly older, 

having a mean age of 42.6 years while the table construction 

group had a mean age of 41.5. Tiie mean educational level of 

both groups was 9.8 years. The mean I.Q. of the validation 

group was 98 and the comparable statistic for the table con

struction group was 101. The statistics for marital status 

of the validation group revealed 9% to be single, 36% married 

13% separated, 40% divorced, and 2% widowed. In the table 
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construction group there were 7% single, 34% married, 14% 

separated, 38% divorced, and 7% widowed. 

The group of test series to be used for the validation 

study was scored according to fable 3, A prediction was 

made that those patients «)hoee total score was 224 or below 

would r^sain in the treatment process. No prediction was 

made for those patients whose total score was 225 or above. 

On this basis, it was predicted that 44 patients would 

remain in treatment. The prediction was correct for 34, 

or 77,2% of the patients; for ten, or 22,8% of tt»e patients, 

the 3^edictii»i was incorrect. 

The hospital rating was made for aaeh patient at tl^ 

time he terminated hie treatment. No specific criteria for 

the ratlins were stated since it was felt that the counselor, 

through his several years of work with this group in the 

hoi^ital setting, would have formulated, perhaps in a a^ih^ 

jective fashion, his own effective criteria, Tho poeeibility 

of using externally iisî posed criteria, su«^ as those developed 

by »seman (64), was discussed with the counselor; however, 

during this diocuesion it was found that these criteria would 

have been arhitrary and uncomfortable for the counselor to 

apply. They did not seem to be easily adaptable to the 
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patient group. Since the counselor had daily contact with 

each patient, both in the counseling sessions and in their 

daily aetivities, the decision was made to use the counse

lor's undocianented judgment. This decision was made with 

the realisation that daily changes in counselor judgment 

would affect the predictive ability of the test series. On 

the other hand, it was also realised that without training, 

practice, and validation studies of the rating process, this 

method would likely be as accurate as any other. On this 

basis, the coxmselor was asked to rate each of the patients 

at the termination of treatment. It was possible to obtain 

ratings in 92 of the 117 patients of the study. The remain

ing 25 terminated the treatment process at such an early 

date that valid ratings were not possible. 

The sample was divided into two groups. One group, 

N 32, consisted of those patients who were rated successful 

by the hospital counselor. The other group, N 60, was 

oovapoaod of those patients yfham the hospital counselor had 

rated non-successful. The Nomograph, developed by Lawshe 

(47), was applied to each item of the Personal Data Form, 

Sight items were found to discriminate between these two 

groups, A patient was more likely to be rated successful if s 

(1) he was married, (2) his present wife did not have 

children by a previous marriage, (3) his father was deceased. 
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(4) his parents had not been separated, (5) he was reared 

in a town of from 25,000 to 100,000 population, (6) he had 

one or more older sisters, (7) his reported education was 

the eighth grade or higher, and (8) the patient owned a car. 

These items were weighted in proportion to their discrimi

native power and the Personal Data Form was scored as a test 

on the basis of these itt^s, 

Biserial Correlation Coefficients were computed between 

the two groups for each of the tests and sub-tests adminis

tered. These correlations are shown in Table 6* 

TABLE 6 

CORRELATIONS BETWEEN I^ST SCORES 
AND CRITERION MEASURE OF 

HOSPITAL RATING 

Test 

AGCT 
WAIS 
Simil. 
D.Span 
D.Sym. 
MMPI 
t 
F 
K 

r 

.21** 

.35* 

.28^ 

.30* 

-.14 
,00 

-,02 

Test 

MMPI 
He 
D 
Hy 
m 
Mf 
Pa 
Pt 

r 

,03 
.31* 
,10 
.34* 
.27* 
.02 

-.01 

Test 

MMPI 
Sc 
Ma 
Si 
Bs 
MAS 
Pers. 
Data 

r 

-.05 
.X-3 
.04 

-.04 
.16 

.37* 

*Signifleant at the 1% level 
'̂ Signif leant at the 5% level 
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A positive correlation in this table indicates that the 

hlgter scores in that factor were associated with those pa

tients who received a hospital rating of good. An examina

tion of the table reveals seven positive correlations that 

are of sufficient magnitude to be significant, ISiose that 

are significant at the 1% level are between the criterion 

measure and the Similarities, Digit Span, and Digit Symbol 

sub-tests of the WAIS; between the criterion measure and 

the D, Pd, and Mf scales of the MMPI; and between the cri

terion measure and the Personal Data Form. The correlation 

between the criterion measure and the AGCT is significant at 

the 5% level. 

The first hypothesis was confirmed since the c€»rrela-

tions indicate that the more intelligent patients are mora 

likely to be rated successful by the hospital counselor. 

The second hypothesis anticipate that the more anxious 

patients would be more likely to receive ratings of success

ful than would the less anxious patients, Tho correlations 

between the digit Span and Digit SyaÔ ol sub̂ t̂ests of the WAIS 

and the criterion indicate that the reverse has occurred; 

e,g,, the less anxious patients received the best hospital 

rating. 
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The third hypothesis anticipated that those patients 

having more ego-strength would be rated successful more 

often than those patients with less ego-strength. This 

anticipation was not confirmed. 

The fourth hypotlMbsis anticipated a relationship be

tween the hospital rating and situational variables, as 

measxired by the Personal Data Form, The significant corre-

laticm between these two factors indicates that su<^ a rela

tionship does exist. This hypothesis is thus confirmed. 

The factors to be used in the predicti<^ table con

struction pihase are those which are highly correlated with 

the outcome measure and are but little related to eac^ 

other. Reference to Table 6, Page 41 shows six factors that 

are correlated with hospital rating at the 1% level. Table 7 

shows the intercorrelations of these factors. These inter

correlations %Mire computed by the Product Ifement Method. 

An examination reveals that by cmiitting the AOCT, 

Digit Span, and Td, the highest intercorrelations will also 

be omitted, and that those factors which correlate hi^^st 

with the criterion measure will be retained. These omissions 

result in one measure of intelligence, the Similarities sub

test of the WAIS, one measure of anxiety, the Digit Symbol 
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sub*»test of the WAXS, one measure of personal factors, the 

Personal Data Form, and one measure of personality, the 

D scale of the MWPI, being retained. This follows, in all 

areas except the personality measure, the anticipations 

developed in Chapter X, 

TABLE 7 

INTERCORRELATIONS BETWEEN 
PRBDXCTXVE FACTORS 
OF HOSPITAL RATING 

AGCT 
S i m i l . 
D,Span 
D.Sym, 
D 
Pd 

met S i i r i l . 

. 6 3 
• . . 

1 

O^Span 

- , 1 4 
, 0 3 

«•»«» 

1 

D,Sym, 

, 65 
.27 
.37 

— 

D 

- . 0 2 
,26 
, 2 6 
. 0 4 

• ^ 

Pd 

. 2 4 

.17 

.17 

. 16 

. 3 4 
^mam 

P e r s , 
Data 

, 17 
. 2 4 
.12 
, 3 0 
. 1 4 
, 0 0 

The total pc^ulaticm was randomly divided into two 

groups. One group was used in constructing the prediction 

tables and the other group was used in the validation 

study. 

The four predictive factors which correlated highest 

with the criterion n^asure and had the lowest intercorrela

tions were selected for the construction of the prediction 

tables. Each of these factors, broken into its sub-



categories, was set up in a table of predictive factors. 

The percentage incidence for the non-successful group was 

determined. Tables 8 through 11 were constructed from these 

figures, 

An examination of Table 9 clearly reveals that the Digit 

Symbol is not a predictive factor and only meimm to confuse 

the predictions, since the percentage incidence of failure 

is greater than the percentage incidence of success in all 

sub-categories except three and these are distributed through

out the table* For this reason the Digit Symbol factor was 

not incluMled in the construction of the prediction tables. 

TABLE 8 

wtd, score 

0 
I 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 

. 13 
14 

SIMILARITIES AND ITS 
SUB-CATSGORIES 

% incid* 
failure 

100 

100 
100 
100 
75 
40 
50 
60 
83 
50 
m^ •«# 
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TABLE 9 

DIGIT SYMBOL AND ITS 
SUB-CATEGORIES 

wtd. score 

0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 

% incid. 
failure 

100 

50 
50 
83 
70 

75 
100 

100 
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TABLE 10 

PBRSOKAL DATA FORM AND ITS 
SUB-CATSK30RIES 

D-ecores 

1 
2 
3 
4 
5 
6 
7 
8 

% incid. 
raiiure 

50 
100 
36 
33 
71 
40 
25 
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TABLE 11 

D SCALE AND ITS 
SUB-CATEGORIES 

T-scores 

45-49 
50-54 
55-59 
60-64 
65-69 
70-74 
75-79 
80-84 
85-89 
90-94 
95-99 

% incid. 
failure 

100 
100 
33 
70 
71 

SO 
so 
67 
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An inspection of Tables 3 through 11 reveals that the 

sub-categories of each factor can be combined as shown in 

Table 12# 

TABLE 12 

PRSDICTIVE FACTORS OF HOSPITAL RATING AIH> 
THEIR CCmOXmSXI SUB-CATEGORIES 

Factor 

Similarities 
12 and below 
13 and above 

o 
79 and below 
80 and above 

PDF 
6 and below 
7 and above 

% incidence 
of failure group 

68 
22 

67 
50 

72 
33 

The range of this table is frcmi 105 to 207. The 

score classes constructed from these factors are shown 

in Table 13, 

M!̂ Orl?'?,̂ °;-°'''=AL COLLEGE 
"SF-^^rjy 



TABLE 13 

SCORE CLASSES FOR HOSPITAL RATING 

50 

Score Class 

105-119 
120-134 
135-149 
150-164 
165-179 
180-194 
195-209 

No.Failures 

0 
1 
0 
4 
2 
3 
15 

^ Failures 
Sa. Class 

0 
36 
0 
30 
40 
75 
78 

No. of 
Successes 

1 
2 
1 
1 
3 
1 
4 

% Successes 
Ea. Class 

100 
67 
100 
20 
60 
25 
m^ 

This table can be confined into a final prediction 

table with two score classes, as sho%/n in Table 14. 

TABLE 14 

PREDICTION OF HOSPITAL RATING 

Score Class 

179 or less 
180 or more 

Failure Rate 

47 
78 

Success Rate 

53 
22 

According to this table, the chances of a patient who 

scores 179 or less being rated successful by the hospital 

counselor are 53 out of 100. The chances of a patient who 

scores 180 or more being rated successful are 22 out of 100 
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Y§ilil4̂ V̂l̂ gn» The prediction table construction group 

and the validation study group %^re compared in terms of 

their general characteristics. The groups were very similar 

The validation group had a mean age of 42,5 years while the 

table construction group had a mean age of 42,6 years. The 

mean I.Q, of tl^ validation group was 100 while the mean I.Q, 

of the table construction group was 99. The mean educa

tional level of the validation group was 9,2 and the com

parable statistic for the table construction group was 9,9. 

In the validation group 2% of the patients were single, 38% 

%iere married, 9% were separated, 47% were divorced and 6% 

were widowed. In the table construction group there were 

9% single, 41% married, 13% separated, 30% divorced, and 7% 

widowed. 

The validation half of the total sample was scored 

aocordiag to Table 12, Any score of 179 or less was given 

a psmdietion of a good hospital rating, while any score of 

ISO MT more was given a prediction of a poor hospital rating < 

When these predictions were compared to the actual 

ratings given by the hospital counselor, there were II pre-

di<;tione of a good hospital rating and 27 luredicticms of a 

poor hospital rating. For those patients for whom a pre

diction of good had been made, the prediction was correct 

in six, or S5%, of the II cases. The predictions were 
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correct in 19, or 70%, of the 27 cases in whi^i a prediction 

of poor had been made. 

The follow-up study was c<mducted by mail two mcMaths 

after the patient's termination date. At that time a 

questionnaire (see Appendix B) was sent to the nearest 

relative, as shown on the hospital records, of 110 ques

tionnaires sent out, 45 were returned with some information; 

11 were returned marked "Unclaimed" or "Moved, Left no 

Forwarding Address"; and 54 were not returned. Those which 

were returned with some infom^tion were classified into 

the following categories. The success category was com

posed of (1) those patients who had not drank since leaving 

the hospital and (2) those who were not drinking at the time 

of the follow^ii^, provided the individual was working and 

attending Alcoholics Anonymous meetings regularly. The 

failure category was composed oft (1) those persons who had 

drat^ regularly since leaving the hospital, (2) those who 

were driving at the time of the follow-up, and (3) those 

who were not working and not attending Alcc^olics Anonymous 

meeUnge, regularly, even though they were not engaged in a 

driidcing bout at the time of the follow-up. Those question

naires which cmild not be classified because of conflicting 
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or insufficient informati^» composed the third category. 

There were a total of 14 questionnaires in the success 

group and 25 questionnaires in the failure group. The six 

questionnaires which could not be classified are not con

sidered in the rest of this section. 

The Nomograph, developed by Lawshe (42), was applied 

to each itma of the Personal Data Form. Fifteen items were 

found to discriminate between the success and failure groups. 

An individual in the success group is more likely tot (1) not 

have been divorced, (2) not have been married more than once, 

(3) have a wife %î o has been married only once, (4) have 

children by present marriage, (5) have no children by pre

vious marriage, (6) have lost his father through death, 

(7) have been reared on a farm, (8) have been less than 20 

years old when he left home, (9) have brothers, (10) not be 

the oldest child, (11) have eos^leted more than 8 grades of 

school, (12) have been in a similar hospital before, (13) 

have been wn^loyed during the month preceding admission to 

the hospital, (14} have held more than 3 jobs during the 

y«ar preceding admission to the hospital, and (15) not own 

a car. These items were weighted in proportion to their 

discrimlnaUve power, «ie Personal Data Form was scored on 

the basis of these items, 

Biserial Correlation Coefficients were computed between 
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the success and failure groups for each of th® tests and 

sub-tests administered. These correlations are shown in 

Table 15., 

TABLE 15 

CORRELATIONS BETWEEN T8ST SCORES ASm CRXTERXOI 
Q» MEASURE OF FĈ iLOW-UP 

Test 

AGCT 
WAIS 

S i m i l , 
D»8pan 
D«Sym» 

lOlPI 
L 
F 
K 

r 

- . 0 6 

- , 0 5 
- • 0 9 
- , 2 7 

- , 1 7 
- , 1 0 
- . 1 1 

Test 

MMPI 
Hs 
D 
Hy 
Pd 
Mf 
Pa 
Pd 

• 

r 

. 2 3 
, 4 3 ^ 
.37*> 
, 4 9 * 
. 4 6 * 
. 2 5 
. 3 1 

T e s t 

MMPI 
Sc 
Ma 
S i 
Es 

MAS 
FerS)^ 
Da t a 

r 

<JL^ 

.36** 
, 2 9 

- , 3 7 ^ 
. 2 1 
» 

- , 0 2 

*8ignif leant at the 1% level 
^Significant at the 5% level 

A positive correlation in this table indicate® that 

the higher scores in that factor were aseociated with 

those patients who were successful during the follow-up 

period* There are four positive correlations significant 

at the 1% level. These are the correlations between the 

criterion measure and the D, Pd, Mf, ai^ Si scales of the 

IStPX* iftie correlations between the criterion measure and 

the Hy and Sc scales of the MMPI are significant at the 5% 

level* 
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The results failed to support any of the hypotheses. 

The only significant correlation in terms of the hypotheses 

is the one between the Ego-strength scale of the MMPI and 

the criterion measure, significant at the 5% level. This 

correlation is negative; thus, those individuals with less 

ego-strength, according to the Es scale of the MMPI, are 

more likely to be successful as judged by a two month 

follow-up period. 

Table 15 shows positive correlations which are of suf

ficient magnitude to justify construction of tables of pre

dicticm. These correlations are between the criterion 

measure and the folloRiring scales of the MMPIt D, Pd, Mf, 

Si, Hy, and Sc, 

Xntercorrelations between each of these factors were 

computed using the Product Hosmnt Coefficient of Correla-

ti^d. There are four correlations in this table that are 

significant at the 1% level and 3 that are significant at 

the 5% level. The D scale shows significant correlations 

with all other factors except the Pd scale. In addition, 

the Hy and Sc scales, the Mf and Sc scales, and the Sc and 

Si scales are signifioantly correlated. By emitting the D 
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scale from the prediction tables, four of the significant 

correlations ara left out. The remaining significant 

correlations can be c»ftitted by leaving the Sc scale out of 

consideration. These intercorrelations are shown in 

Table 16, 

TABLE 16 

INTERCORRELATIONS BETWEEN PREDICTIVE 
FACTORS OF F09:*LOW-UP 

D 
Hy 
Pd 
Mf 
Sc 

D 

^ W ' — 

Hy 

. 5 5 
» - . 

Pd 

. 16 

.17 
* * 

Mf 

.40 

. 08 

. XaL 

- ^ 

Sc 

• 3 d 

. 4 8 
- . 0 2 

. 3 5 

S i 

. 52 

. 05 

. 0 5 

. 2 5 

.36 

The jprediction tables are based on the following four 

scales of the MMPIs Hy, Pd, Mf, and Si. 

The 39 individuals who could be classified as success 

or fail\2re on the basis of the questionnaires were divided 

randomly into two groups. As was done in the construction 

of the other prediction tiibles, tables of predictive factors 

werefconstructed. These tables are shown on the following 

pages^ 
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TABLE 17 

T score 

44-45 
46-47 
48-49 
50-51 
52-53 
54-55 
56-57 
58-59 
60-61 
62-63 
64-65 
66-67 
68-69 
70-71 

Hy SCALE AND ITS 
SUB-CATEGORIES 

% incid. 
failure 

i>C 
100 

100 
100 
100 
33 
100 

50 
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TABLE 18 

Pd SCALE AND ITS 
SUB-CATEGORIES 

T score 

45-49 
50-54 
55-59 
60-64 
65-69 
70-74 
75-79 
80-84 
85-89 

% incid. 
failure 

100 

100 
75 
100 
50 
100 

100 
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TABLE 19 

Mf SCALE AND ITS 
SUB-CATEGORIES 

I IIJllIll I 

T score 

45-49 
50-54 
55-59 
60-64 
65-69 
70-74 

% incid. 
failure 

100 
50 
88 
25 
50 
50 
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TABLE 20 

Si SCALE AND ITS 
SUB-CATEGORIES 

T score 

35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
65-69 

% incid. 
failure 

100 
100 
100 
38 
100 
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An inspection of these tables reveals that they can be 

conibined into two sub-categories for each factor as shown 

in Table 21. 

TABLE 21 

PREDICTIVE FACTORS OF FOLLOW-UP 
AND THEIR COMBINED SUB-CATEGORIES 

Factors and their 
Sub-categories 

Hy 
63 
64 

Pd 
79 
80 

Mf 
59 
60 

Si 
59 
60 

and 
and 

and 
and 

and 
and 

and 
and 

below 
above 

below 
above 

below 
above 

below 
above 

% Incidence 
Failure Group 

75 
25 

75 
25 

83 
38 

89 
45 

The range of Table 21 is from 113 to 322. The score classes 

constructed from these factors is shown in Table 22. 

This table was constructed using a 20 point interval 

between score classes. The percentage of success and of 

failures for each score class is given in the table. This 

table is shown on the next page* 



TABLE 22 

SCORE CLASSES FOR FOLLOW-UP 

62 

Score Class 

110-129 
130-149 
150-169 
170-189 
190-209 
210-229 
230-249 
250-269 
270-289 
290-309 
310-329 
330 

No.Failures 

0 

0 

2 
2 

2 

7 

% Failures 
ea. Class 

0 

0 

100 
40 

67 

100 

No. of 
Successes 

2 

1 

0 
3 

1 

0 

% Successes 
Ea. Class 

100 

100 

0 
60 

33 

0 

Table 22 can be consolidated into two score classes by 

eoRiibining all scores of 249 or less into one class and all 

scores of 250 or more into the other class. The predictions 

are shown in Table 23. 

TABLE 23 

PREDICTION OF FOLLOW-UP 

Score Class 

249 or less 
250 or more 

Failure Rate Success Rate 
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YtAi^^ftito* A comparison of the general character

istics of the prediction table construction group and the 

validation group was made. The mean age of the validation 

group was 43 years and the comparable statistic for the 

table construction group was 42,3 years. The mean educa

tional level of the validation group was 9.4 years while 

the mean educational level of the table construction group 

was 10 years. In terms of I.Q. the validation group had a 

mean X,Q, of 100 and the mean 1.0. of the table construc

tion group was 106. The statistics for marital status 

showed, for the validation group, 11% single, 39% married, 

11% separated, 33% divorced, and 6% widowed* In the table 

construction group there were 15% single, 35% married, 

15% separated, 25% divorced, and 10% widowed. 

The half of the total sample that was not used for 

the table construction phase of the study was scored and 

^edictions based on Table 23 were made. Any person 

scoring 249 or less received a prediction of success, 

while any person scoring 250 or more received a larediction 

of failure. 

l^ere were eight predictions of success and five of 

the eight were correct. This is a percentage of correct 

predioti<me of 62 and a percentage of incorrect predictions 



64 

of 38, %^ich is a favorable comparison with the prediction 

table, 

'niere were 11 predictions of failure. These pre

dictions were correct for nine, or 82 percent, of the 

patients and incorrect for two, or 18 percent, of the pa

tients. This again compares very favorably with the table 

of predictions. 



CHAPTER IV 

DISCUSSION 

As a general finding, the hypotheses of this study 

were only partially confirmed. The amount of o<mtirmation 

for the hypotheses varied with the outcome measure used as 

a criterion. Thus, it may be supposed tiiat the factors 

which were important in predicting the outcome of treatment 

were not the same for each of the criterion measures. 

Another finding of general nature regards the out

come measures themselves. The hypotheses were most nearly 

verified in the case of the criterion measure of hospital 

rating. They were least verified in the case of the out

come measure of follow-up. The conclusion may be drawn 

that those factors %^ich were important in the theoretical 

development of the problem were also important to the coun

selor making the hospital ratings. These factors do not, 

however, seem to be related to the underlying personality 

structure which determines whether the individual will suc

ceed or fail when success or failure is defined in terms of 

65 
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a follow-up study. The outcome measure of drop-out, at 

least as defined here, did not seem to be very relevant to 

the study. 

A third general finding regards the construction of 

the predicticm tables. In this study, the level of correct 

predictions did not approach that achieved by Glueck and 

Glueck (29) in the development of this method of predic

tion. The predictions were, however, high enough in two 

of the areas to indicate that with refines»nts this method 

might be used quite effectively as part of a screening 

device to select patients most likely to derive benefit from 

this type of treatment. It is of significance that the best 

level of prediction was reached for the criterion measure 

of follow-up. This is, of course, the most important of the 

criterion measures. It is also more clearly defined than 

the measure of hospital rating and, apparently, tmra rele

vant to the study than the arbitrarily defined measure of 

drop-out. These two factors may account for the greater 

power of predicticm of the test series for this criterion. 

Tl[̂e 

Four hypotheses were proposed in the theoretical de-

yelopn^nt of this study. In the following discussion, the 
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results of the study will be applied to each of these hy

potheses, 

1, The first hypothesis was stated in terms of an 

anticipated relationship between intelligence and the out

come measures. In the criterion measure of drop-out, the 

relati<mehip was in the opposite direction to that expected. 

Xt was found that those patients with a higher degree of 

intelligence, as measured by the Similarities sub-test of 

the WAXS, were more likely to drop out of treatiî nt than 

were the less intelligent ones. When the AGCT was used as 

the measure of intelligence, no relationship was found. 

Apparently, those individuals whose intellectual capacities 

allowed tliem to gain insight into their basic personality 

probl^is did not find the treatment process, as practiced 

ia this setting, to be appropriate for their needs and left 

the hospital. This interpretation is true only to the ex

tent that the Similarities sub-test can be accepted as a 

measure of an individual's ability to gain insight into his 

pr oblMftS, 

When this hypothesis was tested against the criterion 

of hospital rating, both measures of intelligence tended to 

be hiller for those patients rated as successful. The hos

pital counselor's rating seemed to be based, to sc^e extent, 

on both types of intellectual functioning. 
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When follow-up was used as the criterion, no relation

ship between intelligence and outcome was found. 

Intelligence seems to be related, only incidentally, to 

the criterion measures. Hospital rating was the one outccfflae 

measure in ̂ ich an association with both intelligence 

scales was found. It is possible that a large part of this 

association is attributable to counselor bias; e.g., a ten

dency to rate the more intelligent patients as successful. 

2. The second hypothesis stated that the more highly 

motivated patients, as defined by anxiety, would be more 

successful than the less highly motivated ones. Anxiety 

was measured by the Digit Span and Digit Syisbol sub-tests 

of the WAIS and by the MAS Scale. 

For the outcome measure of drop-out, the only anxiety 

measure %diich revealed a significant correlation was Digit 

Span. This negative correlation, significant at the 5% 

level, confirms the hypothesis that hi^^ anxiety, as revealed 

in low scores on this scale, is associated with drop-out. 

Both Digit Span and Digit Symbol were found to be 

correlated with the outcome measure of hospital rating. 

These correlations were in the opposite direction from what 

was expected, since they showed that those patieiits who had 

less anxiety were given a better rating by the hospital 

counselor than were the highly anxious patients. 
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Ho measure of anxiety was significantly correlated with 

the criterion of follow-up. Both the Digit Span and the 

Digit Synbol sub-tests of the WAIS revealed correlations in 

the anticipated direction, though not significantly so. 

The findings in this area raise two questions. First 

is ̂ mother ar not anxiety has actually been measured. The 

most widely used measure of this factor, the Digit Span sub

test, is probably even less a measure of anxiety in the WJIIS 

< 

than it was in the Wechsler-Bellevue Scale. Goolishian and 

Ramsey (31) have pointed out that although the content of 

the Digit Span is identical to that of the Wechsler-Bellevue, 

the scoring is different ai^ a higher raw score now results 

in the sasaa weighted score. 

On the other hand, the fact that those individuals who 

scored low on the Digit Span and Digit Symbol sub-tests of 

the WAXS tended to drop out and be unsuccessful indicates 

that motivation, at least in respect to the usage of the 

term in this paper, was measured. 

The seecmd question is %^y high anxiety is aseociated 

with failure in two of the criterion measures (drop-out and 

follow-up) and with success in the other (hospital rating). 

The most plausible explanation for this fact is counselor 

l»ias. The counselor apparently selected as successful those 

patients who were calm and well composed, whereas, actually. 
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those patients yifho were anxious were more likely to remain 

in the treatment process and to be successful over the short 

follow-up period covered in this report. 

3, The third hypothesis stated that there was an 

expected relaticmship between ego-strength, as measured by 

the Bgo-strength scale of the imPX, and the outcome of 

treatment. The hypothesis was not confined for any of the 

outcome measures. This supports the findings of Gallagher 

(25) regarding the Zm scale and fails to verify Uie findings 

of Wirt (77) and of Barron (7). 

4, The fourth hypothesis stated an expected relation-

^ip between outcome of treatment and situatii^^l variables 

as measured by the Personal Data Form, This hypothesis was 

verified in the outcome measure of hospital rating only. 

Apparently the variables which the investigator felt to be 

important in predicting outcome were not very relevmnt to 

^ o of the criterion n^asuresi vis., dr^-out and follow-

up. These SMfke factors, however, were apparently relevant 

to the rating given by the hospital counselor. This probably 

reflects the common mi^le class cultural heritage of the 

counselor and investigator, but does not reflect those 

factors whiOh were important in a more si»jective investi-

gatî ai of outceme of trea^e^nt among this group. Studies 

]9y Wallach and Stmpp (72), Hiller (37), and Arbuckle (2), 
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as well as a paper ĵ resented by Anderson (1) indicate the 

i«^?ortance of counselor attitude and feeling in the accep

tance and appraisal of clients, it is felt that these 

studies are also relevant to the d«eographic variables of 

the Personal Data Form, 

Predicticm tables were constructed for each of the 

three outcome measures. A discussion of each of these 

tables follows. 

Predictinq .ghogfe Patients who will Drop out of i^eatment 

The table for this area is based on three factors; vis., 

the Similarities sub-test of the WAIS and the Sc and Pt scales 

of the lOfPX, The relationship of this outcome measure to 

the Similarities sub-test was expected cm the basis of the 

hypothesis. No theoretical framework for the correlation 

of the two eoales of the MMPI has been developed. 

The table constructed from these factors allowed pre

dictions only on one and oi the continuum; i.e., for those 

who would remain in the treatment jarocess. It is felt that 

the arbitrary nature of this outcdie measure was partly 

respmisible for the inability to predict those patients who 

would drop out of the treatment process. Correct predictions 
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were made, in the validation study, from this table in 77% 

of the cases, 

fr^gjcting tho. Hos^ita^ yftUM 

The factors used in the construction of this table were 

the Similarities sub-test of the WAXS, the Personal Data 

Form, and the O scale of the MMPI. The theoretical develop

ment anticipated that all of these except the D scale would 

be ueed in the construction of the prediction tables. 

The table constructed from these factors allowed 

predictions in both directions and should have providad for 

more accurate predictions of those people who would be 

rated as failures by the hospital c<^nselor than for those 

%fho would be rated as successful. The validation study 

revealed these anticipations to be correct. 

This table was constructed from the scores on the follow

ing four scales of the MM^Xt my, Pd, Mf, and Si,, 

The samî le sise for this outcome measure was greatly 

reduoed by the small number of replies to the questionnaire. 

Perhaps, with a larger sample, more confidence could be 

pkmomA in the results, 

the validation study for this j^ediction table was 
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more encouraging than for any of the others. The percentage 

of correct predictions resulting from tills table most closely 

approached the level reported by Gluecflc and Gluecsk (29). 

SbSi Method 

The method of table construction employed in this 

study was <^iginated by Gluedc snd Glueck (29) in tl^ir 

studies of criminal careers. Although a pioneering effort 

in this direction, their'a was net the first attempt at 

prediotion in the area of the behavioral sciences. This 

distinction is usually reserved for the paper of warier (73) • 

One other method of table construction made its 

appearance almost simultaneously with the Gluecdc method. 

This was a system which has come to be known as the 

"Burgess Method" (10) , The Burgess Method makes no pro-

visî st for %#eighting the factors. For this reascm it is 

much simpler and less complicated to prepare the tables. 

The few studies % ^ i ^ purport to compare the efficiency of 

the two methods (52,71) show little difference between 

them, iven thmtgh little difference has been found between 

the two methods, the Gluedk method was dhosen for this 

study. The many studies done by the Olueais and the long 

p«riod of follow-up was primarily responsible for this 

ciioiee. 



74 

Although the level of predictive power achieved hy 

the Oluecks was not obtained in this study, the predictions 

were of sufficient accuracy to indicate the possibilities 

of this type of device. As was pointed out in Chapter I, 

prediction of outcome of treatment for the alcc^olic is an 

area that has haan little explored, the factors that were 

iî portant in such predictions were largely ui^nown, and the 

methods that could be employed had not hamn tapped. t$ndar 

tho circumstances, it is felt that thm level of predictive 

accuracy obtained is a significant achiev^sent and indicate® 

the efficiency of this method. 

The predictive tables developed in this study contain 

matny scales from the J®«PI for yefhioh no theoretical basis was 

established. Xn addition to those MMPI scales used in the 

tables, others correlated moderately high with the outceme 

measures but were not used because of their high inter

correlations. An exwftination of these factors should yield 

some information about c^iaracteristies tn̂ ich are relevant 

to prediction* 

Three scales, in addition to L, were positively cor

related at a significant level with the criterion measure of 

driq̂ -ottt. These were the Masculinity fi^ininity interest 
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(Mf), Psychasthenia (Pt) and Schiaophrenia (Sc) scales. 

The Mf scale indicates interests similar to the male or 

female interest pattern. A high score indicates a deviation 

of interest in the direction of the opposite ©ex. High 

scores on the Mf scale were associated with those patients 

Who dropped out of the treatment process. Patients whose 

sexual interest was more nearly like that of the normal 

population tended to remain. It is possible that those %̂ to 

scored hî li on the scale left the treatment setting because 

of the rigid supervision imposed in the hospital. Another 

possibility was indicated by Hewitt (36), who pointed out 

that the Alooiholies Ancmymous Organisation does not en

courage individuals whose Mf interests are different from 

the norm to associate thi»»selves with the organisation* 

Since the trea^nent process at the hospital is basically 

oriented toward the Alcoholics Anonymous Progr«i%, it is 

probable that this bias is also carried over into the treat

ment process and may discourage these ii^ividuals from 

r^naining, 

A h i ^ score on the Psyctoasthenia (Pt) scale is indica

tive of the type of person who is bothered by phobias or 

ccmpulsive behavior. This scale provided the highest corre

lation of all the luredictive factors with the outcc®^ 

s^aeure. Individuals Who scored high on this scale tended 
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to terminate their treatr-ent at a relatively early date. Xt 

is posited that the demands on the patient to make a firm 

deeisien to observe the basic tenets of the Alcoholics 

Anonymous Organiaation caused much stress for these individu

als and they avoided this stress by termination of treatment. 

Xt is felt that the reascm for this inability to make a firm 

decision was the basic compulsive doiibt of the individual. 

This doubt could well be the factor which originally caused 

the drinking prebli^* 

The Schizophrenia (Sc) ecale is indicative of the type 

of person characterised by bisarre and unusual thinking pat

terns and behavior. High scores on this scale were asso*̂  

elated with drop-out. This association is felt to be the 

result of the high correlation it̂ ich exists between the Sc 

and Pt scales in the MMPI, Hev/itt (36) found high Sc scores 

among a group of successful meseSiers of Alccaiholios Anonymous, 

This finding seems to indicate that the successful patient 

is son^what more withdrawn ai^ perhaps more seclusive than 

the unsuccessful patient. ^ 

A negative correlation exists between the Social intro

version {Oi} sciile of the MMTX and drop-out. This scale 

attiM^s to measure a person's tendency to withdraw from 

sooial eontaet, Hewitt (36) found the opposite in his study 

of Alooholies Anonymous moaamra and alcoholics i4io were not 
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mesa>ers. He suggested that this group suffers from "feelings 

of inadequate social adjustment and inferiority which are 

relieved by alcohol," (36; p,422) • Apparently, those who 

remain in the treatment process have less need for alcohol 

for this purpose than do those who terminate their treata^mnt, 

Xn summary, the patients most likely to drop out of 

treatment seemed to be lacking in self-confiden<^ and 

vacillating in their decisions* They tended to have more 

feminine interests than those who remained in treatif^nt. 

Apparently, they were more prone to use alcohol tm: uosm 

purpose other than to bolster their social adjustsi^nts. Xt 

is possible that the use whic^ they make of alcohol is as a 

defense against psychotic breaks. 

Three scales of tl^ MMPI were significantly correlated 

with the criterion measure of hospital rating. These are 

the Depression, Psychopathic deviate, and Masculinity fem

ininity interest scales. High scores on all of these scales 

were related to good hospital ratings • Since the rater was 

requested to make his Jud̂ taent without benefit of objective 

criteria, these factors reveal the areas which he considers 

to be important in the process of bec<»»ing a "dry" alcoholic. 

Xn terms of the mm%, this indicates that he selected as 

anoeaaotoX those patients %^o showed depression ai^ who 

%iore displaying, apparantXy witOs good success, a manipulative 
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type of character disorder. It is here suggested that these 

individuals were able to "bluff" their way through the treat

ment process, adopting, for all outward appearances, the at

tributes of a truly changed person. The next section will 

show that the hospital counselor may well have surpassed, in 

his practical experience, the theoretical concepts of this 

paper. 

There are six MMPI scales which were positively corre

lated with the outcome measure of follow-up. They include 

all of those which were reported in the hospital rating cri

terion and also the Hysteria, Schizophrenia, and Social 

introversion scales. High scores on all of these scales are 

associated with success during the follow-up period. Justi

fication of the selection factors used by the hospital coun

selor is provided by these results. Corroboration of these 

results is found in the article by Hewitt, who states: 

It is not stirprising that many psychopathic per
sonalities are found among excessive drinkers, 
but it was not expected that this phase would 
pred(x&inate to such an extent among so many 
varying personality types, and especially in a 
group which appears to have gained some insight 
and vftiich is responding with considerable suc
cess to an emotional appeal." (36; p.421). 

Hewitt was discussing, in this context, the MMPI profiles 

of successful members of Alcoholics Anonymous. The same 

article also confirms the findings on the remaining scales 
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of the MMPI, The fact tliSt a neurotic trend is associated 

with success during follow-up, as aliown by tkm association 

of D and Hy with success, and the association of Sc and Si 

with the same criterion is verified by Hewitt*® study. 

Since the present study was conducted in a treatment facility 

which utilised the Alo<^olies Anon;^ous treatanent program, 

and since the follow-up study was based, in large part, on 

a continuation of the program started in the hospital, it 

is not surprising that the factors determined to ha impor^ 

tant are largely the same as those found to be present in 

a group of successful members of this organisation, 

12SS. a£ SM imHQUm Mdm 

The following discussion gives an ̂ eplanation of the 

use of the prediction tables which were developed in this 

study. This explanation i® devoted to the table® for the 

criterion measure of follow-up only; however, the other 

tables could be ueed in the sai^ manner. 

There are five steps in the use of the prediction 

tables. They are as followsi 

1, Administer the MMPX. 

2, Score this instriament for the Hy, Pd, Mf, and Si 

scales• 
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3. Enter Table 15 with the scores for each factor and 

record the Percentage Incidence of the Failure Group. 

4. Add the Percentage Incidence for each of the four 

factors. 

5. Enter Table 17 with the total obtained in step 4 

above and read the probability of success or failure 

directly from the table. 

As an aid in the use of this table the following 

example is given. A patient's scores on the four factors 

are; Hy 61, Pd 82, Mf 47 , and Si 55. Entering Table 15 

with these scores and recording the Percentage Incidence 

for each factor gives the following figures. 

Factor Score Percentage 

Hy 61 75 

Pd 82 25 

Kf 47 83 

Si 55 89 

If these are totaled the sum will be found to be 272. 

Entering Table 17 with this total figure, the probabilities 

of success can be read as 90/10, or it can be said that this 

patient has 90 chances out of 100 of being successful. 

some cautions should be observed in the use of this 

table. The predictive accuracy of the table did not reach 



th^ level hoped for. Any predictiansi hamod on it shoala be 

temjwjred by the skilled judgment of th© hospital staff. 

In the area of follow-up th® small nuiafê r of subjects 

in the sample poses another restriction on the accuracy 

Mihidh can be expected from these tables. 

While the use of these tables would be interesting and 

could certainly prove to be of value, their use at this 

stage of development should be more for experimental purposes 

than for actual practical selection of patient® for treatment, 



CHAPTER V 

SUMMABfr AMD CCWCLUSXOSPS 

This Study was deiveloiNid along the l ines of three maj«»r 

premises. These were am followet 

I , thoee faotors whi^i were important in determining 

the benefit an individual receiv^c: fr̂ m̂ a givwi type at 

treatment oould be i«olete4 and measured. The iMmXa^xon of 

these feators tcK^ thm form of a review c»t thm pertinent 

l i terature and the Oovmh^i^mona af a theoretical beeie whiĉ h 

woiiJUi oK^lain tJlie iSi|»ortance af the factors* C^ the 'baele 

of these a c t i v i t i e s four factors ««̂ re isolated. Xt wns f e l t 

that each of these factors would be related to the outcome 

measure and that they would each influence t ^ out^mm in 

a re lat ive ly iadepNsindent manner. Xntelli^ence, anxiety ma 

a motivator, ego-etre^tb, aM certain situaticmal variables 

comprisi^ the l i s t of factors which i t %ma f e l t %muXd hm of 

isB>or tasMZM. 

2* Criterion measures, t^ioh adeqiiately refleo^M»i the 

benefit « ^ i ^ a person rec^ivea from the treet«ent coul# be 

davoXopmO* %a thia area, also, the aiethod of ieveli^ment 

^i these meaemree wae through a amaroh of thm relevant l i t 

erature* Zt was f e l t that the oriterlan measures would be 
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highly correlated and, further, that the factors determining 

success or failure on each criterion measure would be the 

same. The length of time a patient remained in the treat

ment process, the success or failure rating assigned by the 

hospital counselor conducting the treatment process, and the 

success or failure of each individual, as determined by a 

short follow-up period, were the criterion measures used. 

3. Tables of prediction, which would provide for the 

efficient selection of those patients most likely to derive 

benefit from the treatment process, could be constructed. 

It was felt that these tables would be based on the factors 

earlier determined to be important in the success or failiire 

of the patients and, further, that the tables constructed 

for each criterion measure would be highly similar. 

The actual study was composed of three parts, obtaining 

the information, obtaining the criterion measures, and 

statistical treatment. 

The information was obtained on each patient within two 

weeks of his admission to the hospital. The intelligence 

measures used were the AGCT and the Similarities sub-test of 

the WAIS. The Digit Span and Digit Symbol siib-tests of the 

WAIS and the MAS Scale were used as measures of motivation. 

Ego-strength was measured by the Es scale of the MMPI. A 

Personal Data Form, constructed by the investigator, was 
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administered and scored as a test to provide the measure 

of situational variables. One day of each week was set 

aside for testing. The tests were administered in a routine 

manner, following the directions in the test manuals. 

Patients who did not speak English, whose major hospital 

diagnosis was not alcoholism, or who received treatment 

which was not a usual part of the treatment process for 

alcoholics were not included in the study. Usable data was 

gathered on a total of 117 patients. 

Information for two of the criterion measures was 

obtained while the individual was a patient in the hospital. 

Whether a patient was to be classified as a drop-out or not 

was determined by using a cut-off point of one probable error 

below the mean number of days the total group remained in 

the hospital. The arbitrary nature of this measurement was 

made necessary by the fact that the hospital staff made no 

official statement as to whether or not the patient left the 

hospital against medical advice. At the time the patient 

terminated his treatment the hospital counselor furnished the 

second criterion measure. This was the hospital counselor's -

rating of the patient's adjustment in the hospital. The third 

criterion measure was obtained two months after the patient left 

the hospital, at which time a questionnaire was mailed asking 

for information on which this determination could be made. 
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Four statistical procedures were performed for each of 

the three criterion measures. The Biserial Coefficient of 

Correlation was used to select those factors which were most 

important in predicting the criterion. Those factors having 

a high correlation with the outcome measure were considered 

for use in the construction of the prediction tables. The 

Pearson Product McMnent Coefficient of Correlation was ccan-

puted for each possible combination of these factors. Those 

factors having a low inter-correlation and a high correlation 

with the outcome measure were selected for use in the pre

diction table construction. The total sample was divided 

into two equal groups and prediction tables were constructed 

for one of them. The method used was that given by Glueck 

and Glueck (29). After the tables were constructed, pre

dictions were made for each individual in the remaining half 

of the total sample. In order to determine their accuracy, 

these predictions were compared to the actual outĉ n̂e. This 

process was repeated for each of the criterion measures. 

The results of this study provide the basis for three 

major conclusions. These conclusions relate to the three 

major premises discussed earlier in this chapter. 

1. The factors that are important in determining 

whether or not a patient will derive benefit from the treat

ment provided depended on the measure of success that was used, 
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Xt has been anticipated that, because of the high relation

ship between the criterion measuree, the same factors would 

be important for each of them. This anticipation was not 

confirmed. 

2. Although there is a relatively high correspondence 

between outcome measures, as used in this study, the measures, 

themselves, are independent. Different factore are import

ant in predicting each of tiiese ateasures. 

3. Prediction tables can be constructed and it is felt 

that, with some refinement, they can be made sufficiently 

accurate to be effective. 

Certain other conclusions in regard to the hypotheses 

of the study can be drawn. These may be summarized as follows 

1. Intelligence is related only in an incidental way 

to the criterion measures. Tlie use of other methods of 

measuring intelligence or other methods oi measuring outcome 

might produce different results. 

2. Motivation, defined as an:;iety, appears to have some 

relationship to the criterion measures. It is felt that the 

low positive correlations with the two more objective outcome 

measures is a result of the crudeness of the instruments used 

for measuring anxiety. The reverse relationship between 

motivation and counselor judgments ii' felt to be the result 

of counselor bias. 
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3. NO relationship was found between the measure of 

ego-strength used and the criterion measures. Whether this 

is a result of the lack of tlie measuring instrument to 

adequately sample this factor or of a lack of relationship 

between this factor and the characteristics of this group 

cannot be determined. 

4. The situational variables felt to be important in 

predicting outcome are related only to the prediction of 

the counselor's judgment of success or failure. This is 

interpreted as an indication of the cultural bias of both 

cotinselor and investigator. 

Limitations of this Study 

The major limitations of the present study are in the 

area of the follow-up criterion measure. Two limitations are 

apparent in this respect. The small number of patients who 

returned the questionnaire resulted in a sample size which 

was not large enough to be extremely reliable. Another 

result of the limited sample is the selection of siabjects. 

It is felt that those individuals who returned the q\iestion-

naire probably are different in many respects from those who 

did not. The differences are probably related to person^ 

ality variables which cannot be determined in the present 

study. On the other hand, the proportion of successful to 
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unsuccessful returns is reassuring in that it is near the 

expected ratio. The fact that the next of kin, as reported 

on the hospital records, completed the questionnaires tends 

to remove the source of sample bias by introducing the vari

ables of this unknown population into the study. 

Another limitation of this study, in regard to the 

follow-up criterion measure, is the short time of th® follow-

up. Xt is doubtful that two months represents a sufficiently 

long period of follow-up to determine the success or failure 

of the treatment. However, if accurate predictions can be 

made based on the two month follow-up, there is reason to 

hope that equally accurate predictions could be made for a 

longer follow-up if the data were available* 

Implications of Si^ §M§X 

implications for Research 

The major implication for researdh in this area is re

lated to the criterion Erasure of follow-up. Follow-up should 

be more adequately controlled than was possible at this time. 

This control could be achieved by using interviews with the 

subjects at selected intervals after the termination of treat

ment as a method of obtaining the follow-up data. 

Another possibility for better control of this measure 
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would be to use readmittance to the hospital as the failure 

criterion. This, of course, has the obvious limitation of 

classifying as successful many non-successful alcoholics who 

have not returned to the hospital. Another implication for 

research can be found in the results of this study which in

dicate that the use of more than one criterion measure does 

not increase the effectiveness sufficiently to justify this 

addition. The criterion measures are independent and, seem

ingly, are related to different factors. For this reason, 

future research in this area might well consider only the 

outcome measure which is most relevant to the particular study. 

Research devoted to further exploration of the factors 

which are important in predicting success or failure, as 

defined by a follow-up period, needs to be conducted. This 

study provided only for the determination of factors which 

were relevant to the outcome measure and not for their ex

amination. A rationale for the relevance of these factors 

needs to be developed and experimentally verified. 

Another informative line of research endeavor would be 

to apply this method to the development of prediction tables 

for groups of alcoholics receiving different types of treat

ment. This would lead to a determination of characteristics 

and factors which are important to each of the treatment 

processes, it could be anticipated that these factors would 
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not be identical for each type of treatment. From such a 

study could come a method of predicting which type of treat

ment offered the best possibilities for a particular patient. 

A further extension of these prediction tables could be 

made in their application to a group of potential alco

holics. Used in this manner, the tables would attempt to 

predict those individuals v^o would become alcoholic. Such 

an extension of prediction tables has been done by Glueck 

and Glueck (29) in their studies of juvenile delinquents. 

Implications for Use of the Prediction Tables 

In Chapter I it was pointed out that alcoholism is the 

fourth leading health problem in the United States. There 

are 4 to 5 million problem drinkers in America. Those state 

hospitals which provide treatment for this condition are in 

a particularly vital position. These hospitals have little 

to say about the selection of patients. If the number of 

alcoholics requesting treatment continues to increase it will 

become imperative that some type of predictive device be 

developed in order to indicate those patients who are most 

likely to derive benefit from the treatment. The prediction 

tables developed in this study did not achieve a sufficient 

level of accxaracy to justify their use as the sole method of 

selection of those patients who should receive intensive 
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treatment. The use of these tables, however, as an initial 

screening device and as a supplement to the knowledge and 

skill of the hospital staff, should prove beneficial as one 

of the factors in the selection of those patients. 

In the preceding section the suggestion was made that 

through the development of prediction tables in various 

types of treatment facilities, a determination of character

istics important in selecting the type of treatment from which 

a particular patient would most likely derive benefit could 

be made. Such a finding would have wide implications for 

hospital use. These implications would involve both the in

stigation of additional treatment procedures and the selection 

of particular patients for each type of treatment. 

The preceding section suggested the possibility of pre

dicting future alcoholics through the use of these tables. 

If this application of the tables proved to be valid, the 

effects would be felt in many areas. This study should be 

pursued in the fields of Education, Mental Health, and the 

movements for the prevention of alcoholism. 
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to psycaiotherapy. g. JEaî BJil̂ * MM^^9k*f 1^53, JJi 327-
333, 

8. Barron, F, Some test correlates of response to psycho
therapy. 1. ssaisaJi. lasasSbai*' 1^53, 11* 235-241. 

9. Brad««y, Katherine, Lion, E.G., and Corrigan, Hazel. 
The use of the Rorschach in a psychiatric study of 
promiscuous girls. Rorschach jĝ gg. j^S^», 1946, 1£» 
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ff.fi ^lli^^s. 1928. 

11. Carr, A.C. An evaluation of nine nondirective psycho
therapy cases by means of the Rorschach, £, SsaiSJJife* 
Psycihol., 1949, 13, 196-205, 

http://ff.fi


93 

12, Cartwright, D.S. Success in psychotherapy as a 
function of certain actuarial variables. £. p^^sult. 
Psvchol.. 1955, 12* 357-363. 

13, Cartwright, R,D. Predicting response to client-
centered t3:ierapy with the Rorschach P-R Scale. £* 
Sssisali* F.gy<?̂ o],>, i^sQ* k> ii-i7. 

14, Dengrove, B., and Kutash, S.B. Why patients discontinue 
treatment in a Biental hygiene clinic. |^, i. ̂ sy^j^other., 
1950, A,; 457-472. 

15* Drake, C.E,, and Thiede, W.B. Further validation of 
scale 1 (Si). In G*S. Welsh and W.G. Dahlstrom (Eds.), 

Minneapolist Univ. of Minnesota Press, 1956. 

16, Dymond, Rosalind. Adjustment changes over therapy from 
TAT ratings. In C.R. Rogers and Rosalind Dymond (Eds.), 
Psychotherapy a|^ P̂ir<i9l̂;t,;li.ty sSosm^* Chicago* Univ. of 
Chicago Press, 1954. 

17, Edwards, A,L. Statistical ̂ ||yy,ai£. New Yorki Rii^hart, 
1946. 

18, Bidtey, A,, and Friedman, I. The prognostic significance 
of certain behavioral variables. £. jgaMldJte* iKStol- * 
1958, 2i, 91-94. 

19, Eysenck, H.J, The effects of psychotherapy* An evaluation. 

£• Saasalt- fnmi^' ^^^2, i&, 314-324. 
20, FoK, Rut^, Treatment of alcoholism* In E.E. Himwick (Sd.), 

^;^cQholigm. Washington8 Publication No. 47. African 
Association for the Advancement of Science, 1957. 

21, Fraiik, J.D., Gliedman, L,H., Imber, S.D., Nash, E.H,, 
Jr., and Stone, A.R, Why patients leave psycihotherapy* 

test- mm^- immM^^^ 1̂ 57, 12, 283-299.. 
22, Freeman, F.S. Theory §j^ practice ^ B̂ ŷ Ĵ t̂ î ifill tffUm* 
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l4inneapoliss Univer. of Minnesota Press, 1956* 

52* Monachesi, E.D* Py^ictiofi I'̂ ptors ^^p. î yobatiofi. Hanover* 
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APPENDIX Al PERSONAL DATA FORM 

1. Naime t 2. Date 

3. Sex* Male ( ) Female ( ) 4. Date of birth: 

5. Marital Status: Single ( ) Married ( ) Separated ( ) 

Divorced ( ) Widowed ( ). 

6, Have you been xaarried more than once? Yes { ) No { ) 

If so, how many times? . 

7. Has your present wife been married more than once? Yes ( ) 

No ( ). If so, how many times? . 

8. Do you have any children by your present marriage? Yes ( ) 

Ho { ). If so, how many? . 

9, Do you have any children by a previous marriage? Yes ( ) 

No ( ). If so, how many? , 

10, Does yoxir wife have any children by a previous marriage? 

Yes ( ) No ( ). If so, how many? ^̂ _ , ,_ . . 

11, Check any of the following that apply to you and give your 

age at the time. 

Your age When this occurred 

Mother deceased ( ) 

Father deceased ( ) 

I^rents divorced ( ) 

Parents separated ( ) 

Mother remarried ( ) 

Father remarried { ) 
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You were adopted ( ) 

You werc=? placed in a 
foster home ( ) 

12. Where were you reared? Farm ( ) Small town— up to 

5,000 population ( ) Town of 5,000 to 25,000 population 

{ ) Town of 25,000 to 100,000 population ( ) City 

larger than 100,000 ( ), 

13. How old were you when you left hc«ne? . 

14. How many brothers do you have? _. How many 

are older than you? . 

15. How mauiy sisters do you have? _,_^ . How many are 

older than you? . 

16. What is the highest grade you completed in school? . 

17. Why did you leave school? _,,, 

18. Have you ever been in a hospital similar to this before? 

Yes ( ) No ( ). If so, how many times? _̂ ...____̂  

19. How often do you go to church? Never ( ) Seldom ( ) 

Occasionally ( ) Regular ( ). 

20. If you go to church, what denomination do you go to? 

21. List any other organizations to which you belong. 

22. Were you employed at any time during the month just before 

entering this hospital? Yes ( ) No ( ). If so, what 
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was your last job? 

23. At what kind of work are you most skilled? 
^MIM 

24, About how many full time jobs have you had in the last 

6 months? , 
I.I I I I I I I I I I • I I ' ^ 

25, About how many full time jobs have you had in th<s^ last 

year? 
t^m-mm-'m'mm* 

26. What is the best job you ever had? 
XMM 

27. What characteristic of that job makes you consider it 

the best? 

28. When did you have that job? From ________ to 
Month Year 

Month Y^ar 

29. Why did you change jobs? 

30. What is the worst job you ever had? ,^ 

31, What characteristic of that job ŝ dces you consider it 

the worst? ________ . 

32. When did you have that job? From ...̂.....̂ .̂...̂ .̂...̂ .̂...̂ .̂.̂  to 
Month Year 

Month Year 

33. Why did ?you change jobs? 

34. How are you usually paid? By the hour ( ) day ( ) 

week ( ) 2 weeks ( ) month ( ). 

35. Does your wife work? Yes ( ) No ( ). If so, what is 

her job? 
•^ammmmmmm wmfmmmMmmm 
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36/ Do you own a car? Yes t ) No ( ) . If so, what 

make? .....̂...̂.......̂^̂.̂....̂  What year? „ . . . , 

37. Do you own, or are you buying your hoase? Yes ( ) 

Mo { ) If so, what was its approximate cost? ., 

38. What magasines do you like to read? .„._̂. . ., ̂  . 

39. yfhy are you in this hospital? 
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40ii Last job 

mmtmtmmKHtmim ̂ . Date t from 
(Month) (Year) 

to 

MMii>W»«anaM)i«MlrM>«^ 

(Month) (Year) 
Reason for leaving 

00tmliiiiitmm 

Sdh 

t » 
imininiimi III mil I i i *> i i *«w*w. in * i . 

Detet frc«^ • l . l l . i l ' l l<« fl I 1IIIIIIIII.IIII.IIWWII..II.W to 
(Kk^nth) (Year) 

mmiimiiimmtmmmmm 

(Month) (Year) 
.̂ Reason for leaving _̂̂,̂,„̂„̂  

!•!»*<—awmWiiii . IIV I-**—iWtf^ifwaMiifc 

mmmmimtM0i*m9mmmmmftmm •M,tt*- I I m iiwir i i i i H w 

Job - »,,»<Wii<rw<M<»»>qB>Wlwii<i»M«»«titMiii>«M<w««^^ i r.iM«i^ipi*ipii»>iniMimiMiHi»pii wiifm 

wageI ^ . Dates from mmmmmmmm 

iMonth) (Year) 
t o 

t w . M i i t i w « i i . . » < » » » * i III I I . I I mi " i [ 

(Month) (Year) 
. Reason f«t leaving 1<W|l|WlWIWlli<W«Wff*Wi»iniiwili»Wl<WWl<^ iiWiii »i<W iWO 

l imn II wtg^mummtmi m* urn 'W i »jiiiiMiii»<ii>«i*>iM«wwwai,iMW«wiwwwMM«»w^̂  
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APPENDIX Bt 0OLLOW-UP REPORT 

1. If this form is completed by someone other than the 

person to whom it was addressed please give your 

relation (mother, father, brother-in-law, friend, 

etc.) to the patient. 

2. Is the former patient presently î ôrking? ,,.... 

If so, at what type of job? .. 
* irf> A . 9^ wiWMiiMMWIl*—»i,̂ fcMiiii t,mmm<0'mm0mtmmmiMm H P M I I H W ummmm'mmmK ,111111.1.111̂  

How long has he been employed on this job? 

How many jobs has he had since leaving jthe hospital? 

, , . If he is not working what efforts has 
iaMlaawa.a«n 

he made to find employment? 

3. In your estimation was he helped by his stay in the 

hospital? , 

4. To your knowledge has he drank alcoholic beverages since 

leaving the hospital? „.,.«____ If so, to v^at extent? 

mummm-mmHi.m^t 

Has he attended A,A. meetings since leaving the hospital? 

. If so, how regularly? .̂ . . ,. If 

not, what reason has haon given for not attending? ..̂ .̂  

••i*««r»i<««»>i»»i~"«»»»*«>«W«i<i»>ll» 


