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ABSTRACT 

The present study represents an extension of previous 

research on alcoholic personality subtypes and their re

sponse to treatment for alcoholism. Alcoholics, in the 

present study, were subtyped according to the presence or 

absence of coexisting psychiatric syndromes similar to 

those described in DSM III (APA, 1980). The Psychiatric 

Diagnostic Interview (Othmer, Penick & Powell, 1981) was 

used to diagnose alcoholics and three prominent subtypes 

were identified. These included Primary alcoholics (with 

no history of psychiatric syndromes), Depressed alcoholics 

(with a history of major depression) and Antisocial alco

holics (with a history of antisocial personality). These 

three subtypes were then compared on their response to 

treatment for alcoholism. 

Subjects in the present study were 84 male veterans 

who participated in a traditional 28 day inpatient treat

ment program for alcoholism. Subjects in each subtype were 

compared on a variety of treatment outcome measures one 

year following treatment including post-treatment alcohol 

consumption, social-occupational functioning, emotional 

problems and health care problems associated with drink

ing. 

Results indicate that Primary alcoholics experienced 

fewer emotional and health care problems following treat

ment than other subtypes. No differences between subtypes 
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were found for post-treatment alcohol consumption or 

social-occupational functioning. 

The present findings suggest that alcoholics with no 

psychiatric history may respond more positively to 

treatment for alcoholism than alcoholics who exhibit 

significant psychopathology such as major depression or 

antisocial personality disorder. Results of the present 

study also indicate that the presence or absence of 

coexisting psychopathology may be an important moderator 

variable that may have a significant influence on response 

to treatment among alcoholics. 
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CHAPTER I 

INTRODUCTION 

Alcoholism is one of the most serious, costly and 

socially disruptive health problems in this country today. 

Thousands of people die each year as a direct or indirect 

result of alcohol abuse (i.e., from accidents, suicide, 

homicide, and alcohol-related medical disorders) and many 

others become disabled or dysfunctional (National 

Institute on Alcohol Abuse and Alcoholism [NIAAA], 1981). 

Alcohol-related problems are estimated to cost millions of 

dollars annually through lost work time, property damage, 

and use of medical and social welfare services (Brandsma, 

Maultsby & Welsh, 1980). Alcohol abuse has been repeatedly 

linked to family disruption, child abuse, job instability 

and lowered work productivity (NIAAA, 1981) and, as such, 

represents a serious threat to the economic, psychological 

and social health of the nation. Consequently, research 

directed toward the identification of factors influencing 

the effectiveness of alcohol treatment warrants further 

attention. 

Although it is generally acknowledged that those 

diagnosed as alcoholic represent a heterogeneous group of 

individuals who may vary widely on drinking history, 

employment status, social-emotional functioning, as well 

as prognosis (Pattison, 1979), not until recently have re-
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searchers begun to focus their efforts on the identi

fication of subtypes among alcoholics as a means of 

investigating the relationship between individual dif

ferences among alcoholics and response to treatment 

(Penick, Powell, Othmer, Bingham, Rice & Liese, 1984). 

Various methods have been used to classify or subtype 

alcoholics including: (1) personality test results, (2) 

sociodemographic variables such as education, sex, marital 

status, (3) neuropsychological status, (4) patterns of 

alcohol use, (5) age of onset of drinking and (6) family 

history (Foulds & Hassall, 1969; Goldstein <fe Linden, 1969; 

Hoffman & Nelson, 1971; Parsons & Leber, 1981; Penick, 

Read, Crawley & Powell, 1978; Wanberg, Horn & Poster, 

1977). 

One of the more promising lines of research in this 

area has attempted to identify prominent personality 

patterns or subtypes that occur among alcoholics in an 

effort to improve treatment effectiveness by comparing the 

response of alcoholic subtypes to various treatment modal

ities. The present study proposed, first, to examine the 

available data concerning personality typologies among 

alcoholics and, second, to further investigate the rela

tionship between alcoholic subtypes and their response to 

treatment. 

Studies in this area have been concerned with three 

major issues: (1) identification of prevalent personality 



3 

subtypes among alcoholics, (2) assessment of the clinical 

validity of identified alcoholic personality subtypes, and 

(3) examination of the relationship between personality 

subtypes and response to treatment. Findings in each of 

these areas are discussed separately. 

Personality Subtypes 

The first group of studies has attempted to identify 

personality subtypes that commonly occur in the alcoholic 

population. These studies represent an outgrowth of two 

previous lines of research concerned with the relationship 

between personality factors and alcoholism (Apfeldorf, 

1974). One such line of investigation has attempted to 

identify those personality traits that distinguish 

alcoholics from nonalcoholics, but has been unsuccessful 

primarily because of the heterogeneity of personality 

functioning found among alcoholics (O'Leary, Donovan, 

Chaney & O'Leary, 1980). A second series of studies, 

identified primarily with the work of MacAndrew (1965), 

has been more successful in discriminating alcoholics from 

nonalcoholics based upon their responses to special scales 

derived from personality tests (Clopton, 1978). Studies 

reviewed in this section, however, depart from previous 

research which has attempted to discover those personality 

characteristics unique to alcoholics. Instead, these 

studies have sought to identify prevalent personality 
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subtypes among alcoholics in an effort to aid the develop

ment of more appropriate and effective intervention 

strategies for the treatment of alcoholism. 

This group of studies has relied primarily on the 

results of objective personality tests, such as the Minne

sota Multiphasic Personality Inventory (MMPI: Hathaway & 

McKinley, 1967), Sixteen Personality Factor Questionnaire 

(16PF: Gattell, Eber & Tatsuoka, 1970), Personality 

Research Form (PRP: Jackson, 1967), and the Differential 

Personality Inventory (DPI: Jackson & Messick, 1964) to 

classify personality subtypes among alcoholics. Cluster 

analysis of personality test profiles has been the primary 

statistical method employed to isolate common personality 

subgroups. Recent studies have also subtyped alcoholics by 

using the Psychiatric Diagnostic Interview (PDI: Othmer, 

Penick & Powell, 1981) to identify psychiatric syndromes 

similar to those found in DSM III (American Psychiatric 

Association, 1980) that may be present in alcoholic popu

lations. Most of the studies in this series have used 

samples of male inpatient alcoholics from Veterans 

Administration or state hospital settings, but more re

cently both female and outpatient populations have also 

been studied. 

MMPI Subtypes 

A number of studies have used the MMPI to identify 
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personality subtypes that commonly occur in the alcoholic 

population. The first alcoholic personality subtypes were 

identified by Button (1956), who isolated two subgroups 

within a sample of state hospital patients undergoing 

treatment for alcoholism. Both subtypes were characterized 

by a 2-4 profile; however, one profile was elevated (above 

a T-score of 70) and the other was subclinical (below a 

T-score of 70). Subsequent investigators have identified 

several other subtypes within various alcoholic popula

tions . 

In an early study, Goldstein and Linden (1969) iden

tified and replicated four MMPI subtypes within a large 

sample of alcoholic inpatients. The first of Goldstein and 

Linden's subtypes with a Spike 4 profile, was described as 

an antisocial personality. The second subtype, with a 

2-7-8 profile, was described as a neurotic-depressive 

personality. The third subtype, identified by a 2-4-9 pro

file, was described as a depressed antisocial personality. 

The fourth subtype, characterized by a 4-9 profile, was 

described as an aggressive antisocial personality. The 

first two subtypes have been consistently replicated in 

subsequent studies with a variety of different populations 

including: alcoholic inpatients (Donovan, Chaney & 

O'Leary, 1978; Loberg, 1981; O'Leary, Donovan, Chaney & 

O'Leary, 1980), alcoholic outpatients (Nerviano, McCarty & 

McCarty, 1980) and alcoholic psychiatric patients 
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(Skinner, Jackson & Hoffman, 1974; Whitelock, Overall & 

Patrick, 1971). The latter two Goldstein and Linden sub

types have been less stable across studies. 

Two other subtypes have also been reported in a 

number of studies. A 2-4, chronically depressed subtype 

was identified by Eshbaugh, Tosi and Hoyt (1978) and Bean 

and Karasievich (1975) with alcoholic inpatient samples, 

by Button (1956) with a group of alcoholic state hospital 

patients and by Sutker, Brantley and Allain (1980) with a 

group of men arrested for driving under the influence of 

alcohol. A normal subtype, comprised of heterogeneous 

subclinical profiles, has also been reported by Nerviano, 

McCarty and McCarty (1980) and Eshbaugh, Tosi and Hoyt 

(1978) among both inpatient and outpatient samples. 

Recently, personality subtypes among female alco

holics have also been investigated. Eshbaugh, Tosi and 

Hoyt (1980) identified five MMPI subtypes within a group 

of female alcoholic inpatients. Subtypes identified in

cluded the following profile configurations: 4-2, 2-8, 

4-2-3, 2-3 and 2-7. Eshbaugh et al. (1980) observed that 

in their sample of female alcoholics, depressive features 

tend to be more prominent and antisocial features less 

prominent than are typically obtained in samples of male 

alcoholics. Conclusions, however, concerning differences 

in male-female personality subtypes among alcoholics are 

premature at the present time. 



16PP Subtypes 

Five studies to date have utilized the 16PF to dif

ferentiate personality subtypes within alcoholic popula

tions. Three 16PP profiles have consistently emerged 

across a number of different alcoholic samples including 

inpatient, outpatient and state hospital patient popula

tions. The first profile, identified as an inhibited 

neurotic type, has been described as emotionally unstable, 

submissive, timid, suspicious, dull, guilt-prone, conser

vative, dependent, tense and anxious with a high potential 

for hypochondriacal features and suicidal ideation (Cos-

tello, Lawlis, Manders & Celistino, 1978; Lawlis & Rubin, 

1971; Nerviano & Gross, 1973). The second profile, de

scribed as an aggressive neurotic type, has been charac

terized as serious, shrewd, emotionally controlled, 

self-sufficient, assertive, tense and apprehensive (Cos-

tello, Lawlis, Manders & Celistino, 1978; Lawlis & Rubin, 

1971; Nerviano & Gross, 1973). The third profile, iden

tified as a schizoid type, has been described as detached, 

unstable, submissive, timid, suspicious, shrewd, appre

hensive, tense and eccentric with paranoid, hypochondria

cal and depressive features (Costello, Lawlis, Manders & 

Celistino, 1978; Lawlis & Rubin, 1971; Nerviano, 1976). 

Hart and Stueland (1980) have identified six 16PP 

personality subtypes among female alcoholics, three of 

which appear to be quite similar to those described above 
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from predominantly male samples. Subtypes identified in

cluded those described as passive-dependent (similar to 

the male inhibited neurotic type), introverted obsessive-

compulsive, paranoid, schizoid (similar to the male 

schizoid type), antisocial (similar to the male aggressive 

neurotic type) and extroverted obsessive-compulsive. 

Possible similarities or differences between male and 

female alcoholics on the 16PP remain speculative until 

further research on female alcoholic subtypes becomes 

available. 

PRE and DPI Studies 

One study reported by Nerviano (1981) employed the 

PRE (in combination with the MMPI) to isolate personality 

subtypes among alcoholics. Eight PRP subtypes were identi

fied within a group of male alcoholic inpatients. These 

included subgroups described as compulsive, aggressive, 

impulsive-histrionic, narcissistic, submissive, asocial 

schizoid, avoidant schizoid and hostile-withdrawn. Based 

on Nerviano's (1981) description of each subtype, his 

submissive, aggressive and asocial schizoid subtypes 

appear to be similar to the inhibited neurotic, aggressive 

neurotic and schizoid types reported in studies of alcoho

lic subtypes derived from the 16PF. Similarities between 

PRE and 16PP subtypes among alcoholics, however, have yet 

to be firmly established. 



Parington and Johnson (1969) identified five person

ality subtypes in a group of alcoholic outpatients using 

the DPI. The five subtypes included: Type I (antisocial 

personality); Type II (thought disorder with poor impulse 

control); Type III (neurotic personality); Type IV (defen

sive personality) and Type V (alcoholics with little evi

dence of psychopathology). 

Several of these subtypes were later replicated by 

Skinner, Jackson and Hoffman (1974) who used the DPI (in 

combination with the MMPI) to isolate subtypes within a 

group of alcoholic psychiatric patients. Of the four most 

prominent subtypes to emerge, three were clearly similar 

to those found by Parington and Johnson (1969). These 

included neurotic, antisocial and defensive personality 

subtypes. 

PDI Subtypes 

Powell, Penick, Othmer, Bingham and Rice (1982) used 

the PDI to determine the prevalence of psychiatric syn

dromes among a large group of male alcoholic inpatients. 

The PDI employs diagnostic criteria similar to those used 

in the DSM III (American Psychiatric Association, 1980) to 

establish the presence of psychiatric syndromes that may 

coexist with alcoholism. Pour prominent subtypes were 

found. These included: a depressed type (positive for 

alcoholism and major depression); an antisocial type 
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(positive for alcoholism plus antisocial personality); a 

manic type (positive for alcoholism and mania) and a 

primary type (positive only for alcoholism and no other 

psychiatric syndromes). The primary type emerged as the 

most prevalent subtype followed by the depressed, anti

social and manic types, respectively. 

The results of this series of studies indicate that 

certain personality subtypes within the alcoholic popula

tion can be reliably identified. It is striking to observe 

that similar personality profiles have been consistently 

found across a variety of alcoholic samples using a number 

of different assessment methods. Although subtypes differ 

in description and configuration across studies, certain 

prevalent alcoholic subtypes consistently emerge. These 

include what might generally be called a depressed type 

(represented by the 2-7-8 MMPI profile, the 16PP inhi-

bited-neurotic type and the PDI depressed type) and an 

antisocial type (similar to the Spike 4 MMPI profile, the 

16PP aggressive-neurotic type, the PRE aggressive type, 

the PDI antisocial type and the DPI antisocial person

ality). Other potentially prominent subtypes include a 

primary or normal type (reported by Eshbaugh, Tosi and 

Hoyt, 1978; Nerviano, McCarty & McCarty, 1980; Parington «& 

Johnson, 1969 and Powell, Penick, Othmer, Bingham & Rice, 

1982) and a schizoid type (reported by Costello, Lawlis, 

Manders & Celistino, 1978; Lawlis & Rubin, 1971; Nerviano, 
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1976 and Nerviano, 1981). Preliminary evidence indicates 

that reliable personality subtypes may also be found 

within the female alcoholic population (Eshbaugh, Tosi & 

Hoyt, 1980; Hart & Stueland, 1980), but the prevalence of 

certain subtypes has yet to be established. 

Studies in this area, however, have failed to address 

the problem of comparability of results obtained with per

sonality tests that purport to measure normal personality 

functioning (16PP and PRP) versus those that assess psy-

chopathological characteristics (MMPI and PDI). Many of 

these studies have also neglected to describe the dia

gnostic criteria used to identify alcoholic patients. 

Attention to these problems in future research would help 

to clarify both the comparability and generalizability of 

findings concerning personality subtypes among alcoholics. 

' Clinical Validity 

A second series of studies has investigated the 

clinical validity of empirically derived subtypes within 

the alcoholic population. These studies have attempted to 

assess the extent to which alcoholic subtypes may engage 

in different alcohol-related behavior patterns. Person

ality subtypes identified within various alcoholic samples 

have been compared on a number of drinking-related dimen

sions. Dimensions of comparison have included: quantity 

and frequency of alcohol consumption, drinking patterns, 
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sociodemographic variables, family history, drinking-

related arrests, neuropsychological impairment, as well as 

various measures of social, emotional and occupational 

functioning. 

One of the earlier studies to examine the clinical 

validity of alcoholic subtypes was reported by Whitelock, 

Overall and Patrick (1971). These authors examined the 

relationship between four MMPI profile subtypes and pat

terns of alcohol use in a sample of psychiatric patients. 

The four profile configurations identified were Antisocial 

(Spike 4), Neurotic-Depressive (2-8-4-7), Psychotic-

Depressive (4-8-2) and Depressive (Spike 2). The highest 

levels of alcohol abuse were reported by patients in the 

Psychotic-Depressive and Neurotic-Depressive groups. The 

lowest levels of alcohol use were reported by patients in 

the Depressive and Antisocial groups. These findings 

indicate that, at least among psychiatric populations, 

alcohol abuse tends to be associated with more severe 

psychopathology. 

A similar pattern of results was obtained by 

Nerviano, McCarty and McCarty (1980) in a sample of 

outpatient alcoholics. They compared five personality 

subtypes derived from MMPI profiles on a number of 

variables related to psychiatric history, drinking pat

terns and consequences of drinking. MMPI subtypes in

cluded: Type A (2-7-8, neurotic-depressive). Type B (Spike 
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4, antisocial personality), Type C (4-9, aggressive 

personality). Type D (8-4-2, psychotic-depressive) and No 

Type (normal, subclinical profiles). Type A and D sub

groups reported significant higher daily alcohol con

sumption and greater frequency of drinking than Type B and 

No Type subgroups with Type G falling in the middle range. 

Types A and D also reported more psychiatric care, history 

of psychotherapy, job loss and memory impairment asso

ciated with drinking. 

Bean and Karasievich (1975) compared four MMPI sub

types identified in a group of alcoholic patients on 

dimensions of cognitive functioning (including visual and 

semantic memory and perceptual-motor functioning), re

ported psychopathology and drinking behavior at three 

intervals during a 60 day treatment program. MMPI subtypes 

identified included: Psychotic (8-6), Latent Schizophrenic 

(8-1-2), Neurotic (2-1-4) and Psychopathic (4-9). Signi

ficant improvement in memory and perceptual-motor func

tioning over the course of treatment was observed in the 

majority of patients with no differences reported between 

subgroups. A general reduction in reported symptomatology 

during treatment was observed for the latent Schizophren

ic, Neurotic and Psychopathic groups, whereas reported 

symptomatology increased over treatment in the Psychotic 

group. No differences in drinking behavior during treat

ment were found among the four subgroups. 



14 

The relationship between MMPI subtypes and drinking-

related behavior among DWI offenders has also been ex

amined. Sutker, Brantley and Allain (1980) compared MMPI 

profile patterns and self-reported drinking behavior among 

a sample of men arrested for driving under the influence 

of alcohol. Pour primary profile types emerged. These four 

patterns were characterized by elevations on Scale 4, 

Scale 9, Scales 2 and 4, and Scales 4 and 9. Subjects in 

the 2-4 and Spike 9 groups reported significantly higher 

levels of average alcohol consumption than subjects in the 

Spike 4 group with the 4-9 group falling in between. The 

Spike 4 profile was the most prevalent among DWI offenders 

comprising 41/̂  of the total sample followed by Spike 9, 

2-4 and 4-9 groups representing 26^, 18^ and 14^ of the 

sample, respectively. 

In addition to drinking patterns, Donovan, Chaney and 

O'Leary (1978) also compared alcoholic subtypes on several 

other dimensions of alcohol use including drinking styles, 

perceived benefits of drinking, and physical, social and 

psychological consequences of drinking. Three distinct 

MMPI profiles emerged. Type I was characterized by a 2-4-3 

profile; Type II was represented by a 2-7-8-4 pattern; and 

Type III had a 2-4-9 configuration. Several differences in 

alcohol use were found between profile subtypes. Type II 

alcoholics relied more upon drinking to enhance inter

personal, social and intellectual functioning than 
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Type I individuals. Type II individuals also drank more 

compulsively and experienced more emotional distress as a 

result of drinking than Type III. Type II alcoholics also 

reported less control over their drinking, more difficulty 

attempting to stop their drinking, more problems with 

unemployment, friends and family, more arrests for 

drinking-related offenses, more use of other types of 

drugs, more severe withdrawal symptoms and more severe 

medical, interpersonal, and psychological consequences 

from drinking than individuals in either Type I or III 

subgroups. 

In contrast to previous studies, Penick, Powell, 

Othmer, Bingham, Rice and Liese (1984) used the Psy

chiatric Diagnostic Interview to identify several subtypes 

in a sample of alcoholic inpatients. Patients were sub-

typed according to the presence or absence of coexisting 

psychiatric syndromes. The most prevalent subtypes in

cluded: Primary type (alcoholics positive for no other 

major psychiatric syndrome); Depressed type (alcoholics 

with a history of major depression); Antisocial type 

(alcoholics with a history of antisocial personality); and 

Manic type (alcoholics with a history of mania). Patients 

in each subgroup were compared on a number of dimensions 

including: sociodemographic background; family history of 

alcoholism and psychiatric disorder; previous treatment 

for alcoholism or psychiatric disorders; and drinking 



16 

history, including social, occupational and medical 

consequences of drinking. Several differences between 

subtypes emerged. 

On comparisons of sociodemographic characteristics. 

Antisocial patients were significantly younger and Primary 

patients significantly older than other subtypes. Anti

social patients also reported significantly lower earned 

income, occupational status and higher job turnover than 

patients in other subtypes. Antisocial patients were also 

more likely to be separated, divorced or never married 

than other subgroups. All four subtypes differed signi

ficantly on job longevity with Primary patients reporting 

the longest time spent on one job followed by the Depres

sed, Manic and Antisocial subgroups in that order. 

On comparisons of family history for alcoholism or 

psychiatric disorders. Primary patients had the lowest 

rate of familial alcoholism, as well as the lowest pro

portion of psychiatric disorders among family members. The 

highest rate of psychiatric disorders in family members 

was reported by Antisocial patients. No differences in 

familial alcoholism were reported between the Depressed, 

Manic and Antisocial subgroups. Primary and Depressed 

subgroups reported lower rates of alcohol abuse among 

their mothers than Manic and Antisocial patients. Higher 

rates of alcohol abuse among the fathers were reported by 

the Depressed, Manic and Antisocial patients. 
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Comparisons of drinking history and related social, 

occupational and medical consequences revealed several 

differences between subtypes. Antisocial patients reported 

the earliest onset of problem drinking, whereas Primary 

alcoholics reported the latest onset. Antisocial patients 

had the largest number of alcohol-related hospitaliza

tions, arrests, job losses, and separations and divorces, 

whereas other subtypes did not differ on these dimensions. 

Antisocial patients also reported the most, and Primary 

patients the least, number of alcohol-related medical com

plaints. These included memory impairment, muscle weak

ness, impotence, sleep problems, ulcers and gastric pain, 

and pancreatitis. Sleep problems were reported most often 

by Depressed patients, while ulcers and gastrointestinal 

problems were reported most frequently by Manic patients. 

Results of the studies in this section indicate that 

different kinds of alcoholics can be identified in alcoho

lic or alcohol-using populations on the basis of coexist

ing psychopathology. These subtypes appear to represent 

different types of alcoholics that may be distinguished 

from each other on a variety of drinking-related dimen

sions including: drinking patterns, drinking-related 

arrests, family history, and social, emotional and occu

pational functioning. Although conclusions are premature 

and results across studies are not always consistent, 

certain trends in these data emerge. First, severity of 
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alcohol abuse, as well as drinking-related problems tends 

to be generally associated with more severe psychological 

disturbance among alcoholics. Second, antisocial personal

ity and chronically depressed subtypes consistently emerge 

as the most prevalent alcoholic subtypes across different 

studies. And third, alcoholics with subclinical MMPI pro

files or those with no coexisting psychiatric syndromes, 

have virtually been ignored as a viable alcoholic subtype 

until the recent work of Penick et al. (1984). Results of 

these studies also indicate that instruments such as the 

PDI may be particularly useful in distinguishing between 

different types of alcoholics and the drinking-related 

behavior patterns they exhibit. Future research in this 

area, however, should address the problems of compara

bility of results across studies where different subject 

populations, different validity criteria and different 

personality assessment procedures were used. 

Personality Subtypes and Response to Treatment 

Three studies to date have investigated the relation

ship between alcoholic subtypes and treatment outcome. 

These studies have attempted to determine whether alcoho

lic subtypes respond differently to various treatment 

methods and upon what outcome dimensions they may differ. 

Alcoholic subtypes identified within these studies have 

been compared on a number of different outcome measures 
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including: quantity and frequency of post treatment 

alcohol consumption, perceived control over drinking, 

patterns of drinking, uses of alcohol, as well as various 

measures of medical, social, emotional and occupational 

functioning. Studies in this series have been primarily 

based upon male samples, but recently female alcoholics 

have also been included. 

The first study to investigate potential differences 

in response to treatment among alcoholic subtypes was 

reported by O'Leary, Donovan, Chaney and O'Leary (1980). 

Pour MMPI subtypes were identified among a group of alco

holic patients and compared on a number of treatment out

come measures. The four profile configurations identified 

were: Type I (4-2-3, antisocial personality); Type II 

(2-7-8, neurotic depressive); Type III (4-2-9, manic-anti

social personality); and Type IV (4-9-7, paranoid-anti

social personality). Measures of post-treatment 

functioning included the following: (1) the Drinking-

Related Locus of Control Scale (Donovan & O'Leary, 1978) 

used to assess the degree of perceived control individuals 

have over their drinking; (2) the Alcohol Use Inventory 

(Wanberg, Horn & Poster, 1977) used to measure drinking 

styles, perceived benefits of drinking and the physical, 

social and psychological consequences of drinking; (3) 

self-report measures of drunk days, controlled drinking 

days, forced abstinence days and voluntary abstinence 



20 

days; (4) job stability; (5) social support following 

treatment (e.g.. Alcoholics Anonymous, outpatient therapy) 

and (6) therapist ratings of the patient's overall level 

of functioning. Treatment consisted of a two week evalua

tion period, followed by two weeks of inpatient treat

ment and then four weeks of treatment in a day hospital 

setting. Follow-up data were collected within a 6 to 12 

month period following treatment. 

Analyses of treatment outcome data revealed that Type 

II alcoholics experienced significantly more emotional 

distress and negative medical, psychological and social 

consequences associated with drinking than Type I alco

holics. No further differences between subgroups on the 

remaining outcome measures were obtained. 

Methodological problems in the O'Leary et al. study 

make their results difficult to interpret. One of these 

problems concerns the subject-to-dependent-variable ratio, 

and the other involves the problem of probability pyra

miding (Neher, 1967). 

In O'Leary et al.'s study, 76 subjects (distributed 

across four alcoholic subgroups) were compared on 20 

dependent variables, resulting in a subject-to-dependent-

variable ratio of less than 4 to 1. This ratio is con

siderably less than the minimum 10 to 1 ratio typically 

recommended for statistical results to be reliable (Cohen, 

1977). 
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The second methodological problem associated with 

O'Leary et al.'s study concerns the number of statistical 

comparisons conducted in the analysis of their data. In 

all a total of 20 independent P-tests were calculated, 

three of which were significant at the .05 level or 

better. Considering the inflation of alpha associated with 

large numbers of statistical comparisons, a high proba

bility exists that a Type I error was made. This problem, 

together with the low subject-variable ratio, challenges 

the reliability of the results obtained by O'Leary and his 

colleagues. 

In another study Zivich (1981) identified six sub

types in a sample of alcoholic inpatients using a com

bination of 16PP and PRP profiles. The six subtypes 

derived included those described as aggressive, obsessive-

compulsive, impulsive, schizoid, passive-dependent and 

no-type (with essentially normal profiles). Patients in 

each subgroup were compared on amount of average daily 

alcohol consumption for a period of six months following 

treatment. Treatment consisted primarily of group therapy, 

but length of treatment was not specified. Assessment of 

post-treatment alcohol consumption was conducted primarily 

by patient interview at intervals of 1, 3 and 6 months 

following treatment. The greatest improvement in post 

treatment alcohol consumption (relative to pretreatment 

levels) was reported by the no-type subgroup and the least 
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amount of improvement was reported by the schizoid sub

group, with the remaining subtypes falling in the middle 

range. 

Interpretation of these results is hampered primarily 

by substantial differences in the size of the various sub

groups. Although the no-type (n=34), aggressive (n=l6) and 

obsessive-compulsive (n=13) subgroups are sufficiently 

large, the impulsive (n=4), schizoid (n=5) and passive-

dependent (n=4) subgroups are of insufficient size to make 

reliable statistical inferences concerning intergroup 

differences in post treatment alcohol consumption. Conclu

sions concerning differences in responses to treatment 

between the subgroups compared in Zivich's study are, 

therefore, difficult to make. 

In a recent study of the relationship between alcoho

lic subtypes and treatment outcome, Conley and Prioleau 

(1983) compared male and female MMPI subtypes on a number 

of indices of post-treatment functioning. Treatment in

volved four weeks of inpatient hospitalization. Outcome 

measures included: quantity of post treatment alcohol 

consumption, relationships with spouse and friends, job 

performance, enjoyment of life, degree of depression, 

anger and anxiety experiences, and number of rehospitali-

zations for alcoholism. MMPI subtypes included those 

described as Neurotic (2-7), Classic (2-4-7), Psychotic 

(4-9), Schizoform A (8-4-2) and Schizoform B (4-8). 
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Initial comparisons of subtypes within male and 

female samples revealed that the Classic Type was the most 

common among male alcoholics. Among women, the Schizoform 

B type was most common. The distribution of men and women 

in the remaining four subtypes was essentially equal. 

Analyses of the treatment outcome data indicate that 

women in the Psychotic subgroup consumed higher levels of 

alcohol following treatment than women in other subgroups. 

Both men and women in the Neurotic subgroup reported more 

improvement in their relationships with spouses. Those in 

the Psychotic subgroup, however, reported the poorest 

relationships with spouses. No other differences between 

subtypes or between men and women were found. 

Results of the Conley and Prioleau study, however, 

are difficult to interpret in view of the treatment 

outcome measures used. Only eight questions were used to 

assess post-treatment functioning, each asking subjects to 

compare, for example, their alcohol consumption, marital 

relationship, job performance or emotional state before 

versus after treatment with each question typically scored 

from 1 (much improved) to 5 (much worse). Measurement 

procedures of this nature are clearly inadequate to pro

perly assess post-treatment functioning and provide little 

information concerning treatment response among subclasses 

of alcoholics. 

Conclusions concerning differences in treatment 
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response among alcoholic subtypes are difficult to make 

considering the methodological problems inherent in this 

series of studies. Evaluation of the results of these 

three studies is further hampered by brief and inadequate 

descriptions of the inpatient procedures to which subjects 

were exposed. As a result, little is known about the 

relationship between alcoholic subtypes and treatment 

outcome at the present time. Further investigation is 

warranted in view of the potential benefits that this 

research may have on improving the effectiveness of 

alcohol treatment. 

The present study represents a new approach to the 

investigation of treatment response among alcoholic sub

types that is based upon a method of subtyping recently 

developed by Powell and her colleagues (1982). This 

approach classifies alcoholics according to the presence 

or absence of coexisting psychiatric syndromes. This 

method has been found to identify alcoholic subtypes that 

differ from each other on a number of drinking-related 

dimensions (Penick, Powell, Othmer, Bingham, Rice & Liese, 

1984) and, therefore, represents a promising development 

in studies of alcoholic subtypes. 

The purpose of the present study was to examine the 

relationship between alcoholic subtypes and their response 

to treatment using Powell's method of subtyping alcoho

lics. Three prevalent alcoholic subtypes (i.e.. Primary, 
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Depressed and Antisocial) were compared on a limited num

ber of treatment outcome measures. In order to assess 

several aspects of post treatment functioning outcome 

measures included the following: (1 ) post treatment alco

hol consumption, (2) social-occupational functioning, (3) 

emotional problems associated with drinking, and (4) 

health care problems associated with drinking. 

Three hypotheses were investigated in the present 

study based on the results of Penick et al. (1984). First, 

it was predicted that Primary alcoholics would exhibit 

better post-treatment functioning across all treatment 

outcome measures than either Depressed or Antisocial 

alcoholics. Second, it was hypothesized that Depressed 

alcoholics would exhibit better post-treatment functioning 

than Antisocial alcoholics, but worse than Primary alco

holics. Third, it was expected that Antisocial alcoholics 

would exhibit poorer post-treatment functioning than 

either Primary or Depressed alcoholics. 



CHAPTER II 

METHOD 

Subjects 

Subjects in the present study were 84 male alcoholic 

inpatients who were treated in the Alcohol Dependency 

Treatment Unit (ADTU) of the Kansas City Veterans Adminis

tration Medical Center (KGVAMG). Subjects were selected 

from a large group of alcoholic inpatients who partici

pated in an alcohol treatment outcome study conducted at 

the KGVAMG from 1981 to 1984. Subjects in the present 

study, therefore, represent a subsection of alcoholics who 

participated in a large treatment outcome study. 

Treatment Outcome Study Procedures 

Subjects in the KGVAMG treatment outcome study were 

recruited from consecutive admissions of male ADTU in

patients. Subject selection was based upon a two part 

screening procedure. The initial selection criteria re

quired that patients: (1) be between the ages of 20 and 

60, (2) live within 40 miles of the KGVAMG, (3) have no 

serious physical handicaps (that would interfere with 

attendance at the time of follow-up data collection), (4) 

have no more than 5 previous hospitalizations for the 

treatment of alcoholism or psychiatric disorders, (5) have 

no history of thought disorder independent of excessive 

26 
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alcohol intake, and (6) have no previous diagnosis of 

organic brain impairment. This prescreening information 

was obtained from patient chart reviews. 

When thoroughly detoxified (as judged by the attend

ing physician), subjects who met the initial screening 

requirements were administered the Psychiatric Diagnostic 

Interview (PDI). Those patients found to be positive for 

Alcoholism (meeting DSM III [APA, 1980] criteria for 

alcohol abuse) were invited to join the study (see Appen

dix A for diagnostic criteria). Subjects were asked to 

sign consent forms which described the nature of the 

study, as well as the requirements of participation (see 

Appendix B). Subjects were also told that they would 

receive fifty dollars following their completion of both 

the initial and follow-up assessment interviews. 

Patients who participated in the KGVAMG treatment 

outcome study were required to complete an extensive 

assessment battery which included a lengthy psychosocial 

history, and a number of psychometric tests and measures 

of alcohol use and psychosocial functioning. The psy

chosocial history contained information about sociode

mographic characteristics, occupational functioning, 

arrest record, drinking history, previous treatment for 

and family history of alcoholism and psychiatric dis

orders. Psychometric measures included the MMPI, Shipley 

Institute of Living Scale (Shipley, 1939) and Symptom 
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Checklist 90 (Derogatis, 1977). Measures of alcohol use 

included the Alcohol Use Inventory (Wanberg, Horn & 

Poster, 1977), Alcohol Severity Scale (Powell, Ludwig & 

Othmer, 1978) and patients' self-reports of drinking days 

during the previous six months (Sobell & Sobell, 1978). 

Psychosocial functioning was estimated by the Global 

Assessment Scale (Spitzer, Gibbon & Endicott, 1974). 

Subjects were required to complete the assessment battery 

described above at the onset of treatment in the ADTU and 

again twelve months later to assess the effects of treat

ment. All assessment procedures were conducted, monitored 

and scored by trained research technicians. 

For the purposes of the present study, assessment of 

treatment effectiveness was limited to four outcome 

measures: (1) post-treatment alcohol consumption, (2) 

social-occupational functioning, (3) emotional problems 

associated with drinking, and (4) health care problems 

associated with drinking. Self-reports of drinking days 

were used to assess post-treatment alcohol consumption. 

Selected scales of the Alcohol Use Inventory (AUI) were 

used to assess the three remaining outcome indices. 

Treatment Program 

Following detoxification, subjects participated in a 

28 day inpatient treatment program which included many of 

the traditional approaches to the treatment of alcoholism 
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(see Appendix C). Patients were required to participate in 

a core treatment program consisting of 15 hours of struc

tured group experiences per week which included group 

counseling, recreational activities, vocational informa

tion and education on various aspects of alcoholism. In 

addition to the core treatment program, patients could 

also elect to participate in a number of additional 

treatment options including relaxation skills training, 

Antabuse therapy, Alcoholics Anonymous meetings, group 

therapy and individual and family counseling. Medical 

treatment of alcohol related health problems was also 

available. 

Measures 

Psychiatric Diagnostic Interview 

The Psychiatric Diagnostic Interview (PDI) was used 

to identify alcoholic personality subtypes among a large 

group of male alcoholics who participated in the KGVAMG 

alcohol treatment outcome study. The PDI is a recently 

developed structured interview based upon a descriptive, 

syndromatic model of psychiatric diagnosis and is used to 

determine whether an individual has or has ever had any of 

18 psychiatric syndromes. The PDI consists of a series of 

simply worded questions (coded as positive or negative) 

designed to elicit information about symptomatic exper

iences associated with each syndrome covered by the 
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instrument. Questions are arranged by syndrome and are 

sequentially administered in a "guided conversation" 

format in which item clarification and symptom elaboration 

are encouraged. The criteria used to define PDI syndromes 

are compatible with corresponding DSM III disorders. The 

18 syndromes addressed by the PDI include: Organic Brain 

Syndrome, Alcoholism, Drug Abuse, Mania, Depression, 

Schizophrenia, Antisocial Personality, Somatization, 

Anorexia Nervosa, Obsessive-Compulsive Disorder, Manic-

Depressive Disorder, Polydrug Abuse, Phobia, Panic Attack, 

Mental Retardation, Homosexuality and Transsexuality. 

The PDI has been found to be a reliable and clinic-

cally valid diagnostic instrument (Othmer, Penick & 

Powell, 1981). The PDI demonstrates concurrent validity 

(.72) with similar diagnostic instruments such as the 

Diagnostic Interview Schedule (Helzer, Clayton, Pambakian, 

Reich, Woodruff & Reveley, 1977), has been found to 

accurately identify common psychiatric syndromes among 

patients in a number of studies and yields test-retest 

reliability estimates ranging from .83 to .93 (Othmer, 

Penick & Powell, 1981). The PDI has also been found to 

reliably identify psychiatric subtypes among alcoholics, 

that as subgroups appear to differ widely on such 

dimensions as family history for alcoholism and psychia

tric disorders, onset and severity of excessive drinking 

as well as medical, occupational, marital, and legal 
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problems associated with alcohol abuse (Penick, Powell, 

Othmer, Bingham, Rice & Liese, 1984). 

Drinking Days 

The number of drinking days reported by subjects 

during the six-month period prior to the follow-up inter

view was used to assess post-treatment alcohol consump

tion. Drinking days, rather than volume of alcohol 

consumed or level of intoxification reached, was used to 

measure drinking behavior. Results of several studies 

indicate that global indices of drinking behavior such as 

days drinking and days abstinent are more accurately 

reported than more specific measures of alcohol con

sumption such as volume of daily intake (McCrady, Paolino 

& Longbaugh, 1978; Maisto, Sobell & Sobell, 1979) and tend 

to be highly consistent with reports of subjects' drinking 

behavior by collateral informants such as spouses, close 

relations, and friends (McCrady, Paolino & Longbaugh, 

1978; Maisto, Sobell & Sobell, 1979; Maisto, Sobell & 

Sobell, 1982; and Polich, 1982). The procedure used to 

assess drinking days was the "calendar method" developed 

by Sobell, Maisto, Sobell and Cooper (1979) to help 

patients recall those days on which they did or did not 

drink alcohol. Subjects were presented with a calendar and 

asked to recall those days on which they drank alcohol, 

one month at a time over the previous six months. To aid 
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subjects in this task, interviewers provided information 

about local events, weather conditions, and holidays 

during each month and helped patients to identify impor

tant personal events such as birthdays, arrests, hospi

talizations, pay days and work schedules to facilitate 

their recall of drinking days. These events were then used 

as anchor points to aid subjects in their recall of drink

ing on days preceding and following such occasions. This 

method of obtaining retrospective reports of drinking 

behavior has been found to yield accurate accounts of 

drinking days when compared with collateral reports for up 

to six months prior to the time subjects were interviewed 

(Maisto, Sobell & Sobell, 1979). 

Alcohol Use Inventory 

The Alcohol Use Inventory (AUI) is a 147 item self-

report questionnaire which reviews the patient's use of 

alcohol and its effects upon his/her life. The patient 

responds to each item either yes or no in terms of whether 

or not the statement applies to him/her. The AUI consists 

of 16 factor analytically derived primary scales and six 

second-order scales derived from factor analysis of the 

primary scales. The 16 primary scales measure four general 

dimensions of drinking behavior. The first group of scales 

assess the uses of drinking (_!_ Social Benefit, 2 Mental 

Benefit, 2 ^^^^ Change, 4̂  Coping with Loss and 5. Coping 
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with Marital Problems). The second group of scales assess 

patterns of drinking (6̂  Gregarious Drinking, 7 

Obsessive-Compulsive Drinking, 8 Sustained Drinking and ^ 

Quantity of Consumption). The third group of scales 

measures consequences of drinking (j_0 Loss of Control, j_1_ 

Social Role Maladaption, J_2 Delirium, j_3 Hangover and J_4 

Marital Problems). The fourth group of scales assesses 

personal concern about drinking (j_5_ Guilt-Worry Over 

Drinking and j_6 Attempts to Stop Drinking). The 

second-order scales assess broader dimensions of drinking 

behavior. These include Enhancement Drinking (use of 

alcohol to enhance personal-social functioning), 

Obsessive-Sustained Drinking (degree of compulsive and 

sustained drinking). Acknowledgment of Problem Drinking 

(awareness of alcohol problem). Anxiety Related to 

Drinking (emotional disruption associated with drinking). 

Alcohol Deterioration D1 and D2 (severity of problems 

associated with drinking) and General Alcoholism (range of 

general alcoholic symptomatology). 

The scales of the AUI have been found to be reliable 

and valid measures of drinking behavior (Skinner & Allen, 

1983; Wanberg, Horn & Poster, 1977). Internal-consistency 

reliability estimates of scales on the AUI range from .69 

to .91 with test-retest reliability ranging from .62 to 

.94. Scales of the AUI have also been found to signifi

cantly differentiate between first-admission versus 
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chronic alcoholics and between abstinent and nonabstinent 

patients following treatment (Wanberg, Horn & Poster, 

1977). Appropriate scales of the AUI have also been found 

by Skinner and Allen (1983) to demonstrate concurrent 

validity (from .62 to .72) with other measures of alcohol 

abuse such as the Michigan Alcoholism Screening Test 

(Selzer, 1971). There also appears to be little rela

tionship between scales of the AUI and measures of 

response style such as social desirability, denial of 

symptoms and carelessness (Skinner & Allen, 1983). 

Scores on selected scales of the AUI at the follow-up 

interview were used to assess post-treatment functioning 

of subjects during the previous year. Scales described 

below were used to assess several aspects of post-

treatment functioning including social-occupational 

functioning, emotional and health care problems associated 

with drinking. Health problems related to drinking were 

measured by scores on the Alcohol Deterioration Scale 

(D2). This is an 11 item scale which measures the severity 

of medical and health care problems associated with drink

ing. Emotional problems associated with drinking were 

assessed by the Anxiety Related to Drinking Scale, a 21 

item scale that measures emotional distress related to 

drinking. Social-occupational functioning was measured by 

the Social Role Maladaption Scale, an eight item scale 

that measures legal, occupational and family problems 
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associated with drinking. (See Appendix D for AUI Scales.) 

Procedures 

Subjects who participated in the KGVAMG alcohol 

treatment outcome study were selected for the present 

study based upon the presence or absence of the following 

coexisting psychiatric syndromes. Powell et al.'s (1982) 

criteria were used to generate three alcoholic subtypes: 

The Primary subtype (n 43) contained patients with a posi

tive history for alcoholism only. The Depressed subtype 

(n 21 ) contained patients with a positive history for 

alcoholism and major depression (exclusive of heavy binge 

drinking). The Antisocial subtype (n 20) contained 

patients with a positive history for alcoholism and 

antisocial personality. Nine potential subjects were 

excluded from the present study. Four of these subjects 

did not participate in the full 28 day treatment program 

and the remaining five were found to be positive for Drug 

Abuse within a two year period prior to treatment for 

alcoholism. The remaining 84 subjects in the Primary, 

Depressed and Antisocial subgroups were then compared on 

the following measures of treatment program effectiveness: 

(1 ) post-treatment alcohol consumption, (2) post-treatment 

social-occupational functioning, (3) emotional problems 

associated with drinking after treatment and (4) post-

treatment health care problems associated with drinking. 
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For the purpose of debriefing subjects, the experi

menter provided a written description of the purpose and 

results of the present study that will be available to 

study participants upon request (see Appendix E). This 

information will be available to interested study 

participants through the REPAT office of the KGVAMG. 



CHAPTER III 

RESULTS 

Preliminary Analyses 

Several preliminary analyses were conducted to deter

mine the comparability of subjects in each alcoholic sub

type before their response to treatment was evaluated. 

Subtypes were compared on a number of variables that could 

potentially influence treatment outcome between groups. 

Subjects in the Primary, Depressed and Anti-Social 

subgroups were initially compared on a number of socio

demographic variables including age, education, race and 

IQ. Descriptive data on the socio-demographic charac

teristics of each subtype are presented in Table 1. One

way analyses of variance revealed no differences between 

subtypes on education (F (2,83) = .65, n.s.) or IQ (P 

(2,83) = 2.00, n.s.). Significant age differences between 

subtypes, however, were observed (P (2,83) = 8.74, p < 

.0004). Results of Duncan's (1955) multiple range t-tests 

indicated that members of the Antisocial subtype were 

significantly younger than members of the Primary and 

Depressed subgroups. No age differences between the Pri

mary and Depressed subtypes were found. A chi-square 

analysis of racial distribution (black to white) among 

subtypes revealed no differences between groups in racial 

composition (% (2) = .228, n.s.). Analysis of variance 

37 



38 

Table 1 

Age, Education, Race and IQ 
of Each Alcoholic Subtype 

Demographic 
Variables 

Primary 
(n=43) 

M 

Age 47.74 

Education 3.95 

IQ 105.04 

SD 

Depressed 
(n=21) 

M SD 

11.73 45.95 10.71 

0.92 3.71 1.10 

8.42 107.38 8.78 

Antisocial 
(n=20) 

M SD 

35.35 10.19 

4.05 0.99 

101.95 9.26 

Race 

White 

Black 

32 

11 

17 

4 

16 

4 

Note: IQ scores were derived from the Shipley Institute of 
Living Scale. Education was coded as follows (1 = Post BA, 
2 = BA, 3 = Some college/vocational training, 4 = 12 years 
or GED, 5 = 9-12 years, 6 = 4-8 years, 7 = 3 or less 
years). Racial composition of subgroups are presented in 
frequencies. 
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tables for education, IQ and age of subtypes are presented 

in Table 2. 

Since a number of additional treatment options beyond 

the core treatment program were available to subjects 

during their stay in the ADTU, subgroup participation in 

optional portions of the treatment program was analyzed to 

determine whether overall treatment received by subjects 

of each subtype was comparable. Treatment options included 

relaxation training, Antabuse therapy. Alcoholics Anony

mous, group therapy and individual and family counseling. 

Since participation rates among subgroups were virtually 

identical for Antabuse therapy, individual counseling and 

Alcoholics Anonymous (nearly 1005̂  for all subtypes), 

statistical comparisons were limited to the remaining 

treatment options. Participation frequencies for each 

subgroup are presented in Table 3. A series of chi-squares 

comparing each subtype on their selection of treatment 

options revealed no significant differences in the 

participation of subgroups in relaxation training (X(2) 

2.98, n.s.), group therapy (X (2) = 5-09, n.s.), and 

family counseling (X(2) = .30, n.s.). Therefore, overall 

treatment received by each subtype was judged to be com

parable . 

Subjects in each subtype were also compared on treat

ment they had received during the one year period between 

discharge from the ADTU and the follow-up interview. 



Table 2 

Analysis of Variance Tables for Age, IQ 
and Education of Alcoholic Subtypes 
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Source 

Age 

Error 

Total 

Sum of 
Squares 

2169.29 

10055.68 

12224.98 

DP 

2 

81 

83 

Mean 
Square 

1084.64 

124.14 

8.74 0004 

Education 

Error 

Total 

1 .27 

79.14 

80.41 

2 

81 

83 

0.63 

0.97 

0.65 52 

IQ 

Error 

Total 

304.22 

6153.80 

6458.03 

2 

81 

83 

152.11 

75.97 

2.00 14 



Table 3 

Frequency of Participation in ADTU 
Treatment Options Among Subtypes 
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Treatment 
Options 

Primary Depressed Antisocial 
(n=43) (n=21) (n=20) 

r 
Relaxation 
Training 

Group 
Therapy 

Family 
Counseling 

19 

13 

16 

11 

12 

17 

2.98 

5.09 

0.30 
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Follow-up data revealed that interim treatment during this 

period was almost entirely restricted to Alcoholics Anony

mous (AA), group and individual therapy. Therefore, 

analysis of potential differences in interim treatment 

received by each subgroup was limited to AA, group and 

individual therapy. Frequencies of participation in these 

interim treatments are presented in Table 4. Chi-square 

analyses of follow-up treatment revealed no differences 

between subtypes in their participation in AA (X*(2) = 

2,30, n.s.), group therapy (X (2) = .27, n.s.) or indivi

dual therapy (X (2) = .23, n.s.) in which only Depressed 

and Antisocial subjects participated. 

Subtypes were also compared on the amount of follow-

up treatment they received. Descriptive data on follow-up 

treatment received by each subtype is presented in Table 

5. No significant differences were found between subtypes 

in the number of AA meetings they attended (P (2,51) = 

2.82, n.s.) or the number of group therapy sessions (P 

(2,39) = 1.30, n.s.) or individual (F (1,5) = .005, n.s.) 

therapy sessions in which they participated. The analysis 

of variance tables for each follow-up treatment are 

presented in Table 6. 

Finally, subgroups were compared on patterns of 

alcohol consumption, as well as social-occupational 

functioning, emotional and health care problems prior to 

treatment. This analysis was conducted to determine 



43 

Table 4 

Frequency of Participation in Follow-up 
Treatment Among Subtypes 

Follow-up 
Treatment 

Alcoholics 
Anonymous 

Group 
Therapy 

Individual 
Therapy 

Primary 
(n=43; 

28 

22 

0 

Dep: ressed 
n=21 ) 

11 

11 

3 

Antisocial 
(n=20) 

15 

9 

4 

X̂  

2.30 

0.27 

0.23 

Note: Since Primary subjects chose not to participate in 
follow-up individual therapy, the corresponding chi-square 
analysis was limited to subjects in the Depressed and 
Antisocial groups. 



Table 5 

Amount of Pollow-up Treatment 
Received by Each Subtype 
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Pollow-up 
Treatment 

Alcoholics 
Anonymous 

Group 
Therapy 

Individual 
Therapy 

Primary 
(n=43) 

M SD 

Depressed 
(n=21) 

M 

6.68 6.30 

SD 

24.71 32.64 22.45 22.50 

3.54 2.67 

13.66 11.90 

Antisocial 
(n=20) 

M SD 

58.53 73.56 

5.88 3.90 

13.00 7.25 

Note: These data represent the number of follow-up therapy 
sessions or AA meetings attended by subjects in each sub
group. 
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Table 6 

Analysis of Variance Tables for Pollow-up 
Treatment Received by Each Subtype 

Source 

Alcoholics 
Anonymous 

Error 

Total 

Group 
Therapy 

Error 

Total 

Individual 
Therapy 

Error 

Total 

Sum of 
Squares 

12902.13 

116597.19 

129499.32 

72.58 

1088.40 

1160.98 

.73 

634.70 

635.43 

DP 

2 

51 

53 

2 

39 

41 

1 

5 

6 

Mean 
Square 

6451.06 

2286.21 

36.29 

27.91 

.73 

126.94 

P 

2.82 

1 .30 

.005 

P 

.075 
** 

.73 

.99 
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whether subtypes were initially comparable on the varia

bles that were to be used to assess treatment program 

effectiveness. Descriptive data on pretreatment compari

sons are contained in Table 7. Analyses of variance 

revealed no differences between subtypes in alcohol 

consumption (P (2,83) = 1.24, n.s.), emotional problems (P 

(2,83) = 2.26, n.s.) or health care problems (P (2,83) = 

1.52, n.s.) prior to treatment. On social-occupational 

functioning, however, subgroups were found to differ 

significantly (P (2,83) = 6.20, p < .003). Duncan's (1955) 

multiple range t-tests indicate that Antisocial subtypes 

experienced more problems in social-occupational function

ing prior to treatment than Primary subtypes. No other 

pretreatment differences in social-occupational function

ing between subtypes were found. Analysis of variance 

tables for each pretreatment comparison are presented in 

Table 8. 

Test of Hypotheses 

In the present study it was hypothesized that Primary 

alcoholics would exhibit better post-treatment functioning 

than Depressed or Antisocial alcoholics on all treatment 

outcome measures (Hypothesis 1). It was also expected that 

Depressed alcoholics would demonstrate better overall 

functioning following treatment than Antisocial alcoho

lics, but worse than Primary alcoholics (Hypothesis 2). 
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Table 7 

Pretreatment Comparisons of Subtypes 
on Treatment Outcome Variables 

Outcome Primary Depressed Antisocial 
Variables (n=43) (n=21 ) (n=19) 

M SD M SD M SD 

Drinking 
Days 130-65 57.43 120.76 55.29 104.94 67-94 

Social-
Occupational 
Functioning 4-95 2.75 6.14 2.51 7.35 2.13 

Emotional 
Functioning 5.58 2.82 7.14 2.72 6.05 2.64 

Health Care 
Problems 5.60 2.27 5.86 2.63 6.70 2.11 

Note 1 : Data on pretreatment drinking days was not avail
able for one Antisocial patient. Since no pretreatment 
differences in alcohol consumption between subtypes were 
found, this subject was included in the post-treatment 
analyses. 

Note 2: Drinking days based on the previous six month 
period. Higher scores on the remaining three variables 
indicate poorer functioning in these areas. 
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Table 8 

Analysis of Variance Tables for Pretreatment Comparisons 
of Subtypes on Treatment Outcome Variables 

Sum of Mean 
Source Squares DP Square 

Drinking 
Days 8769.64 2 4384-82 1.24 .29 

Error 282806-52 80 3535.08 

Total 291576.17 82 

Social-
Occupational 
Functioning 81.29 2 40.65 6.20 -003 

Error 531.03 81 6.56 

Total 612.32 83 

Emotional 

Problems 34.43 2 17.22 2.26 .11 

Error 615.99 81 7.60 

Total 650.42 83 

Health Care 

Problems 16.52 2 8.26 1.52 .23 

Error 441.05 81 5.45 

Total 457.57 83 
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Finally, it was expected that Antisocial alcoholics would 

exhibit poorer post-treatment functioning than either 

Primary or Depressed alcoholics (Hypothesis 3). To deter

mine whether alcoholic subtypes responded differently to 

treatment, one-way analyses of variance were calculated 

for the following measures of post-treatment functioning: 

(1 ) post-treatment alcohol consumption, (2) emotional 

problems and (3) health care problems associated with 

drinking. An analysis of covariance (using pretreatment 

scores on social-occupational functioning as the co-

variate) was calculated for post-treatment social-occupa

tional functioning since subtypes were found to differ on 

this measure prior to treatment. These analyses revealed 

no differences between subtypes in post-treatment alcohol 

consumption (P (2,83) = .05, n.s.) or social-occupational 

functioning (P (2,83) =2.50, n.s.). Significant differ

ences in both emotional problems (P (2,83) = 8.71, p < 

.01) and health care problems (P (2,83) = 4.63, p < -05) 

experienced by subtypes were found. Descriptive data 

comparing subtypes on each measure of post-treatment 

functioning are presented in Table 9. Corresponding 

analysis of variance tables are presented in Table 10. 

The hypotheses were tested using Duncan's (1955) 

multiple range t-tests. These analyses indicated that the 

Primary subtypes experienced significantly fewer emotional 

problems following treatment than Depressed or Antisocial 
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Table 9 

Comparison of Subtypes on Treatment 
Outcome Variables 

Outcome 
Variables 

Primary 
(n=43) 

M 

Drinking 
Days 

Social-
Occupational 
Functioning 

Emotional 
Problems 

Health Care 
Problems 

2.88 

SD 

59.26 54.56 

4.05 2.56 

2.13 

3-65 2.78 

Depressed 
(n=21 ) 

M SD 

5.95 2.58 

5.62 2.84 

4.76 2.32 

Antisocial 
(n=20) 

M SD 

63.00 62.33 57.40 55-31 

6.10 2.61 

4.45 3-00 

5-80 2.75 

Note: Drinking days based on previous six-month period. 
Higher scores on the remaining variables indicate poorer 
functioning in these areas. 



Table 10 

Analysis of Variance and Covariance Tables 
for Treatment Outcome Variables 
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Source 

Drinking 
Days 

Error 

Total 

Sum of 
Squares 

342.76 

260864.99 

261207.75 

Emotional 
Problems 

Error 

Total 

112.38 

522.32 

634.70 

DP 

2 

81 

83 

2 

81 

83 

Mean 
Square 

171.38 

3220.56 

56.19 

6.45 

.05 

8.71 

99 

01 

Health Care 
Problems 65.93 

Error 

Total 

576.78 

642.70 

2 

81 

83 

32.96 

7.12 

4.63 -05 

Social-
Occupational 
Functioning 25.82 

Govar. 

Error 

Total 

125.87 

412.79 

620.99 

2 

1 

80 

83 

12.91 

125.87 

5.16 

2.50 

24-39 

-09 

Note: Significance levels were based upon P values ob
tained from the Bonferroni tables (Huitema, 1980) to 
control for Type I errors associated with multiple com
parisons -
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subtypes. Primary alcoholics also reported significantly 

fewer health-related problems than Antisocial alcoholics 

following treatment. Hypotheses 1 and 3, therefore, were 

partially corroborated. No further differences between 

subtypes were found. Therefore, Hypothesis 2 was not 

corroborated. 



CHAPTER IV 

DISCUSSION 

Data from the present study provided partial support 

for the hypotheses. Results of the present investigation 

indicated that alcoholic subtypes responded differently to 

treatment on two of four measures of post-treatment func

tioning. Findings are discussed in relation to each 

treatment outcome measure. 

Hypothesis 1 received partial confirmation in pre

dicting that Primary alcoholics would exhibit better 

emotional functioning following treatment than other alco

holic subtypes. As expected. Primary alcoholics reported 

fewer alcohol-related emotional problems after treatment 

than Depressed or Antisocial alcoholics. This finding is 

also consistent with Hypothesis 3 which predicted that 

Antisocial alcoholics would display poorer post-treatment 

emotional functioning than other subtypes. Contrary to 

prediction (Hypothesis 2), however, no differences were 

found between Depressed and Antisocial subtypes in re

ported emotional problems related to drinking. These data 

suggest that standard inpatient treatment for alcoholism 

may possibly be more effective in reducing emotional 

problems associated with alcohol abuse for Primary alco

holics than for Depressed or Antisocial alcoholics. 

Further investigation is necessary, however, to sub-
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stantiate these findings. 

Although inconsistent with expected results 

(Hypothesis 2), it is not surprising that Depressed and 

Antisocial alcoholics (with their history of psycho

pathology) should exhibit no differences in emotional 

functioning following treatment. Results of the present 

study suggest that it may possibly be unrealistic to 

expect that alcohol-related emotional problems should 

respond significantly to short term therapy in subjects 

with a history of major psychological disturbances. Since 

Primary alcoholics exhibited less emotional distress 

related to drinking than other subtypes after treatment, 

it is possible that these findings reflect differences in 

the effectiveness of short term treatment with subjects 

who exhibit significant psychopathology (Depressed and 

Antisocial subtypes) versus those who display less serious 

emotional distress (Primary subtypes). 

Hypotheses 1 and 3 also received partial corrobora

tion in predicting that Primary alcoholics would exhibit 

the smallest number and Antisocial alcoholics the largest 

number of health care problems following treatment. As 

anticipated, Primary alcoholics reported significantly 

fewer alcohol-related health problems than Antisocial 

alcoholics and Antisocials reported significantly more of 

such problems than Primaries. Contrary to prediction 

(Hypothesis 2), however, Depressed alcoholics reported no 
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more health care problems than Primary alcoholics and no 

fewer than Antisocial alcoholics following treatment. 

One possible explanation of these findings may be 

inferred from the results of Penick et al. (1984). These 

investigators found that Antisocial alcoholics tended to 

experience more medical and health care problems than 

Primary alcoholics with Depressed alcoholics usually 

falling between the two extremes. As a result, Primary 

alcoholics might be expected to benefit most from treat

ment and Antisocials least, with benefit of treatment for 

Depressed alcoholics falling in the middle range. If such 

a pattern of results emerged from treatment, it might have 

had the effect of increasing post-treatment differences in 

health care functioning between Primary and Antisocial 

alcoholics and attenuating differences between Primary and 

Depressed, and between Depressed and Antisocial alco

holics as is observed in the present findings. Validation 

as well as explanation of the present results, however, 

awaits further research. 

It was also predicted that alcoholic subtypes would 

exhibit different patterns of alcohol consumption follow

ing treatment. Primary alcoholics were expected to drink 

the least after treatment (Hypothesis 1), followed by 

Depressed alcoholics (Hypothesis 2), whereas Antisocial 

alcoholics were predicted to drink the most following 

treatment (Hypothesis 3)- No hypothesis concerning post-
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treatment alcohol consumption was corroborated. Contrary 

to expectation, no difference in post-treatment drinking 

days was found between alcoholic subtypes. 

Although the treatment program in the present study 

was successful in reducing pretreatment levels of alcohol 

consumption by an average of 50^ across subgroups, no 

differences in post-treatment drinking days were observed 

between groups. It may be that these findings reflect the 

limited effectiveness of short term inpatient treatment on 

chronic patterns of alcohol abuse, so that substantial 

differences between subtypes in response to treatment may 

be unrealistic to expect. It is also possible that dif

ferences in drinking patterns of subjects in each subtype, 

such as daily drinking versus weekend drinking versus 

binge drinking may have created such variability in post-

treatment drinking days that differences in response to 

treatment between subtypes were obscured. These findings, 

however, indicate that treatment received by subjects in 

the present study was equally effective in reducing pre

treatment levels of alcohol consumption for all subtypes 

since subtypes did not respond differentially to treatment 

as predicted. Further research will be necessary, however, 

to confirm these findings. 

Alcoholic subtypes were also expected to display dif

ferent patterns of social-occupational functioning follow

ing treatment. Primary alcoholics were expected to exhibit 
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fewer legal, occupational and marital problems after 

treatment than other subtypes (Hypothesis 1). Antisocial 

alcoholics, on the other hand, were predicted to have more 

legal, occupational and marital difficulties than other 

subtypes following treatment (Hypothesis 3), with De

pressed alcoholics in the middle range (Hypothesis 2). 

Although results obtained were in the predicted direction, 

differences found between subtypes in social-occupational 

functioning after treatment did not reach significance. 

All hypotheses concerning social-occupational functioning 

were, therefore, disconfirmed. 

These results may, in part, be due to time restric

tions imposed on subjects in the present study. It is 

possible that one year after treatment may be an insuffi

cient period of time for subjects to substantially alter 

their legal, occupational or marital status, creating a 

restricting effect on differences between subtypes in 

social-occupational functioning that with additional time 

may have emerged. The present findings, however, indicated 

that once initial differences in social-occupational func

tioning were partialled out, subtypes responded no dif

ferently to treatment in the area of social-occupational 

functioning. Further research is necessary, however, to 

substantiate these findings. 

Several trends emerge in the overall results of the 

present study. Primary alcoholics appear to benefit more 
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consistently from treatment than other subtypes, at least 

in the areas of emotional and health care problems related 

to drinking. Antisocial alcoholics tend to benefit less 

from treatment than Primary alcoholics in the areas of 

emotional and health care functioning, with Depressed 

alcoholics falling in the middle range. Treatment, how

ever, appears to be equally effective in decreasing 

alcohol consumption and improving social-occupational 

functioning for all three subtypes. 

One might expect that Antisocial alcoholics with 

their long history of character disorder would be less 

likely to respond to treatment than Primary alcoholics 

with no history of major psychological disturbance. It 

remains unclear, however, why Depressed alcoholics who 

also exhibit a history of significant psychopathology 

should tend to fall in the middle range between Antisocial 

and Primary alcoholics in their response to treatment. 

One possible explanation for this finding may relate 

to the length of time that alcoholic subtypes have exper

ienced coexisting psychological problems. By definition. 

Antisocial patients displayed a longer history of psycho

pathology than Depressed patients, whereas Primary 

patients exhibited only minor psychological problems other 

than alcoholism. Depressed patients may have responded 

better to treatment than Antisocial patients because of 

their shorter and, therefore, less disruptive psychiatric 
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history, but worse than Primary alcoholics with no history 

of psychopathology. Further research will be necessary, 

however, to verify this finding. 

The present findings suggest that alcoholics with no 

psychiatric history may respond more positively to treat

ment for alcoholism than alcoholics who exhibit signifi

cant psychopathology such as major depression or anti

social personality disorder. Results of the present study 

also indicate that the presence or absence of coexisting 

psychopathology may be an important moderator variable 

that may have a significant influence on response to 

treatment among alcoholics. These findings also help to 

validate the usefulness of Powell's method of subtyping 

alcoholics not only as a means of identifying prominent 

alcoholic subtypes, but also as a diagnostic procedure 

that may prove to be important in predicting response to 

treatment among subclasses of alcoholics. 

Results of the present study are difficult to compare 

with those of earlier studies on treatment response among 

alcoholic subtypes because of the methodological problems 

associated with these studies. Findings in the present 

study, however, appear to be reasonably consistent with 

what one might expect from previous validity studies that 

have examined the drinking behavior patterns of alcoholic 

subtypes. Results of these studies indicate that severity 

of alcohol abuse, as well as drinking-related problems 
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such as job loss, history of psychiatric care, emotional 

distress, marital problems, medical and legal difficulties 

tend to increase with more severe psychopathology among 

alcoholics or alcohol-using populations (Donovan, Chaney & 

O'Leary, 1978; Nerviano, McCarty & McCarty, 1980; Penick, 

Powell, Othmer, Bingham, Rice & Liese, 1984; Whitelock, 

Overall & Patrick, 1971). These findings might lead one to 

expect results similar to those obtained in the present 

study that monosyndromatic alcoholics would tend to re

spond more positively to treatment based upon pretreatment 

levels of functioning than polysyndromatic alcoholics. 

The present study represents an extension of a pre

vious line of research which has sought to identify 

prominent alcoholic subtypes and to determine whether 

alcoholic subtypes respond differently to treatment. This 

area of research, although promising, tends to suffer from 

a number of methodological problems that should be ad

dressed in future investigations. Researchers in this area 

tend to use a variety of personality assessment methods to 

subtype alcoholics without apparent regard for compar

ability of findings or continuity with previous research. 

Until recently researchers in this area have also failed 

to establish the clinical validity of identified alcoholic 

subtypes. Investigators have also typically neglected to 

describe the diagnostic criteria used to identify patients 

as alcoholic, and have generally failed to describe treat-
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ment procedures in sufficient detail to permit comparison 

of results across studies. Attention to these problems in 

future research would do much to improve the interpret-

ability and generalizability of findings in this area of 

research. 

As more is known about the functioning of alcoholic 

subtypes and their response to various treatment modali

ties, treatment programs can be modified to meet the needs 

of the types of alcoholics being treated. Research of this 

nature can, therefore, potentially contribute to the 

development of more effective and cost-efficient treatment 

of alcoholics in the future. 
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DSM III CRITERIA FOR ALCOHOL ABUSE 
OR ALCOHOL DEPENDENCY 

Diagnostic Criteria for Alcohol Abuse: 

A. Evidence for a pattern of pathological alcohol use. 

1 . Need for daily use of alcohol for adequate func
tioning. 

2. Inability to cut down or stop drinking. 
3" Repeated efforts to control or reduce excessive 

drinking. 
4. Inability to restrict drinking to certain times of 

the day. 
5. Binges (remaining intoxicated throughout the day 

for at least two days). 
6. Occasional consumption of a fifth of spirits (or 

its equivalent in wine or beer). 
7. Amnesia periods for events while intoxicated. 
8. Continuation of drinking despite serious physical 

disorders that the patient knows will be exacer
bated by alcohol use. 

9- Drinking of non-beverage alcohol. 

B. Evidence of alcohol abuse for at least one month. 

C. Impairment in Social or Occupational Functioning due 
to Alcohol Use. 

1. Violence while intoxicated. 
2. Absences from work. 
3. Loss of job. 
4. Legal difficulties due to drinking (arrests for 

intoxicated behavior, DWI's). 
5. Arguments or difficulties with family or friends 

because of excessive alcohol use. 

Diagnostic Criteria for Alcohol Dependence: 

A. Either a pattern of pathological alcohol use or 
impairment in social or occupational functioning due 
to alcohol use. 

B- Evidence of either tolerance or withdrawal. 

1 . Need for marked increases in alcohol consumption 
to achieve intoxication. 

2. Reduced intoxicating effect with regular use of 
similar amounts of alcohol. 
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B. Evidence of either tolerance or withdrawal (cont.) 

3. Development of alcohol withdrawal symptoms after 
cessation of or reduction in drinking (e.g., 
tremors of hands, tongue, or eyelids, nausea and 
vomiting, malaise or weakness, autonomic hyper
activity, anxiety, depressed mood, or irrita
bility, or orthostatic hypotension). 
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CONSENT FORM 

Information about Research Study on the OUTCOMES OF 
ALCOHOLICS WITH/WITHOUT A CO-EXISTING PSYCHIATRIC SYNDROME 
for the Purpose of Obtaining Subject Consent 

1 . I understand that I am being asked to participate in a 
research study. 

2. I understand that the purpose of this study is to 
determine whether alcoholics who have emotional or 
psychiatric problems in addition to their alcoholism 
(e.g., depression) do as well in treatment as those 
who have only the single problem of alcoholism. The 
general nature of this study has been explained to 
me. 

3. I will agree to answer questions in personal inter
views that deal with my drinking problem and any other 
emotional problems which I may have experienced. I 
will also complete answers to several psychological 
tests. I also agree to let Barbara J. Powell, Ph.D. or 
her designee contact me after I am discharged from the 
hospital for other follow-up interviews. In the 
follow-up interviews, I will answer questions regard
ing any alcohol-related events that may have occurred 
since I was discharged from the hospital. 

4. There are no risks or unusual discomforts associated 
with any of these procedures. 

5. I will recieve fifty dollars if I participate in both 
the first and second personal interviews and ten 
dollars for each subsequent telephone interview. 
However, my participation will have no bearing, posi
tive or negative, on my hospital treatment as either 
an inpatient or outpatient. 

6. There are no alternative procedures available. 

7. I understand that Barbara J. Powell, Ph.D. or her 
designee is willing to answer any inquiries I may have 
in connection with the procedures herein described; 
all of the questions I have at this time have been 
answered to my satisfaction. 
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8. 

9. 

10 

11 

I understand that I am free to withdraw my consent; 
that I can refuse to answer any questions; and that I 
can terminate my participation in this investigation 
at any time. 

I further understand that any and all information that 
relates to my participation in this study will be 
treated in a confidential and anonymous manner when 
p?m t^®^ ^^^ publication. (Pursuant of Fed. Reg. 42 
Oi?T Part 2 Confidentiality of Alcohol and Drug Abuse 
Patient Records ). 

It is the policy of the KCVAMC to provide necessary 
medical care for any eligible veteran patient who 
incurs a physical injury as a result of his partici
pation in an authorized research project. In addition 
to medical care, a person may seek compensation under 
Title 38 USSC 351. In the event of injuries sustained 
by non-eligible veteran or non-veteran participants, 
the policy of this Medical Center is to provide only 
emergency medical care. In these circumstances, 
compensation may be sought under Title 28 USC 1346(b). 

I have read and understand the information contained 
in this consent form and agree to participate in this 
research study. 

Date Signature of Patient or Guardian 

Printed Name of Patient or Guardian 

The information contained in 
this consent form has been 
explained to the patient or 
guardian who signed above, 
and it appears that he/she 
understands it. 

I, the undersigned, was 
present during the dis
cussion of the above 
information. It appears 
to me that the patient or 
guardian who signed above 
understood its context. 

Signature of Investigator Signature of Witness 

Printed Name of Investigator Printed Name of Witness 
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DESCRIPTION OP THE ADTU TREATMENT PROGRAM 

Mandatory Treatment Hours per Week 

*Group Counseling 7 

Vocational Information (benefit, available 
services) 1 

Recreational Activities (sports, outings) 2 

Educational Activities (lectures, movies) 5 

15 

Optional Treatment 

Relaxation Training 3 

Antabuse Therapy 1 

Alcoholics Anonymous 1 1 /2 

**Group Therapy 2 

**Individual Counseling 1 

**Family Counseling 1 

9 1/2 

^Conducted by alcohol counselors 
**Gonducted by psychologists 
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ALCOHOL USE INVENTORY SCALES 

Social-Role Maladaption Scale 

AUI Item 
No. 

1 . 55 Have you ever been detained or jailed for 
public drunkenness? 

a. No 
b. Yes 

2. 76 Have you ever received a ticket for driving 
under the influence of alcohol or driving 
while intoxicated? 

a. No 
b. Yes 

3- 97 Have you ever taken the "geographic cure" that 
is, move from town to town, place to place, to 
stop drinking and make a new start? 

a. No 
b. Yes 

4. 118 Have you lost a job because of drinking? 

a. No 
b. Yes 

5. 56 Are you presently living alone as a result of 
drinking? 

a. No 
b. Yes 

6- 77 Have you missed work because of drinking 
during the past year? 

a. No 
b. Yes, but no more than 1 to 3 times. 
c. Yes, but about 4 to 10 times. 
d. Yes, more than 10 times. 
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Social Role Maladaption Scale (cont.) 

AUI Item 
No. 

7- 14 How long were you unemployed during the last 
year? 

a. Had a job throughout the year. 
b. Had a job for about 1 month. 
c. Without a job for about 1 to 3 months. 
d. Without a job for more than 3 months-

8. 35 Have you been living in a marriage or a 
marriage type relationship within the last 
six months? 

a. No 
b. Yes 
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Anxiety Related to Drinking Scale 

AUI Item 
No. 

1 . 29 Do you drink to change your mood (drink when 
bored, angry, flat)? 

a. No 

b. Yes 

2. 71 Do you drink to let down? 

a. No 
b. Yes 

3. 115 Do you resent others talking about your 
drinking? 

a. No 
b. Yes 

4. 50 When drinking, are you often very sad (for 
example, cry a lot)? 

a. No 
b. Yes 

5. 9 Do you get belligerent or mean when you 
drink? 

a. No 
b- Yes, sometimes 
c. Yes, usually 

6. 30 Do you swing from periods of great happiness 
or periods of great despair? 

a. No 
b. Yes 

7. 51 Do you drink to relieve tensions? 

a. No, never 
b. Occasionally 
c. Often 
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Anxiety Related to Drinking Scale (cont.) 

AUI Item 
No. 

Q* 7 Does your drinking cause hardships for your 
family and/or friends? 

a. No 
b. Yes 

9. 28 Are you worried that your drinking is 
occurring at times other than the times you 
are accustomed to drinking? 

a. No 
b. Yes 

10. 49 Are you afraid your drinking is getting 
worse? 

a. No 
b. Yes 

11. 70 Is the result of your drinking causing you to 
have noticeable fear? 

a. No 

b. Yes 

12. 72 Do you drink to forget? 

a. No 
b. Yes 

10. 8 Do you avoid talking to others about your 
drinking? 

a. No 
b. Yes 

14. 112 Do you make excuses or lie to cover up your 
drinking? 

a. No 
b. Yes 

15. 91 Are you usually depressed after a period of 
heavy drinking? 

a. No 
b. Yes 
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Anxiety Related to Drinking Scale (cont.) 

AUI Item 
No. 

16. 93 Do you frequently begin drinking .because 
things pile up? 

a. No 
b. Yes 

17. 92 Do you have vague fears and anxieties after a 
period of drinking? 

a. No 
b. Yes 

18. 114 Do you start drinking to get over being 
depressed? 

a. No 
b. Yes 

19- 73 Do you show marked resentments when you 
drink? 

a. No 
b. Yes 

20. 113 Do you have guilt or remorse after a drunk? 

a. No 
b. Yes 

21 . 94 When you are drinking, are your moods about 
the same as when you do not drink? 

a. No 
b. Yes 



AUI 
No. 
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Alcohol Deterioration Scale, D2 

Item 

1. 18 When drinking do you usually drink more than one 
kind of alcohol (for example, beer and hard 
liquor)? 

a. No 
b. Yes 

2. 39 After taking one or two drinks, can you usually 
stop? 

a. Yes 
b- Sometimes 
c. No 

3. 60 Have you ever broken out in small sores as a 
result of drinking? 

a. No 
b. Yes 

4. 19 After an evening of heavy drinking, do you 
usually have something to eat before going to 
bed? 

a. No 
b. Yes 

5. 40 When drinking over a period of several days, do 
you? 

a. Eat regular meals 
b- Eat occasionally 
c. Eat nothing at all 

6. 61 Have you ever had a "dry drunk" (act or feel 
like vou are drunk when you have had nothing to 
drink)? 

a. No 
b. Yes 
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Alcohol Deterioration Scale (cont.) 

AUI Item 
No. 

7. 103 Have you drunk hair tonic, shaving lotion, 
canned heat or anything like this? 

a. No 
b. Yes 

8. 124 When drinking heavy how much do you typically 
sleep during a 24 hour period? 

a. 7-8 hours or more 
b. 5-6 hours 
c. 3-4 hours 
d. Less than 2 hours 

9. 125 Do you turn to a less socially accepted life 
when drinking? 

a. No 
b. Yes 

10. 17 Do you drink in the morning to relieve a 
hangover? 

a. No 
b. Yes, sometimes 
c. Yes, almost every time I drink 

11. 82 When you drink at a bar or party in the evening, 
how many drinks do you usually have before 
calling it a night? 

a. One or two 
b. Three to five 
c. Five or more 



APPENDIX E 

DEBRIEFING STATEMENT 

83 



84 

DEBRIEFING STATEMENT 

The information we used in our study came from the 

records of patients like yourself who were treated for 

alcoholism here at the Kansas City VA Hospital. We appre

ciate you volunteering for our study and hope the follow

ing description will provide a clear explanation of the 

purpose and results of our study. 

The purpose of this study was to discover whether 

different types of alcoholics respond better or worse to 

treatment for alcoholism. Although there are many dif

ferent ways to subtype alcoholics, we decided to classify 

alcoholic patients according to psychological problems 

they might have. For example, one type of alcoholic we 

studied was called a Primary subtype because they had no 

history of psychological problems outside of alcohol 

abuse. Another type we studied was called a Depressed 

alcoholic because they had a history of serious depres

sion. The third type we studied was called an Antisocial 

alcoholic because they had a history of employment pro

blems, marital difficulties and getting in trouble with 

the law. 

To see if certain types of alcoholics respond dif

ferently to treatment, we compared a large group of 

Primary, Depressed and Antisocial alcoholics on four 

measures of functioning one year after treatment. One 
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measure was the number of days subjects drank after 

treatment. Another measure was marital and occupational 

functioning. Another measure was emotional problems 

related to drinking and the last measure was health care 

problems after treatment. 

The results we found from these comparisons indicate 

that certain types of alcoholics respond better to treat

ment than others. We found that Primary alcoholics had 

fewer emotional problems after treatment than Depressed or 

Antisocial alcoholics. We also found that Primary alco

holics had fewer health care problems than Antisocial 

alcoholics after treatment. Treatment was equally effec

tive, however, for all subtypes in reducing alcohol con

sumption and increasing social-occupational functioning. 

These findings are important because they help us to 

better understand how different types of alcoholics re

spond to treatment and what treatment is likely to work 

best for different types of alcoholics. These results, 

however, are based on group averages and don't necessarily 

mean anything about the individual alcoholic. Just because 

you are a member of a particular subtype of alcoholic 

doesn't mean that you will respond to treatment like most 

patients did in your group. If you have further questions, 

please check with Dr. Powell or her staff, they should be 

able to answer your questions. Thanks again for your par

ticipation. 


