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ABSTRACT 

Alcohol misuse is undoubtedly one of the most 

significant drug problems confronting this nation today. 

Unfortunately, the attrition rates from various alcohol 

treatment programs range from approximately 13% to 39% with 

an average of 28% (Baekeland & Lundwall, 1975). Thus, it 

is important to identify those factors that are predictive 

of treatment outcome in an alcohol and drug abuse program 

(ADAP) which could ultimately lead to a reduction in 

dropout rates. The present study examined two 

social-learning constructs, namely locus of control 

(Rotter, 1966) and self-efficacy (Bandura, 1977), in terms 

of their ability (both independently and together) to 

predict successful completion of an ADAP. A number of 

other variables including self-deception/impression 

management, depression, and demographic factors were 

analyzed. It was hypothesized that individuals with 

relatively higher self-efficacy and a more internal locus 

of control would be more likely to complete treatment 

successfully. In addition, it was hypothesized that locus 

of control would correlate negatively with self-efficacy. 

Finally, self-efficacy was predicted to be a stronger 

predictor of treatment success than locus of control. 

A sample of 150 patients admitted to a 30-day ADAP 

in a west Texas state hospital were administered measures 

V 



of self-efficacy, locus of control, depression, and 

self—deception/impression management plus a demographic 

questionnaire. Although locus of control was correlated 

negatively with self-efficacy, it was the unsuccessful 

treatment group which demonstrated relatively higher 

self-effiacy as well as a slightly more internal locus of 

control (opposite of what was predicted). While some of 

the self-efficacy factors were stronger predictors of 

treatment success than locus of control, other 

self-efficacy factors were not as strong. Interestingly, 

the unsuccessful group also had higher scores in 

self-deception and impression management. This latter 

finding was given as one possible explanation for the 

unexpected results. Another possibility for these findings 

might lie in the fact that the self—efficacy instrument 

employed in this study is fairly new and has yet to undergo 

rigorous validity testing. Finally, the overall utility of 

these constructs for making predictions regarding 

successfully completing complex tasks was examined. 
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CHAPTER I 

USE OF LOCUS OF CONTROL AND SELF-EFFICACY 

TO PREDICT OUTCOME IN ALCOHOL TREATMENT 

One of the foremost drug problems confronting this 

nation continues to be alcohol misuse, among both adults 

and adolescents. Approximately 5 to 10% of the adult 

American population (age 18 and over) and 15 to 20% of 

adolescents (ages 14 to 17) can be classified as problem 

drinkers (Public Health Service, 1983). It was estimated 

that for 1982 health care costs, accidents, violence, and 

loss of productivity related to alcohol misuse totaled $50 

billion dollars (Health and Public Policy, 1985). While 

alcohol—related cirrhosis of the liver ranks among the 10 

leading causes of death, it has been suggested that many 

deaths previously attributed to other physical diseases 

such as heart and liver failure, acute pancreatitis, 

internal hemorrhaging, and some cancers should actually be 

classified as alcohol—related as well (Institute of 

Medicine, 1980). 

The effects of alcohol in other areas of society are 

equally alarming. Rada (1975) indicated that approximately 

67% of child beating cases, 40% of forcible rape cases, and 

51% of felonies were alcohol-related. In addition, alcohol 

has been found to be involved in at least 50% of all 

automobile fatalities, 67% of drownings, 70 to 80% of 



deaths in fires, 67% of murders, 35% of suicides, and 85% 

of the annual deaths from liver disease, making alcohol 

misuse the leading cause of death for persons aged 15 to 

45 (Public Health Service, 1983). It is these staggering 

statistics which have led some to identify alcohol misuse 

as our nation's number one public health problem (Royce, 

1981). 

Given the impact of alcohol misuse on our society, it 

is very apparent why researchers have devoted so much time 

and effort exploring this area. One trend which seems to 

be emerging in the literature is to conceptualize problem 

drinking as one specific type of addictive behavior, a 

broad category which also incorporates smoking, other forms 

of substance abuse, overeating, gambling, compulsive sexual 

behaviors, and sometimes even "addictive relationships" 

(Orford, 1985; Peele, 1985). Marlatt, Baer, Donovan, and 

Kivlahan (1988) define addictive behavior as "a repetitive 

habit pattern that increases the risk of disease and/or 

associated personal and social problems" (p.224). They 

also report that addictive behaviors often are experienced 

subjectively as a "loss of control" (i.e., that the 

behavior continues to occur despite attempts to abstain or 

moderate use) and that attempts to change addictive 

behaviors are typically marked by high relapse rates. 

Peele (1985) outlined various theories which have been 

espoused pertaining to both the development (etiology) of 



addiction and to the modification of these behaviors. In 

an attempt to clarify and categorize a number of these 

conceptual approaches, Brickman, Rabinowitz, Karuza, 

Coates, and Cohn (1982) posed the following two questions: 

(a) To what extent is the person considered responsible for 

the initial development of the problem? and (b) To what 

extent is the person held responsible for changing the 

behavior or solving the problem? Based on responses to 

these two attributional questions, Brickman and his 

colleagues derived four general models of addiction: the 

"moral" model (where the person is held responsible for 

both acquiring and solving the problem), the 

"medical/disease" model (the individual is held responsible 

for neither the etiology nor for the solution), the 

"enlightenment" model (where the person is responsible for 

developing the addiction but is incapable of changing 

without the help of some "higher power"), and finally the 

"compensatory" model (although the person is not held 

responsible for etiology, change is considered to be a 

personal responsibility). Each model will be examined 

briefly. 

While the moral model has seemingly minimal support in 

the comtemporary addictions literature, this lack of 

popularity was not always the case. During the era of 

Prohibition, this approach was the predominant point of 

view (Strug, Priyadarsini, & Hyman, 1986). From the moral 



model's perspective, addiction is seen as stemming from 

weakness of character; addicts can overcome their sins by 

simply exercising greater willpower. 

In the enlightenment model, the addict can change 

his/her ways only by relinquishing personal control to some 

higher power or collective entity. Brickman et al. (1982) 

places the various anonymous self-help groups (e.g., 

Alcoholics Anonymous CAA3, Narcotics Anonymous CNA]) in 

this category. 

The disease model of addiction appears to have 

developed as an alternative to the moral and enlightenment 

models, both of which blame the victim. While the disease 

model was applied initially almost exclusively to 

alcoholism (Royce, 1981), it since has been extended to 

include other forms of addiction as well (e.g., Norwood, 

1985). When paired with AA, the disease model represents 

the predominant approach employed by American treatment 

programs (Brown, 1985). A number of recent advocates for a 

disease model of addiction describe an underlying disease 

process which is progressive (Knott, Beard, 8, Fink, 1987), 

genetically predisposed (Crabbe, McSwigan, 8, Belknap, 

1985), and which emphasizes physical dependency (Tabakoff & 

Rothstein, 1983). 

One advantage in utilizing the disease model in 

clinical settings is that it allows people to seek help 

without being blamed for their addictive behaviors (Marlatt 



et al. , 1988); however, there are also several shortcomings 

when using this model as a scientific theory of addiction 

(Shaffer, 1985). Initially, by incorporating biologic/ 

genetic specificity into their approach, disease models of 

addiction fail to account for commonalities that seem to 

exist among addictions. Furthermore, disease models of 

etiology suggest no individual responsibility for changing 

behavior; thus, these models fail to explain how and why 

many people seem to overcome their addictions without 

any type of treatment or professional assistance (Perri, 

1985) or why a diversity of treatment approaches can be 

successful (Miller & Heather, 1986). 

The final model outlined by Brickman et al. (1982) is 

the compensatory model. In this model, individuals are not 

deemed responsible for the initial development of the 

addiction; rather, the etiology of the problem is thought 

to involve biologic and learning factors beyond personal 

control. However, it is assumed that persons are capable 

of "compensating" for their addictive behavior by actively 

taking responsibility for the change process itself. The 

compensatory model postulates that addiction can best be 

conceptualized as a learned, adaptive behavior stemming 

from both personal and environmental factors (i.e., that 

any addictive behavior is motivated by the attempt to adapt 

to various sources of stress rather than by simple exposure 

to addictive substances or activities [Peele, 1985]). Some 



theorists, seeing addiction as having multiple 

determinants, have suggested that addiction is best 

described as a biopsychosocial problem (Collins & Marlatt, 

1983; Donovan, 1987). 

Overview of the Problem 

While recognizing the multifaceted nature of addictive 

behavior, this study attempts to focus on one particular 

type of addiction (alcoholism) within the framework of the 

compensatory model described above. Lindesmith (1968) 

viewed addiction as the interaction of social learning and 

physiology (i.e., the occurrence of physiologic events 

which are then interpreted, labeled, and given meaning by 

the individual). It is this latter process which Zinberg 

(1984) would describe as the individual's "set." Important 

in this set are the person's expectations concerning the 

direct pharmacologic and indirect social, interpersonal, 

and behavioral effects of the addictive substance. 

Two types of expectancy which have received 

considerable research attention and which will be examined 

here are the response-outcome (i.e., locus of control) 

expectancy described by Rotter (1966, 1975) and the 

self-efficacy expectation described by Bandura (1977). The 

former defines an individual's belief that a given behavior 

will lead to certain outcomes or consequences, while the 

latter is the conviction that a person can execute 



successfully the behavior required in a given situation to 

produce a desired outcome. Bandura (1977) suggested that 

self—efficacy expectancies and response-outcome 

expectancies are relatively independent (i.e., that 

individuals can believe that a particular behavior will 

produce certain outcomes Ce.g., locus of control], but if 

they doubt their ability to perform the necessary behavior, 

this information about response—outcome contingencies does 

not necessarily influence behavior). Thus, "people who 

regard outcomes as personally determined but who lack the 

requisite skills would experience low self-efficacy with a 

sense of futility" (Bandura, 1977, p. 204). Marlatt and 

Donovan (1981) also distinguish between the concepts of 

locus of control and self-efficacy by listing them as two 

distinct (and seemingly independent) factors influencing 

the probability of drinking. 

In a recent study, Mariano, Donovan, Walker, Mariano, 

and Walker (1989) stated that "the exploration of the 

interaction of drinking-related locus of control with other 

dimensions such as self-efficacy. . . . remains an important 

area for future investigation" (p.338). Thus, the goal of 

the present study is to explore both drinking-related locus 

of control and self-efficacy in a "recovering" alcoholic 

population in the attempt to measure the degree of 

interaction of these two social-learning factors. An 

expanded review of the literature appears in Chapter II. 
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Hypotheses 

The present study was designed to utilize measures of 

locus of control and self-efficacy (both independently and 

together) to predict completion from treatment in an 

alcohol and drug abuse program. This study hypothesized 

that: (1) successful completion of a drug and alcohol 

program will be found to be predicted by high self-efficacy 

and an internal locus of control; (2) self-efficacy will 

account for a greater proportion of the variance than locus 

of control; and (3) locus of control will be found to 

correlate in a negative direction with self-efficacy. A 

more detailed presentation of the hypotheses and related 

material appears at the end of Chapter II. 

Subjects and Procedures 

The patient sample (n = 150) was composed of 

individuals admitted"to a 30-day Alcohol and Drug Abuse 

Program (ADPiP) at a state hospital in western Texas. The 

primary criterion utilized for subject selection was that 

each patient was admitted to the treatment program with a 

primary diagnosis of either alcohol abuse/dependence or 

polysubstance abuse/dependence with alcohol being one of 

the substances utilized. Since this particular ADAP admits 

patients with dual diagnoses, diagnoses other than alcohol 

(polysubstance) abuse/dependence were noted and can be seen 

in Chapter IV ("Expanded Results and Discussion"). 



Patients generally were approached within three days 

of their admission into the hospital and asked to 

participate in the study. It takes approximately three 

days for the treatment staff to evaluate a patient after 

admission to the hospital to determine their suitability 

for admission to the ADAP. Four instruments (the 

Situational Confidence Questionnaire [Annis & Graham, 

1988], the Drinking Related Locus of Control Scale [Keyson 

& Janda, 1972], the Balanced Inventory of Desired 

Responding CPaulhus, 1989], and the Beck Depression 

Inventory CBeck, Rush, Shaw, S Emery, 1979]) plus a 

demographic data sheet designed specifically for this study 

were given to each patient approximately 7—10 days aft'er 

entering treatment so that patients had adequate time to 

detoxify if needed. Five demographic variables were 

examined specifically: age, gender, ethnicity, 

socioeconomic status (in terms of income level and years of 

education), and marital status. 

Medical records were perused to obtain diagnoses (Pbces 

I and II) and discharge status. After a patient's 

discharge from treatment, the individual's discharge status 

was utilized as the criterion for treatment success. All 

patients who received a discharge status of WMA-I (With 

Medical Advice-Improved) were deemed by the treatment staff 

to have completed the program successfully; thus, this 

study employed this same criteria—any individual receiving 
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a discharge status of WMA-I was considered a "treatment 

success. " Patients who obtained one of the other three 

discharge statuses (With Medical Advice-Unimproved; Against 

Medical Advice-Improved; and Against Medical 

Advice—Unimproved) were deemed to have undergone 

"unsuccessful treatment. " 

Data collection occurred between March 1991 and March 

1992. The completed questionnaires were handscored twice 

to assure accuracy. Data were analyzed employing the 

Statistical Analysis System (SAS, 1985). 

Inst ruments 

The Drinking—Related Locus of Control Scale (DRIE), 

originally contstructed by Keyson and Janda (1972), 

translates generalized expectancies of locus of control 

into a measure of specific expectancies dealing with a 

variety of drinking-related behaviors (Oziel S Obitz, 

1975). The DRIE consists of 25 items in a forced-choice 

format pairing alternatives indicative of internal or 

external locus of control, each of which focuses on the 

same drinking-related topic. 

The Situational Confidence Questionnaire (SCQ: Annis & 

Graham, 1988) is a self-report measure designed to assess 

Bandura's concept of self-efficacy in terms of a client's 

perceived ability to cope with alcohol effectively. The 39 

questions measure eight separate factors: Unpleasant 
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Emotions/Frustrations, Physical Discomfort, Social Problems 

at Work, Social Tension, Pleasant Emotions, Positive Social 

Situations, Urges/Temptations, and Testing Personal 

Control. 

The Beck Depression Inventory (BDI: Beck et al. , 197*9) 

is a 21—item instrument designed to assess levels of 

depression in both adolescents and adults. Each item is 

rated on a 4—point scale ranging from O to 3. 

The Balanced Inventory of Desirable Responding 

(BIDR-6: Paulhus, 1989) is the final version of a series of 

instruments examining self—deception and impression 

management. The 40 items of the BIDR—6 are stated as 

propositions, with each statement rated on a 7-point scale 

for accuracy. 

Finally, a demographic data sheet was produced 

specifically for this study. It was completed by each 

patient, requesting the following information: gender, 

ethnicity, age, marital status, years of education, and 

annual income. Additional information on the instruments 

utilized in this investigation appears in Chapter III 

("Expanded Method"). 

Results 

Participants consisted of 150 individuals admitted to 

a 30-day Alcohol and Drug Abuse Program (ADPlP) at a state 

hospital in west Texas. The 113 patients who received a 
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discharge status of WMA-I (With Medical Advice—Improved) 

were considered to have completed the treatment program 

successfully; thus, for brevity's sake, this group will be 

given the descriptor "successful." Thirty-seven 

participants were deemed "unsuccessful" in their treatment 

outcome due to 15 receiving a discharge status of WMA-U 

(With Medical Advice—Unimproved), 8 possessing a discharge 

status of AMA-I (Against Medical Advice—Improved), and 14 

having a discharge status of AMA-U (Against Medical 

Advice—Unimproved). These three subgroups were pooled 

together in order to maximize the size of the 

"unsuccessful" group. 

When comparing the demographic data between the 

successful and unsuccessful groups, no statistically 

significant differences (utilizing chi-squares and 

t_-tests) were found between the two groups. Pis evident 

in Table 1, the effect sizes (in terms of point biserial 

correlations) between treatment groups were small as well. 

While not statistically significant, some trends in 

the data are worth mentioning. In general, the successful 

group tended to score relatively lower on both measures of 

self-deception (SDE) and impression management (IM). 

Similarly, the successful group also tended to scored lower 

on most of the self-efficacy measures (except Factor 2 

[Physical Discomfort] and Factor 5 [Pleasant Emotions]) and 

also had a lower total self-efficacy score (SCQTOT). As 
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Table 1 

Summary of Demographic Information for all Patients: 
Successful Treatment Group versus Unsuccessful Treatment 
Group 

Demographic Factor Chi-Square (p value) 

Gender O. 354 

Ethnicity 

Marital Status 

O. 471 

O. 130 

rpt> (effect size) 

Age 03 

Education (Years) 

Income (Yearly) 

. 05 

.01 

Table 2 

Summary of Means and Standard Deviations for Instruments 
Utilized: Results Approaching Statistical Significance 

SCQ 
Factor 

Successful 
Treatment 

Mean (S. D. ) 

Unsuccessful 
Treatment 

Mean (S.D.) t-test 

rph> 

Effect 
Size) 

6PSS 40.49 (27.77) 48.99 (27.21) -1.62* . 13 

8TPC 36.15 (29.12) 46.49 (28.08) -1.89*x . 15 

«P = 
«xp = 

1066 
.0607 

6PSS = Positive Social Situations 
8TPC = Testing Personal Control 
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can be seen in Table 2, the two differences approaching 

statistical significance were found on Factor 6 (Positive 

Social Situations [p = .1066]) and Factor 8 (Testing 

Personal Control [p = .0607]) of the SCQ, with the 

successful group scoring lower on both factors. 

Correlations comparing the relationship between all 

the self-efficacy factors and locus of control for the 

entire sample (n = 150) can be found in Table 3. All the 

correlations were negative (ranging from —.25 to -.59) and 

statistically significant (p < .01). Thus, for the sample 

as a whole, higher self—efficacy was found to correlate 

with a more internal locus of control. 

Correlations between the instruments also were 

derived, and a partial listing of the correlation 

coefficients for both the successful and unsuccessful 

groups can be found in Table 4. Interestingly, the 

successful and unsuccessful groups demonstrated basically 

identical correlations except for random variations. 

Self-efficacy (as represented by SCQTOT, the average of all 

eight factors of the SCQ) was found to correlate positively 

with both self-deception (r = .28; r = .22) and impression 

management (r = .13; r = .14) for the successful and 

unsuccessful treatment groups, respectively; thus, 

increased self-efficacy was associated with both increased 

self-deception and impression management. The SCQTOT and 

Beck Depression Inventory (BDI) were found to be correlated 
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Table 3 

Pearson Correlation Coefficients Comparing Relationships 
Between Self-Efficacy and Locus of Control for Total Sample 
(n = 150) 

SCQIUEF SCQ2PD SCQ3SPW SCQ4ST 

DRIE -. 59* -. 36x -. 48* -. 51* 

SCQ5PE SCQ6PSS SCQ7UT SCQ8TPC 

DRIE . 25* . 40* -. 42* -. 42* 

SCQTOT 

DRIE -. 53* 

* p < .01 

DRIE - Drinking-Related Internal External Locus of Control 

SCQ = Situational Confidence Questionnaire Factors 

lUEF = Unpleasant Emotions/Frustrations 

2PD Physical Discomfort 

3SPW = Social Problems at Work 

4ST = Social Tension 

5PE = Pleasant Emotions 

6PSS = Positive Social Situations 

7UT = Urges/Temptations 

8TPC = Testing Personal Control 

TOT = Total Score (Average of 8 Factors) 
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Table 4 

Summary of Pearson Correlation Coefficients Comparing 
Relationships Between Instruments 

SCQTOT 

SDE 

IM 

BDI 

SDE 

. 28** 

. 22 

IM 

. 13 

. 14 

. 49** 

. 55** 

BDI 

-.35** 
-. 31 

-.44** 
-.48** 

-. 15 
-. 14 

DRIE 

-.55** 
-.45** 

-.33** 
-.35** 

-.28** 
-. 12 

. 45** 

.29 

Upper No. = Correlation Coefficient (Successful Group, 
n=113) 

Lower No. = Correlation Coefficient (Unsuccessful Group, 
n=37) 

* = p < . 05 

** = p < .01 

SCQTOT = Situational Confidence Questionnaire Total Score 
(Average of 8 Factors) 

SDE = Self-Deceptive Enhancement 

IM = Impression Management 

BDI = Beck Depression Inventory 

DRIE = Drinking-Related Internal External Locus of Control 
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negatively (r = -.35; r = -.31) for both groups; thus, 

increased self—efficacy was linked to decreased levels of 

depression. The strongest self-efficacy correlations were 

found between the SCQTOT and the Drinking-Related Internal 

External Locus of Control Scale (DRIE: r = -.55; r = -.45) 

for both groups. Thus, as self—efficacy increased, locus 

of control generally became more internal. While a number 

of other correlations are listed in Table 4, all of the 

remaining correlations can be found in Chapter IV 

("Expanded Results and Discussion"). 

A hierarchical multiple regression was performed to 

assess which variables (both individually and in 

combination with other factors) best predicted treatment 

outcome from the drug and alcohol program. As evident in 

Table 5, the two strongest individual predictors of 

treatment outcome were both self—efficacy factors, both of 

which accounted for approximately 2% of the variance. It 

is important to remember that the unsuccessful treatment 

group had higher self-efficacy scores than the successful 

treatment group. Drinking—related locus of control, the 

fifth strongest individual predictor of treatment outcome 

(not listed in Table 5 ) , accounted for less than 1% of the 

total variance. When two independent variables were paired 

together, self-efficacy factors (in various combinations) 

made up the strongest paired predictors, accounting for 

approximately 3% of the total variance. It should be noted 
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Table 5 

Summary of Pearson Product Moment Correlations (r) and 
Hierarchical Multiple Regression (Rz) Coefficients Between 
All Independent Variables and Treatment Outcome (n = 150) 

Strongest Independent 
R—Square 
Variable(s) 

Pearson Corr. 

(r) (R2 ) 

1 Variable 

SCQ8TPC (Testing Personal Control) .15 
SCQ6PSS (Positive Social Situations) .13 
Self—Deceptive Enhancement . 10 

0236 
0175 
0095 

2 Variables 

SCQ5PE (Pleasant Emotions) SCQ8TPC 
SCQ5PE SCQ6PSS 

0358 
0337 

3 Variables 

ETHNICITY SCQ5PE SCQ8TPC 
SCQ5PE SCQ6PSS SCQ8TPC 

. 0417 

. 0414 

4 Variables 

SCQ4ST (Social Tension) SCQ6PSS SCQ8TPC SCQTOT .0513 
SCQ5PE SCQ6PSS SCQ7UT (Urges/Temptations) SCQ8TPC .0482 

5 Variables 

ETHNICITY SCQ4ST SCQ6PSS SCQ8TPC SCQTOT 0576 

Ail 19 Variables . 0843 

SCQ = Situational Confidence Questionnaire 

SCQTOT = Average Of All 8 SCQ Factors 
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that none of the independent variables can be considered 

strong predictors of treatment outcome. Even when all 19 

independent variables are utilized together, only slightly 

more than 8% of the total variance can be derived. The 

remainder of the variables can again be seen in Chapter IV. 

Hypothesis 1 stated that successful completion of a 

treatment program would be predicted by high self-efficacy 

and an internal locus of control. The two strongest 

predictors of treatment outcome were both self-efficacy 

factors (Factors 8 and 6 ) ; however, the unsuccessful group 

unexpectedly was found to score higher on both of these 

factors as well as the majority of the other self-efficacy 

factors compared to the successful group. The successful 

group scored higher on only two self-efficacy factors 

(Factors 2 and 5 ) . Thus, in general, the successful group 

demonstrated lower self-efficacy than did the unsuccessful 

group. This finding is contrary to Hypothesis 1. 

The second part of Hypothesis 1 predicted the 

successful treatment group would demonstrate a more 

internal locus of control than the unsuccessful group. The 

successful treatment group was found to possess a slightly 

(but statistically insignificantly) more external locus of 

control than did the unsuccessful treatment group. This 

finding is also contrary to Hypothesis 1. 

Hypothesis 2 stated that self-efficacy would account 

for a greater proportion of the variance than locus of 
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control. Self-efficacy factors 6 and 8 did account for a 

greater proportion of the variance (Rz = .0236 and .0175, 

respectively) than locus of control (R2 = .0175). However, 

the other self-efficacy factors as well as the total 

self-efficacy score (SCQTOT) accounted for less variance 

than locus of control. It is important to note that none 

of the variables accounted for a significant proportion of 

the variance. Thus, Hypothesis 2 was not supported. 

Hypothesis 3 postulated that locus of control would 

correlate in a negative direction with self-efficacy. For 

the entire sample (n = 150), all the correlations between 

the various self-efficacy factors and locus of control were 

negative (ranging from -.25 to -.59) and statistically 

significant (p < .01). When the successful and 

unsuccessful treatment groups were compared separately, 

again a negative correlation between self—efficacy and 

locus of control was found for all the SCQ factors; 

however, only half of the correlations for the unsuccessful 

group (n = 37) were statistically significant. All the 

correlations for the successful group (n = 113) were 

statistically significant (p < .01). Differences in sample 

size between the two groups undoubtedly account for some of 

these findings. However, in general. Hypothesis 3 appeared 

to predict correctly that higher self-efficacy did 

significantly correlate with a more internal locus of 

control. 
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Discussion 

Hypothesis 1 predicted that the successful treatment 

group would demonstrate higher self-efficacy and a more 

internal locus of control relative to the unsuccessful 

treatment group. However, results found that the 

successful group demonstrated no statistically significant 

differences on either self-efficacy or locus of control 

relative to the unsuccessful group. 

The findings regarding locus of control were not that 

surprising considering the equivocal trends found in the 

locus of control literature (as previously discussed). 

However, the results of this study regarding self-efficacy 

were unexpected given the general success reported 

throughout the literature utilizing self-efficacy to 

predict various aspects of treatment outcome. More 

specifically, self-efficacy has been shown to predict 

relapse after a period of abstinence in smokers (Condiotte 

8, Lichtenstein, 1981; DiClemente, 1981) and among 

alcoholics (Rist & Watzl, 1983). Self-efficacy also has 

been shown to differentiate reliably those individuals who 

drop out of a weight-loss program compared to those who 

continue to participate (Mitchell & Stuart, 1984). 

When attempting to evaluate the reasons as to why the 

results of this study did not conform to those generally 

found in the self-efficacy literature, one should first 

examine the instrument chosen to measure this construct. 
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namely the Situational Confidence Questionnaire (SCQ). 

First, the SCQ is a relatively new instrument (Annis 8, 

Graham, 1988); thus, this instrument has not undergone the 

test of time. As reported earlier, however, the reliablity 

estimates for the SCQ met acceptable standards. In terms of 

the validity studies noted earlier, none directly measured 

the ability of the SCQ to predict treatment outcome. Thus, 

it is uncertain whether the SCQ taps into those perceptions 

of personal self—efficacy which relate to completing 

treatment. In more global terms, utilizing self—efficacy 

to predict an individual's perceived capability of 

completing a treatment program represents a relatively 

novel application of this construct. 

Brod and Hall (1984) suggested that differences in 

scale development may be a significant factor in the 

failure of self-efficacy measures to predict treatment 

outcome successfully. Employing three separate 

self-efficacy scales, they evaluated smokers' perceptions 

of self-efficacy regarding their ability to quit smoking 

prior to entering a smoking treatment program. The only 

self—efficacy measure which reliably differentiated 

treatment joiners from non-joiners possessed the unique 

feature of allowing each participant to personalize the 

self-efficacy construct to his or her own unique 

perceptions of the task demands. 
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Eastman and Marzillier (1984) have suggested that 

an individual's conception of a task is critical when 

assessing the self-efficacy construct. More specifically, 

they argue that as a task becomes more complex, the 

possibilities for distortion and/or uncertainty regarding 

the task demands increases. They suggest researchers 

should address not only the question of how subjects 

evaluate their own personal competence but also how they 

interpret the task at hand. Eastman and Marzillier believe 

that any self-efficacy measure should include an attempt to 

personalize the patient's conception as to what he or she 

feels is necessary for successful completion of a treatment 

program. They concluded that the decision to drop out of 

treatment undoubtedly has multiple determinants, and 

factors common to all individuals who quit treatment 

prematurely may ne\/er be uncovered. 

Even with these considerations, Mitchell and Stuart 

(1984) did find self-efficacy expectations to be predictive 

of attrition from a weight-loss program. There are, 

however, a number of methodologic differences that may help 

to explain the discrepancy between the results of the 

present study and those of Mitchell and Stuart (1984). 

Mitchell and Stuart (1984) recruited solely female subjects 

attending a weight loss program. In addition, this program 

probably required a minimal time commitment each week and 

continued over an indefinite period of time. In contrast. 
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this study assessed alcoholics in an inpatient treatment 

program, the majority of whom were male. This program 

required a total commitment for a limited period of time. 

In addition, the problem behaviors being treated were 

different as well, with alcoholism having different and 

probably more serious social and physical consequences than 

obesity. Consequently, alcoholics may find it more 

difficult to be hopeful about their ability to complete a 

treatment program than the overweight person. 

While not statistically significant, two interesting 

trends in the data are worth mentioning. The first found 

the unsuccessful group to possess relatively higher 

self-efficacy scores and a slightly more internal locus of 

control than the successful group. A possible explanation 

for this trend which directly contradicts Hypothesis 1 

might lie in the self-deception/impression management 

results. Not only did the unsuccessful group have 

relatively higher self-efficacy scores and a more internal 

locus of control, this group also had relatively higher 

self-deception and impression management scores as well. 

Those alcoholics who generally deceive themselves also 

might have a false sense as to what it takes to complete an 

alcohol treatment program successfully. They also may be 

deceiving themselves by believing that they possess more 

control over their drinking than they really do. In either 
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case, being self-deceptive may result in these alcoholics 

"setting themselves up" for failure. 

The second interesting trend in the data which seemed 

to emerge found the unsuccessful treatment group to possess 

relatively higher impression management scores as well. 

Thus, this group as a whole may possess a relatively 

stronger belief that they need to present themselves in the 

best possible light. If so, this desire to create a 

favorable impression might well include portraying 

themselves as being more confident in their abilities to 

stop drinking (higher self-efficacy) and having relatively 

more control over their drinking (internal locus of 

control). However, it is important to note that the 

unsuccessful group demonstrated absolutely no perceptable 

differences from the successful group in terms of 

depression scores. Thus, if the above premise holds true, 

the question becomes why it is that the unsuccessful group 

did not "deceive themselves" or try to "impress others" in 

terms of the amount of depression they were experiencing 

(as they did with self-efficacy and locus of control). One 

possible explanation may lie in the fact that both the 

seif-efficacy and locus of control measures employed in 

this study looked specifically at the relationship between 

these two constructs and drinking; however, the depression 

measure was a general scale not directly examining 

depression as it relates to drinking. Thus, alcoholics who 
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are deceiving themselves or others may be more prone to 

endorse drinking-related items in the "fake-good" direction 

relative to more general questions. 

Hypothesis 2 stated that self-efficacy would be a 

stronger predictor of treatment outcome than locus of 

control. The basis for this hypothesis came from the 

literature—as a general rule, self-efficacy was found to 

be a stronger and more consistent predictor of treatment 

outcome than locus of control. Of all the variables 

analyzed, the two strongest predictors of treatment outcome 

were self-efficacy factors (Factor 6 [Testing Personal 

Control] and Factor 8 [Positive Social Situations]), each 

accounting for approximately 2% of the total variance. 

Locus of control was the fifth strongest individual 

predictor of treatment outcome; however, it accounted for 

less than 1% of the variance. Nevertheless, the other 

self-efficacy factors plus the total self-efficacy score 

accounted for less variance than did locus of control. 

Thus, none of the independent variables can be considered 

strong predictors of treatment outcome, and Hypothesis 2 

generally was not supported. 

Hypothesis 3 postulated that locus of control would 

correlate in a negative direction with self-efficacy. For 

the entire sample (n = 150), all the correlations between 

the various self-efficacy factors and locus of control were 

negative and statistically significant. When the 
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successful and unsuccessful treatment groups were compared 

separately, again a negative correlation between 

self—efficacy and locus of control was found for all 

the SCQ factors. While all the correlations for the 

successful group were statistically significant, only 

half of the correlations for the unsuccessful group were 

significant. 

A number of studies have examined locus of control 

and self—efficacy as each relates independently to 

drinking; however, little research has explored these 

constructs in tandem. One of the few studies which did 

examine the correlation between self—efficacy and locus of 

control found a moderately negative correlation (r = -.45) 

between them (Solomon & Annis, 1988a). Thus, one of the 

goals (Hypothesis 3) of this study was to attempt to 

replicate their findings that internal locus of control 

correlates with increased self-efficacy. The results of 

this study (as reported earlier) were fairly similar to 

the findings of Solomon and Annis (1988a), with the 

correlations from the entire sample of this study ranging 

from -.25 to -.59 between various self-efficacy factors and 

drinking-related locus of control. Thus, in summary, it 

can be said that this study generally replicated the 

findings of Solomon and Annis (1988a). 
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Demographic Variables as 
Predictors of Attrition 

Previous studies examining attrition rates from 

inpatient alcoholic treatment settings have found the 

dropout rates to vary from 13% to 39%, with an average of 

28% (Baekeland & Lundwall, 1975). More recent data on 

attrition rates have found similar results (Roffe, 1981; 

Verinis, 1983). In this study, the unsuccessful treatment 

group consisted of patients receiving one of three 

different discharge statuses: (1) patients who quit 

treatment prematurely of their own accord without 

improvement; (2) patients who quit treatment prematurely 

of their own accord but did show some improvement while 

there; and (3) patients who either stayed in treatment but 

demonstrated minimal improvement or were discharged from 

the program by staff due to disciplinary reasons. Thus, 

while the unsuccessful group (n=37) consisted of 24. 7% of 

the total subject pool (n=150), only 14.7% (n=22) of the 

total number of participants left treatment on their own. 

The other 10% (n=15) of the sample was either asked to 

leave or stayed with no signs of improvement. 

As evident in Table 3, there were proportionately (but 

not statistically significantly) more women in the 

successful group compared to the unsuccessful group. In 

their review of the attrition literature, Baekeland and 

Lundwall (1975) reported that in over half of the studies 
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examined, gender was not related to attrition from 

treatment. When differences were noted, however, women 

dropped out of treatment more often than men. In several 

more recent investigations, either no differences were 

found between men and women in terms of attrition rates 

(Sullivan, Targum, & Advani, 1981; Welte, Hynes, Sokolow, & 

Lyons, 1981) or male alcoholics were found more likely to 

leave treatment prematurely (Hahn & King, 1982; Lin, 1975; 

Schofield, 1978). Thus, the results of this study are 

somewhat more consistent with these latter findings. 

This study found relatively equal distributions of 

whites among the two treatment outcome groups; however, 

proportionately (but not statistically significantly) fewer 

blacks and more Hispanics were found in the successful 

group. The findings of this study are somewhat different 

than those of previous studies which either found no ethnic 

differences between completers and dropouts (Schroeder, 

Bowen, & Twemlow, 1982; Welte et al. , 1981) or found 

differences in favor of whites successfully completing 

treatment more often than nonwhites (Altman, Evenson, & 

Cho, 1978; Keil & Esters, 1982). 

In this study, age was found to be comparable between 

the two groups. These results are consistent with 

Baekeland and Lundwall's review (1975) of the literature 

which reported that about two-thirds of the studies 

demonstrated no relationship between age and attrition. 
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Education and income were two measures of 

socioeconomic status (SES) utilized in this study. While 

years of education were comparable between the two groups, 

the unsuccessful group earned slightly more money than the 

successful group. The fact that education was not shown to 

be a significant predictor of attrition is consistent with 

the findings of Baekeland and Lundwall (1975). In terms of 

income, previous studies produced equivocal results. Some 

studies (Hahn & King, 1982; Keil & Esters, 1982) found a 

lower level of income associated with attrition from 

treatment, while other studies found the opposite effect 

(Linn, 1978; Roffe, 1981). Thus, the results of this study 

are more consistent with the latter findings. 

Finally, Baekeland and Lundland (1975) identified 

"social isolation and unaffiliation" as the one factor 

consistently related to attrition. They described the 

socially isolated and unaffiliated person as someone who is 

separated, single, or divorced with no strong family ties. 

The findings of this study concur somewhat with these 

results, with the successful group having proportionately 

(but not statistically significantly) more married persons 

(22.1%) than the unsuccessful group (16.2%). Thus, the 

results of this study add little support to the possibility 

that marital status is one of the more consistent 

predictors of attrition. 
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Other Significant Findings 

Paulhus (1989) reported that the Self-Deception 

Enhancement Scale (SDE) demonstrated a substantial positive 

correlation with self—esteem, and conversely, high negative 

correlations with anxiety and depression. Similar findings 

also were cited by Paulhus and Reid (1991). A negative 

correlation between the Self-Deception Questionnaire (an 

earlier version of the SDE) and the Beck Depression 

Inventory (BDI) also has been reported (Sackeim, 1983; Roth 

S Ingram, 1985). Conversely, Paulhus (1989) indicated that 

the Impression Management Scale (IM) bears a much smaller 

relation to adjustment. 

One of the secondary goals of this study was to 

attempt to replicate the findings of Paulhus (1989) and 

Sackeim (1983) listed above. As is evident in Table 4, all 

of the above findings were demonstrated at least to some 

degree in the present study as well. While Paulhus (1989) 

compared the SDE to self-esteem, the present study compared 

the SDE to self-efficacy (as measured by the Situational 

Confidence Questionnaire [SCQ]). Nevertheless, a 

significant positive correlation was found between 

self-deception and self-efficacy for six of the nine 

factors of the SCQ. As for the relationship between 

self-efficacy and depression, significant negative 

correlations (r = -.44; r = -.48) were found between the 

BDI and the SDE for both the successful and unsuccessful 
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treatment groups, respectively. Finally, as was found by 

Paulhus (1989), the IM Scale was found to have much 

smaller, non-significant negative correlations (r = -. lb; r 

= -.14) to depression as measured by the BDI for the 

successful and unsuccessful treatment groups, respectively. 

Thus, these findings tend to support the interpretation of 

Sackiem (1983) who stated that self-deception may provide 

one way for people to maintain or enhance self-esteem (in 

this case, self-efficacy) and thus avoid depression. 

Summary and Conclusions 

The primary purpose of this investigation was to 

assess the utility of Bandura's self-efficacy theory and 

Rotter's locus of control theory (both independently and 

together) for making predictions as to which alcoholics 

would be most likely to leave treatment prematurely. 

Bandura (1977) theorized that judgments of personal 

efficacy to perform a task or behavior dictate not only the 

type of activities one will choose but also how long one 

will pursue those activities when frustrated or stressed. 

Rotter (1966) contended that individuals can be 

differentiated on whether they attribute responsibility for 

the outcomes of their actions to themselves (internal locus 

of control) or to fate, chance, or powerful others 

(external locus of control). As predicted, locus of 

control was found to correlate to a statistically 
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significant degree and in a negative direction with 

seif-efficacy. However, contrary to expectation, the 

successful treatment group generally demonstrated lower 

self-efficacy and a slightly more external locus of control 

than the unsuccessful treatment group. One possible 

explanation for this unexpected finding might lie in the 

fact that the successful group also demonstrated less 

self—deception and impression management in comparison to 

the unsuccessful group. Thus, the unsuccessful alcoholics 

may be overconfident in their capabilities regarding 

treatment completion, deceiving both themselves and others 

as to the actual demands of the situation. In more global 

terms, it also is conceivable that both self—efficacy and 

locus of control theory may not be useful for making 

predictions about completing tasks with demands that are 

not easy to assess. More specifically, in the case of an 

inpatient alcohol and drug abuse program there are a myriad 

of factors which may affect successful completion of the 

program. For some factors, such as the particular makeup 

of the patient population at the time of admission, the 

patient will not be able to assess them until he or she is 

well into the program. Brod and Hall (1984) suggested that 

self-efficacy expectations may be important in determining 

choice to enter treatment but may have little to do with 

the decision to remain in treatment. It is conceivable that 

the same holds true for locus of control. 
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Suggestions for Future Research 

This study attempted to examine various factors 

associated with attrition from alcohol treatment. An 

intriguing question raised by this investigation is what 

other factors besides those examined specifically in this 

study may relate to dropping out of treatment prematurely. 

One factor which might warrant consideration is compliance— 

i.e. , how compliant is a patient with treatment? It would 

be interesting to utilize an instrument designed to measure 

compliance and examine if this factor is a relatively more 

successful predictor of attrition than those employed in 

this investigation. 

Finally, a seemingly logical follow-up study would 

involve tracking all the patients who went through the 

treatment program (whether they completed the program or 

not) and observing if they maintained their sobriety after 

a certain period of time. This type of longitudinal study 

could examine any number of questions, such as: (1) does 

completing treatment successfully versus dropping out 

prematurely have a significant effect on maintaining 

sobriety?, (2) how well do the factors employed in this 

present study predict maintenance of sobriety? and (3) how 

does the strength of these factors in predicting attrition 

compare to their strength in predicting maintenance of 

sobriety? 



CHAPTER II 

EXPANDED REVIEW OF THE LITERATURE 

The literature related to locus of control and 

drinking is discussed, as is the literature on 

self-efficacy and drinking. Rotter's (1966) seminal work 

on perceived locus of control initiated much of the 

research contributing to the cognitive social-learning 

model of drinking. Donovan and O'Leary (1983) state that 

the locus of control research seems to fall into three 

broad categories: alcohol use/misuse; psychological 

functioning among alcoholics; and alcoholism treatment. 

Locus of Control 

Alcohol Use/Misuse 

Relationship to Drinking Behavior 

Over a decade ago. Cox (1979) reported that relatively 

little research has investigated the relationship between 

control orientation and indices of drinking behavior. This 

statement still seems to hold true today. Naditch (1975) 

did, however, examine this relationship among male army 

recruits, who were categorized according to their drinking 

patterns from abstainers to heavy, problem drinkers. Locus 

of control became more external across these drinking 

categories for these individuals with the highest level of 

externality found among the problem drinkers. These 

35 
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findings suggest that heavier drinkers perceive themselves 

as having little personal control over the outcome of 

significant events occurring in their lives. 

The relationship between perceived locus of control 

and measures of alcohol use has been explored among 

students (Apao & Damon, 1982; Carman, 1974). Carman (1974) 

also looked at motivations for and consequences of 

drinking. No significant correlations were found between 

locus of control and either frequency of drinking or 

quantity of alcohol consumed. Locus of control also was 

not related to the frequency of social complications 

resulting from drinking- Carman did find that the 

endorsement of personal motives for drinking such as 

tension reduction and self—enhancement was related to an 

external locus of control, but no relationship was found 

between positive social motivations for drinking and locus 

of control. Apao and Damon (1982) found that higher 

external locus of control scores accompanied increased 

drinking frequency. In an attempt to explain this 

differential pattern of correlations, Apao and Damon (1982) 

suggested that frequency of drinking may reflect an 

adjustment strategy (i.e., a dispositional style) 

predictable from personality measures such as Rotter's 

(1966) Internal-External Locus of Control Scale (I-E 

scale). In contrast, they stated that the amount of 

alcohol consumed during any one occasion is more likely to 
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be determined by situational factors and is thus less 

likely to be predicted successfully by locus of control. 

In summary, this limited research lends some support 

to the idea that persons with an external locus of control 

may drink more frequently and/or more heavily as well as 

utilize drinking as a means of coping with psychological 

distress more than individuals with a more internal locus 

of control. 

Comparison of Alcoholics and Nonalcoholics 

Substantially more research has been conducted 

comparing control orientation in alcoholic versus 

nonalcoholic individuals. Most of these studies seem 

geared towards determining whether alcoholics have a more 

internal or external locus of control compared to 

individuals without a problem drinking pattern. 

Sivley and Johnson (1965) conducted one of the 

earliest studies investigating the control orientation of 

alcoholics and nonalcoholics. These authors, utilizing an 

early version of a locus of control scale, compared the 

scores of 20 Veterans Administration (VA) hospital 

employees, 30 inpatient alcoholics, and groups of 

psychiatric inpatients with varying diagnoses. The 

alcoholics did not differ in their control orientation from 

any group, with the exception of nonparanoid 

schizophrenics, who had a more internal locus of control 
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than did the alcoholics. The remainder of the research 

comparing locus of control in alcoholic versus nonalcoholic 

samples is summarized in Table 6. The results are listed 

according to whether (a) no differences in locus of control 

were found between the two groups; (b) alcoholics were 

shown to possess a more internal locus of control; or (c) 

alcoholics demonstrated a more external locus of control. 

Also listed in the table is whether the sample groups 

were demographically matched or not. 

In summary, the literature in this area yields a body 

of conflicting results: alcoholics appear to be either more 

internal than, no different from, or more external than 

nonalcoholics. A number of methodologic issues appear to 

have contributed to this lack of clarity (Butts & Chotlos, 

1973; Cox, 1979; Weissbach et al., 1976). One factor which 

is undoubtedly contributing to this confusion is that 

general locus of control scales often v;ere utilized in 

these studies rather than scales which measure locus of 

control directly related to drinking behavior. In 

addition, there appears to be a lack of comparability 

between alcoholic and nonalcoholic groups on variables 

other than drinking patterns. Some of these variables 

include social desirability, which often increases among 

alcoholics in treatment (Weissbach et al., 1976); level of 

psychosocial functioning prior to hospitalization (Rose, 

Powell, & Penick, 1978); age (Distefano et al., 1972); 
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Locus of Control in Alcoholics 

Authors Comparison 
Groups 

Chess, VA 
Neuringer, employees 
8i Goldstein 
(1971) 

Demographical1v 
Matched? 
Yes 

Results 

No 
differences 

Gozali Normals 
& Sloan (1971) 

Yes Alcoholics more 
internal 

Distefano 
P r ye r, & 
Garrison 
(1972) 

Psychiatr ic 
pa t ien ts 

No Alcoholics more 
internal 

Oziel, College 
Obitz & students 
Keyson (1972) 

No Alcoholics more 
internal 

Butts 
& Chotlos 
(1973) 

Normals Yes Alcoholics more 
external 

Drasgow, 
Palau, 
Taibi, 8 
Drasgow (1974) 

Prisoners/ 
Normals 

No No 
differences 

Weissbach, 
Vogler, & 
Compton 
(1976) 

College 
students 

No Alcoholics more 
i nternal 

Caster & 
Parsons 
(1977) 

Normals No Alcoholics more 
external 

Wright & 
Obitz 
(1984) 

Normals Yes Alcoholics more 
external 

Mariano et 
al. (1989) 

Native American 
normals 

Yes Alcoholics more 
external 
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educational level (Caster & Parsons, 1977); and general 

intelligence (Distefano et al., 1972). It can be stated 

safely that studies which fail to control adequately for 

differences on such variables make interpretation of 

results tenuous. 

Another factor which appears to contribute to 

difficulties in interpretation is theoretic rather than 

methodologic in nature. Regardless of whether alcoholics 

were found to be more external or more internal than 

nonalcoholics, the results could be accounted for in terms 

of social learning theory (Cox, 1979; Hinrichsen, 1976; 

Weissbach et al., 1976). Alcoholics possessing an external 

locus of control were viewed as unable to exert control 

over the outcome of significant life events, particularly 

their drinking behavior and the negative consequences which 

resulted. On the other hand, a theoretic rationale for why 

alcoholics would possess an internal locus of control was 

just as readily available (i.e., the alcoholic, being very 

cognizant of the immediate positive effect provided by 

alcohol [e.g., tension reduction], controls this powerful 

reinforcer which he or she can then utilize in a contingent 

fashion). 

A final factor which also fits well with social 

learning theory appears to represent a compromise between 

the two positions reviewed above. This position argues 

that the internality seen in alcoholic samples represents 
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an unrealistic, exaggerated perception of control on their 

part, i.e. , among alcoholics there exists a marked contrast 

between perceived control and their actual ability to 

control their drinking and life situation. Hinrichsen 

(1976, p. 911) described these individuals as "defensive 

internals" who possess an "illusion of control." He states 

that this exaggerated internality, when taken into 

consideration with the alcoholic's lack of behavioral 

control, might serve as a defense against the anxiety and 

lowered self-esteem that would undoubtedly result if such a 

discrepancy were not repressed. Both Distefano et al. 

(1972) and Rotter (1975) have suggested that there may 

exist some optimal level of perceived locus of control with 

marked deviations in either an external or internal 

direction being related to psychological problems such as 

drinking. 

Despite the above described methodologic and theoretic 

problems, some patterns do emerge when summarizing the 

relationship between control orientation and both drinking 

behavior and alcoholism. First, it appears that 

nonalcoholics' higher external locus of control is 

associated with increased levels of drinking, particularly 

when the drinking is being utilized as a means of coping 

with negative mood states. Second, alcoholics seem to 

experience less control over stressors (both interpersonal 

and intrapersonal) than do matched nonalcoholics. Finally, 
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Cox (1979) indicates that the methodologically sounder 

studies suggest that alcoholics either do not differ from 

or have a more external locus of control than do 

nonalcoholics. 

Comparison within Alcoholic (and 
Recovering Alcoholic) Groups 

While studies which compare alcoholic and nonalcoholic 

samples undoubtedly provide important theoretic 

information, they may prove to have relatively little 

practical utility for those clinicians dealing strictly 

with alcoholics. Thus, one can see why investigators have 

begun exploring facets of the control orientation construct 

exclusively in alcoholic and recovering alcoholic 

populations. 

Weissbach et al. (1976) found no relationship between 

alcoholics' level of perceived control and degree of 

alcohol consumption prior to their admission into 

treatment. Nowicki and Hopper (1974) examined locus of 

control in both male and female alcoholics participating in 

an inpatient or an outpatient treatment program. They 

found a significant interaction between gender and the type 

of treatment: females in inpatient treatment possessed a 

significantly more external locus of control than did any 

of the other three groups (the latter groups not differing 

significantly from one another). The authors interpreted 
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their findings as suggesting that female alcoholics 

participating in inpatient treatment appear to represent a 

particularly disturbed subgroup. Finally, Natera, 

Herrajon, and Casco (1988) examined locus of control in 

three groups of married couples divided according to the 

husband's pattern of alcohol consumption: (1) currently in 

Alcoholics Anonymous, (2) previously diagnosed as 

alcoholic, or (3) had a regular pattern of high alcohol 

consumption. There was a slight trend towards an internal 

locus of control in both spouses for all three groups, with 

a significantly higher internal locus of control for those 

husbands and wives with regular but lighter alcohol 

c o nsumpt ion. 

In summary, the relative paucity of studies comparing 

locus of control among alcoholic groups makes any type of 

interpretation difficult at best; however, the data 

gathered to date appear to fit fairly well into those 

general trends previously discussed. As was the case with 

the other comparison groups, alcoholics (and recovering 

alcoholics) with a higher external locus of control also 

seem to possess the tendency towards heavier alcohol 

consumption. 
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Psychological Functioning amona Alcoholics 

In addition to investigating alcohol use and misuse, 

researchers also have explored the relationship between 

control orientation and psychological functioning among 

alcoholics (Rohsenow & O'Leary, 1978a). The impetus for 

this research seems to have come in part from those studies 

using nonalcoholic populations which indicate that an 

external locus of control is associated with increased 

psychological distress as well as lower levels of 

functioning (Phares, 1976; Strickland, 1978). Locus of 

control (LOC) and psychological functioning among 

alcoholics are examined as related to: (1) the Minnesota 

Multiphasic Personality Inventory (MMPI), (2) measures of 

depression, and (3) defensive style. 

Relationship to the Minnesota Multiphasic 
Personality Inventory (MMPI) 

Goss and Morosko (1970) were among the first to 

investigate the relationship between locus of control and 

MMPI scales among alcoholics. While no significant 

correlations were found between Rotter's I-E Scale and the 

MMPI clinical scales for female alcoholics, two independent 

samples of male alcoholics consistently produces a number 

of significant correlations. Higher external locus of 

control in both male samples was correlated negatively 

with Scale K and positively correlated with Scales F, 
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2. (Depression), 7 (Psychasthenia), and O (Social 

Introversion). In one of the two samples, externality was 

correlated negatively with Scale 8 (Schizophrenia) and 

correlated positively with Scales 1̂  (Hypochondriasis) and 

9. (Hypomania). These results as well as the data from 

other similar studies are summarized in Table 7. O'Leary, 

Donovan, and Hague (1974) found results somewhat comparable 

to those of Goss and Morosko (1970) and Erickson, Smyth, 

Donovan, and O'Leary (1976). However, Gozali and Sloan 

(1971) found no significant correlations between external 

locus of control and MMPI scales with the exception of a 

significant positive correlation on the K scale. 

In summary, the majority of studies in this area seem 

to indicate some emerging trends among alcoholics with an 

external locus of control. In general, this group appears 

to possess a lower level of coping skills with accompanying 

higher psychological vulnerability and emotional distress, 

often manifesting itself as depression, general anxiety, 

and social isolation. Donovan, Smyth, Paige, and O'Leary 

(1975) suggested that the increased anxiety found in 

alcoholics with an external locus of control may be a 

function of a lowered sense of self-esteem and a negative 

self-image. 
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Table 7 

Correlation Between External Locus of Control and MMPI 
Scales 

Authors 

MMPI 

0 ' Leary et 
al. (1970) 

Scales 

L 

F 

K 

1 

2 

3 

4 

5 

6 

7 

8 

9 

0 

-. 23* 

. 20 

-.38** 

-. 04 

. 21* 

-. 10 

. 18 

. 10 

. 19 

. 23* 

. 18 

. 08 

. 29** 

Gp, 

Goss 8 
Morosko 
(1971) 
1 Gp. 

Erickson Gozali 

-. 14 

22* 

12 

31** 

-. 02 

08 

03 

. 19 

32** 

-. 21* 

-. 00 

. 07 

21* 

.31*x -.38** 

20* 

. 22* 

07 

04 

-. 04 

11 

28** 

15 

. 24* 

.37** .34** 

et al 
(1974) 

8 Sloan 
(1976) 

17* 

22* 

39** 

05 

17* 

02 

11 

03 

19* 

17* 

07 

_- .̂  -~— 

. 24* 

. 13 

. 11 

-. 04 

-. 05 

-. 02 

. 13 

. 10 

. 15 

. 04 

. 12 

*p < .05 
**p < .01 

1 = Hypochondriasis 
2 = Depression 
3 = Hysteria 
4 = Psychopathic deviance 
5 = Masculinity 

6 = Paranoia 
7 = Psychasthenia 
8 = Schizophrenia 
9 = Hypomania 
O = Social introversion 
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Relationship to Measures of Depression 

While the above described studies examined general 

emotional functioning, depression as a more specific 

correlate of control orientation has been investigated 

as well. Pte noted above, possessing an external locus of 

control apprears to be related to depression as measured 

by the MMPI. This same relationship also has been 

demonstrated in alcoholics on the Low Morale and Depression 

factors derived from a shortened version of the MMPI 

(O'Leary, Rohsenow, 8 Chaney, 1979) as well as on the 

Beck Depression Inventory (Donovan et al. , 1977a). 

O'Leary et al. (1977b) based their study of the 

relationship between locus of control and depression on 

the learned helplessness model (e.g., Abramson, Seligman, 

8, Teasdale, 1978). According to this model, individuals 

experiencing reactive depression often cognitively distort 

their ability to control the outcome of significant events 

in their lives. In other words, these individuals seem to 

possess a perception of response-outcome independence 

similar to an external locus of control. However, this 

model also states that the behavioral signs of helplessness 

and resulting depression also may result from 

unavailability of coping responses and/or low levels of 

self-efficacy (Bandura, 1977). 

O'Leary et al. (1977b) evaluated depression in 58 male 

alcoholics differing in levels of locus of control 
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assessed by the I-E Scale. The authors measured depression 

by the MMPI Depression Scale as well as the Beck Depression 

Inventory. They found that an external locus of control 

was associated with higher levels of depression on both 

measures. Thus, the amount of control an individual 

experiences appears to be related to self-reported 

depression, regardless of the measure of depression 

employed. 

Relationship to Defensive Style 

Defensive style is another aspect of psychological 

functioning which has been explored in terms of its 

relation to control orientation among alcoholics. It is 

important to note that in the clinical literature 

alcoholics often are described as being more defensive 

than nonalcoholics; however, there is little empirical 

evidence which supports such a contention (Donovan et al. , 

1977b). 

The major instrument utilized in this area to measure 

defensiveness appears to be the Defense Mechanism Inventory 

(Gleser 8 Ihilevich, 1969). This scale measures five 

separate categories of defenses: (a) Turning Plgainst an 

Object, in which the individual confronts either the real 

or perceived source of external frustration; (b) 

Projection, where the person justifies actions taken 

against the source of frustration by initially attributing 
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negative qualities to it; (c) Principalization, which 

involves such defenses as intellectualization, isolation of 

affect, and rationalization; (d) Turning Against Self, 

where an individual directs negative affect inwardly rather 

than towards the source of the frustration; and (e) 

Reversal, in which defenses such as denial and repression 

allow a person to react positively or neutrally to events 

that would normally produce negative reactions. 

O'Leary, Donovan, and Hague (1975) were among the 

first to examine the relationship between the above 

mentioned defensive styles and locus of control among 

alcoholics. They found that alcoholics possessing an 

external locus of control had significantly higher scores 

of Turning Against an Object and lower scores on 

Principalization and Reversal than did alcoholics 

possessing an internal locus of control. No significant 

differences were noted between the groups on either 

Projection or Turning Against Self. Subsequent 

correlational studies (Erickson et al., 1976; Rohsenow, 

Erickson, 8 O'Leary, 1978) generally support these findings 

as well as suggest that externality may be associated with 

Projection as well. 

In summary, the above results suggest that both 

internally and externally oriented alcoholics appear to be 

defensive; however, the defensive style each group 

employs is different. Since one's defenses are utilized 
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to minimize the awareness of anxiety and its sources, 

the unique nature of the defense systems employed by 

internal or external alcoholics may provide some insight 

concerning the conflicts experienced by these two groups. 

Alcoholics possessing an internal locus of control appear 

to be characterized by reversal, denial, rationalization, 

and intellectualization. This pattern is consistent with 

Hinrichsen's (1976) defensive internal stance highlighted 

earlier. He suggested that these individuals may be 

attempting to lessen their anxiety resulting from the 

discrepancy between their belief about their ability to 

exert control in their lives and realistic lack of control 

experienced. In contrast, external alcoholics seem 

characterized by their confrontation of the real or 

perceived source of frustration, first attributing 

negative qualities to the individual to justify their 

confrontation. This defensive posture appears to permit 

an externally—oriented individual to minimize any anxiety 

associated with having to assume personal responsibility 

for major failures in his or her life by projecting blame 

onto external sources. 

Summary 

When summarizing the literature reviewed to this 

point, it appears that alcoholics experience less control 

over both interpersonal and intrapersonal stress than do 
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nonalcoholics. In addition, alcoholics also possess a more 

external locus of control. Finally, this externality and 

lack of control appear related to increases in negative 

consequences due to drinking, generalized psychopathology, 

and depression. This constellation of factors suggests 

areas in which treatment for alcoholism can focus. 

Lefcourt (1966) suggested that perceived responsibility for 

one's behavior (i.e., an internal locus of control) may be 

a prerequisite for adaptive functioning and thus should be 

treated as a primary therapeutic goal. 

Alcoholism Treatment 

Relationship to Inpatient Treatment 

Numerous studies have examined (both directly and 

indirectly) the effect of control orientation on a variety 

of factors associated with treatment. It has been shown 

that control orientation may be associated with the type of 

treatment chosen by the individual. As described earlier, 

Nowicki and Hopper (1974) found that female alcoholics in 

an inpatient setting possessed a significantly higher 

external locus of control than either females undergoing 

outpatient treatment or male alcoholics involved in either 

type of treatment. Obitz and Cantergiani (1979) showed 

male alcoholics undergoing treatment in a halfway house had 

a more external locus of control than men receiving 

treatment in an inpatient hospital program. Obitz (1978) 
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discovered that hospitalized alcoholics who chose to take 

disulfiram as an adjunct to treatment seem to possess a 

significantly more external locus of control than those 

patients who opted not to take the medication. Obitz 

suggested that externally oriented alcoholics may well 

prefer those types of treatment which provide external 

sources of control over their drinking. However, Pachman, 

Foy, and Erd (1978) showed that locus of control does not 

seem to differentiate between alcoholics with the treatment 

goal of complete abstinence and those whose treatment goal 

is controlled drinking in a "responsible" fashion. 

Hague, Donovan, and O'Leary (1976) examined how well 

personality measures, including locus of control, 

discriminate among three different alcoholic inpatient 

treatment groups: (a) those discontinuing treatment after 

a two-week evaluation period; (b) those remaining for an 

additional six weeks of inpatient treatment but who dropped 

out prior to completion; and (c) those completing the 

additional six weeks of treatment. The authors found no 

differences in locus of control among these three groups. 

Similar findings were reported by O'Leary, Rohsenow, and 

Donovan (1976), as well as by Caster and Parsons (1977). 

In contrast, Schofield (1978) found that male alcoholics 

who dropped out of an inpatient treatment program against 

medical advice tended to possess a more external locus of 
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control than did those individuals remaining in treatment; 

however, the difference was not statistically significant. 

Change across Treatment 

Another facet of control orientation which has been 

investigated is its stability across treatment. Gozali and 

Sloan (1971) found that scores on Rotter's (1966) locus of 

control scale taken before and after 90 days of treatment 

were very consistent, with a correlation coefficient of .81 

between measures. In a similar study, Burtle, Whitlock, 

and Franks (1974) found no differences in locus of control 

of female alcoholics undergoing treatment in a foui—week 

behaviorally oriented inpatient program. Costello and 

Manders (1974) also found no significant differences 

between locus of control scores at the beginning and end of 

a 30-day treatment program (r. = .85). Costello and 

Manders interpreted their results as suggesting that for 

their particular alcoholic sample, locus of control 

appeared to be a fairly stable personality trait relatively 

immune to therapeutic intervention. 

In contrast to the above findings, another body of 

research suggests that treatment may well influence control 

orientation. Chess et al. (1971) compared alcoholics 

involved in seven weeks of inpatient treatment with 

nonalcoholics over the same period. Utilizing repeated 

measures of locus of control, the researchers found that 
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the alcoholics became significantly more internal over this 

period while there was no significant change for the 

control group. Similarly, O'Leary et al. (1975b) measured 

locus of control in inpatient alcoholics over a 6-week 

treatment period and also found a shift towards more 

internality. These results were found using not only 

Rotter's I-E Scale but also for a factoi—analytically 

derived subscale (Mirels, 1970) that measured perceived 

control over important life events. Thus, in light of 

these two conflicting bodies of literature, more research 

appears needed before more definitive conclusions can be 

drawn in this particular area. 

Prediction of Treatment Outcome 

Control orientation, either alone or in combination 

with other variables, also has been examined in the attempt 

to determine its utility as a predictor of treatment 

outcome. Weissbach et al. (1976) found that locus of 

control scores taken prior to admission into an inpatient 

treatment program were not predictive of either 

pretreatment drinking patterns or reductions in drinking 

following treatment. In contrast. Caster and Parsons 

(1977) showed that alcoholics who had begun drinking again 

six months or less after treatment were significantly more 

externally oriented than those alcoholics who remained 

sober during this time period. 
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As described above, O'Leary et al. (1976) found that 

locus of control scores could not differentiate 

successfully between those alcoholics who completed 

treatment and those who dropped out. The authors followed 

up on those persons who completed the inpatient program. 

These alcoholics agreed to attend weekly outpatient groups 

for one year as part of their aftercare treatment. 

Alcoholics who failed to complete aftercare had 

significantly more internal scores at the end of inpatient 

treatment than did those who completed their contract. 

However, locus of control scores prior to inpatient 

treatment were not predictive of aftercare completion. In 

contrast to these results, O'Leary et al. (1977a) 

discovered that possessing an external locus of control at 

the start of inpatient treatment was predictive of 

completing a one-year aftercare program. O'Leary, 

Rohsenow, and Chaney (1979) found similar results. 

In summary, as in the review of the relationship of 

locus of control with other aspects of psychological 

functioning, the findings concerning treatment are somewhat 

equivocal- If one assumes that a goal of treatment is to 

increase the individual's sense of personal responsibility 

for and control over behavior, then it logically follows 

that such a change would somehow be reflected in a shift 

towards a more internal locus of control. This premise 

appears to hold up in a number of studies examining change 
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over the course of inpatient treatment. However, a 

paradoxical result is found when investigating follow-up 

studies: Those individuals who were more internal at either 

the beginning or end of treatment or who demonstrated the 

greatest shift towards internality often did poorer 

following treatment. Thus, the achievement of the 

therapeutic goal of increased internality may in fact 

somehow reduce the probability of reaching the ultimate 

goal of treatment, continued sobriety. 

In conclusion, these findings indicate the need for 

further research. On the one hand, as suggested by some 

researchers (Gozali & Sloan, 1971; Costello 8 Manders, 

1974; Hinrichsen, 1976), high internality among alcoholics 

may indicate an illusory sense of control. On the other 

hand, high externality may indicate excessive feelings of 

helplessness. Rohsenow and O'Leary (1978a) stated that due 

to this wide variability in locus of control that exists 

among alcoholics, treatment plans should be individualized 

accordingly- They argued that treatment for excessively 

internally focused alcoholics should concentrate on helping 

them learn more realistic expectations, while highly 

externally focused alcoholics should be taught coping 

skills and helped to assume more personal responsibility. 

The authors concluded that when devising treatment plans it 

is important to assess the individual's level of 

defensiveness so that one can determine whether the 
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relative internality or externality is "appropriate" or is 

more of a defensive posture. 

Self-Efficacy 

Having examined the research concerning 

response-outcome expectancy (i.e., locus of control) as it 

relates to drinking, the focus can now change to a 

different type of expectancy, namely self-efficacy. By 

employing self-efficacy theory (Bandura, 1977, 1982), it is 

not difficult to generate specific predictions concerning 

an individual's course of action based on his or her 

perceptions of self—efficacy. Thus, it follows that 

self—efficacy theory would seem to possess particular 

utility in predicting attrition from treatment (i.e., 

predicting which individuals will remain in treatment and 

which will drop out prematurely). 

Predicting Attrition from Treatment 

Much of the research to date examining the 

relationship between self-efficacy and addictive behavior 

generally has focused on using efficacy expectations 

to predict relapse after treatment. In this body of 

literature, the majority of the studies have looked at 

self-efficacy as it relates to smoking with relatively 

less attention being given to other addictive behaviors 

such as eating disorders or drug and alcohol abuse. 
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Marlatt and Gordon (1980) have utilized self-efficacy 

theory to develop a cognitive-behavioral model of the 

relapse process, postulating that patients with high 

self—efficacy are more likely to employ coping responses 

and are thus less likely to relapse than patients with low 

self-efficacy expectations. In addition, self-efficacy 

expectations about relapse are assumed to change 

systematically as a function of mastery experiences (i.e., 

successfully avoiding relapse when facing "high-risk" 

situations) and/or the acquisition of coping skills. 

Marlatt (1985) defined a high—risk situation as "any 

situation that poses a threat to the individual's sense 

of control and increases the risk of potential relapse" 

(p. 37). 

Therefore, individuals possessing both adequate coping 

skills and the confidence to use them are more likely to 

resist relapsing into old behavioral patterns. In 

addition, success in high-risk situations serves to 

reinforce percepts of self-efficacy and thus increase the 

chances of successfully coping with future high-risk 

situations. In contrast, individuals lacking adequate 

coping skills and/or the confidence to employ them (i.e., 

possessing low self-efficacy) have greater probability of 

relapse. Persons who fail repeatedly may simply give up 

altogether if they attribute their lapses to lack of 

determination or willpower. Thus, when high-risk 
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situations arise and an individual cannot effectively cope 

with them, the result often is reduced self-efficacy which 

may ultimately lead to complete relapse into old coping 

behaviors. 

In reviewing this body of literature, self-efficacy as 

it relates to eating disorders is discussed first followed 

by its relationship to smoking and then to alcohol abuse. 

Eating Disorders 

Self—efficacy assessment in eating disorders has 

focused primarily on the relationship of self-efficacy to 

weight control (O'Leary, 1985). In their landmark study, 

Mitchell and Stuart (1984) recruited 414 women who enrolled 

in Weight Watchers, a nationwide self-help, weight-loss 

program. Over a three—month period, these women were 

interviewed weekly, answering questions about their weight 

changes, intentions to remain in the program, attendance, 

and weight-loss self-efficacy. During this three month 

period, 101 women dropped out of the program while the 

remaining 313 women were described as "stayers. " It was 

found that all through the study, program dropouts reported 

less confidence in their ability to attain their weight 

goal than did stayers. During eight of the twelve 

interview periods, dropouts reported feeling less 

successful than the stayers in their weight loss; however, 

in actuality it was only in two of the twelve interview 



60 

periods that the dropouts did in fact lose less weight than 

the stayers. Thus, stayers perceived themselves as being 

more successful in the program than dropouts even when 

actual weight loss did not differ between the two groups. 

In addition, even before the treatment began, dropouts were 

less likely to rate themselves as "very confident" in 

eventually reaching their weight goal compared to stayers 

(25% vs. 66%, respectively). Mitchell and Stuart suggested 

that dropouts were less likely to perceive themselves as 

successful due to their stronger convictions that they are 

unable to lose weight. They concluded that perceptions of 

success appear to play a more significant role than does 

actual success in predicting who will drop out of a 

weight-loss program. 

Two studies have examined self—efficacy as it relates 

to weight reduction in combination with smoking (Chambliss 

8 Murray, 1979; Weinberg, Hughes, Critelli, England, 8 

Jackson, 1984). In these studies, subjects were grouped 

into one of three categories: (a) those led to believe that 

they are more efficacious in losing weight, (b) those led 

to believe they are more effective in decreasing their 

smoking, and (c) those in a control group who were not 

provided such information. The first group (a) was more 

effective in losing weight than the control group while the 

second group (b) was relatively more effective in 

decreasing their smoking. It also is important to note 
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that Schneider, O'Leary, and Bandura (1985) have developed 

and are still working on self-efficacy scales for the 

control of bulimic behavior. 

In summary, persons with eating disorders who possess 

higher pretreatment levels of self-efficacy appear more 

effective in attaining their goals. In addition, providing 

individuals with information designed to increase their 

perceptions of self—efficacy seems to produce corresponding 

improvements in behavioral performance as well. 

Smoking 

Self-efficacy in regard to smoking abstinence seems to 

have received by far the most research attention among the 

addictive behaviors. In their attempt to determine the 

types of situations most threatening to abstinence, most 

investigators have utilized and expanded upon one of two 

types of previous research, either studies involving 

relapse precipitants (Marlatt 8 Gordon, 1980) or research 

employing lists of relevant smoking situations (Best 8 

Hakstian, 1978). The general format for these studies was 

to have smokers assess on a Likert scale (0-100 or 1-5) 

their confidence that they could abstain from smoking when 

confronted by each of these types of cue (Colletti, 

Supnick, & Rizzo, 1981; Condiotte 8 Lichenstein, 1981; 

DiClemente, 1981; Shiffman, Read, & Jarvik, 1981). The 

types of cue found to have the greatest influence on 
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smoking abstinence can be categorized as follows: negative 

affect (e.g., frustration, anger, depression); social 

pressure and influence (e.g., at a bar, when urged by 

friends); positive affect (e.g., wanting to feel better); 

diet; craving or physiological cues; testing will power; 

and restlessness. For example, these studies showed that 

smokers often have an increased desire to smoke when in the 

presence of other smokers, when under stress, when they 

have the "urge," or when they are simply bored. Additional 

support for the importance of negative affect, socializing 

and social pressure, and testing control as types of cues 

in smoking cessation can be found in studies of relapse 

precipitants (Marlatt 8, Gordon, 1985; Shiffman, 1982). 

DiClemente (1981) developed one of the first 

self-efficacy measures designed to predict relapse after 

smoking cessation. His questionnaire, containing 12 items 

deemed as strong cues to smoking, was given to individuals 

who had stopped smoking for a minimum of two weeks in an 

attempt to measure their perceptions of abstinence 

self-efficacy. After five months, those who had not 

relapsed possessed higher initial self-efficacy ratings 

than those who had begun smoking again. In addition, 

gej^f-efficacy scores were correlated significantly with the 

number of weeks of successful abstinence while demographic 

and smoking variables were not predictive of follow-up 

smoking behavior. Thus, self-efficacy appeared to be a 
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better predictor of maintaining abstinence than other 

subject characteristics. In a similar study, Condiotte and 

Lichtenstein (1981) found that self-efficacy expectations 

not only were predictive of relapse among ex-smokers but 

also of their degree of persistence in maintaining 

abst i ne nee. 

In an attempt to replicate and extend the above 

findings by lengthening the follow-up period, Mclntyre, 

Lichtenstein, and Mermelstein (1983) utilized a modified 

version of Condiotte and Lichtenstein's (1981) Confidence 

Questionnaire to measure self-efficacy ratings at the end 

of treatment. These researchers again found that 

self—efficacy ratings correlated reliably with abstinence 

(i.e., higher self-efficacy ratings paired with increased 

rates of abstinence) at 1—, 3—, and 6—months 

post-treatment, but not at 12-months post-treatment. In 

addition, after the six-month period the strength of the 

relationship between self-efficacy and abstinence had 

decreased as well. In conclusion, Mclntyre and his 

collegues hypothesized that self-efficacy ratings appear to 

possess good predictive ability up to six months 

post-treatment, with its predictive value waning after this 

time period. Killen, Macoby, and Taylor (1984) reported 

similar results in that self-efficacy successfully 

predicted smoking abstinence after 15 weeks post-treatment 

but not at 10 months post-treatment. 
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According to Bandura's (1982) theory, these findings 

are not surprising. Bandura hypothesized that the 

construct of self-efficacy is not static; rather, it often 

changes as a result of new experiences and information. 

Thus, the longer the time period between ratings of 

self-efficacy and actual behavioral performance, the more 

time an individual would have to gather and integrate new 

information, leading to changes in his or her views of 

self-efficacy. Theoretically, this "newer" self-efficacy 

evaluation should be more accurate than the initial rating. 

For example, a person with relatively low self-efficacy at 

the end of treatment who then experiences post-treatment 

success in maintaining abstinence should theoretically 

manifest higher self-efficacy at follow—up. In contrast, 

an individual with relatively high self—efficacy at the end 

of treatment who subsequently relapses should demonstrate 

lower self—efficacy at follow-up. While most of the 

smoking relapse studies did not assess the possibility of 

change in self-efficacy during the intervening follow-up 

periods, there is at least initial evidence that such 

changes in self-efficacy do occur (Coelho, 1984; Colletti, 

Supnick, 8 Payne, 1985). In summary, if initial 

self-efficacy evaluations are unsuccessful in predicting 

subsequent behavior, especially behavior not assessed until 

six months or more have passed, then it is likely that new 

information gathered during this time period lead to 
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changes in self-efficacy which would render the initial 

self-efficacy measure invalid. 

In addition to its utility as a predictor of smoking 

relapse among ex—smokers, self-efficacy measures also have 

been employed to distinguish successful self-quitters from 

those who tried to quit but failed (Prochaska, Crimi, 

Lapsanski, Martel, 8 Reid, 1982). In their extensive 

longitudinal study, DiClemente, Prochaska, and Gilbertini 

(1985) compared self-efficacy judgments in five groups of 

smokers and ex-smokers: (a) those with no intention of 

quitting (Immotive Smokers); (b) those thinking of quitting 

(Contemplators); (c) those who attempted to quit but failed 

(Relapsers); (d) those who had stopped smoking within the 

past six months (Recent Quitters); and (e) those who had 

been abstinent for over six months (Long-Term Quitters). 

All smokers were asked to put themselves in a variety of 

situations and then rate their level of confidence to 

refrain from smoking as well as the degree of temptation 

they experienced in each of the situations. Not 

surprisingly, the Long—Term Quitters possessed the highest 

self—efficacy scores and lowest temptation scores, while 

the scores of the Immotive Smokers were exactly opposite 

(lowest self-efficacy scores, highest temptation scores). 

Interestingly, the other two smoking groups, Relapsers and 

Contemplators, scored similarly to the Immotive group on 

both measures while the scores of the Recent Quitters were 
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in between those of the Long-Term Quitters and those of the 

smoking groups. These results indicate that at the time of 

the assessment, the ex-smokers were both more confident in 

their ability to abstain as well as less tempted than those 

still smoking. In addition, self-efficacy scores were 

found to be only moderately negatively correlated with 

temptation scores, suggesting that the self-efficacy 

construct taps into more than degree of temptation 

experienced. Rather, it seems to represent an individual's 

perception of his or her ability to cope with temptation. 

This finding was most apparent for those who had no doubts 

about their respective smoking patterns, for self-efficacy 

scores and temptation scores were least correlated among 

both Quitter groups and the Immotive group. In contrast, 

the self—efficacy and temptation scores of those undecided 

about their smoking status (Relapsers and Contemplators) 

were correlated more highly. Self-efficacy ratings were 

successful in differentiating those Contemplators who later 

quit smoking from those who continued to smoke after a 

three-month period. In addition, self-efficacy scores also 

distinguished which Recent Quitters eventually relapsed and 

which remained abstinent. Thus, DiClemente and his 

colleagues concluded that the true value of the 

self-efficacy construct lies not in its ability to classify 

groups but rather in its ability to predict behavior. 
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When exploring the utility of self-efficacy as a 

mediator of behavior, one should attempt to tease out other 

factors which may be influencing the behavior as well. As 

previously discussed, self-efficacy measures have been 

shown to be unrelated to subject characteristics such as 

demographic variables (DiClemente, 1981; DiClemente et al., 

1985; Prochaska et al., 1982). Some studies have reported 

no relationship between self-efficacy expectations and 

smoking history variables (Barrios 8 Niehaus, 1985; 

Prochaska et al., 1982), while DiClemente and his collegues 

have found small but consistent positive correlations 

(DiClemente, 1981; DiClemente et al., 1985). In both of 

these studies, lower self—efficacy ratings were associated 

with having smoked longer, having begun smoking at an 

earlier age, having smoked more cigarettes per day, and 

having a harder time trying to quit in the past. It should 

be noted, however, that these relationships were found for 

only those persons still currently smoking. Thus, these 

findings suggest that self-efficacy is at best only 

partially determined by past behavior as Bandura (1977) 

would predict and that self-efficacy evaluations are based 

on more than just the strength of the previous smoking 

behaviors. 

There also exists some evidence that perceptions of 

self-efficacy may be influenced as well by one's prior 

experience with quitting. DiClemente et al. (1985) found 
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length of abstinence during the most recent attempt to 

quit smoking to be weakly but reliably correlated with 

self-efficacy scores for both smokers and ex-smokers. 

In addition, individuals possessing a prior history of 

successful attempts to quit smoking also were shown to 

have higher self-efficacy scores (Barrios 8 Niehaus, 1985). 

In their weight loss study, Mitchell and Stuart (1984) 

reported that lower self—efficacy dropouts also reported 

more attempts to lose weight over the past three years 

than those who remained in the program; however, DiClemente 

et al. (1985) found no correlation between self-efficacy 

and the number of previous attempts to quit smoking. 

Similarly, Reynolds, Creer, Holroyd, and Tobin (1982) 

reported no relationship between self-efficacy expectations 

and previous coping history or motivation to stop smoking, 

as measured by such variables as number of times the 

individual had quit for at least one day, prior attempts 

to seek out professional help with quitting, and amount of 

time one would devote to smoking reduction efforts. Thus, 

while it does not appear that self-efficacy judgments are 

simply a function of prior performance ability, it seems 

safe to say that previously successful experiences do play 

some role in self-efficacy expectations. 
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Alcohol Abuse 

In alcoholism treatment, self-efficacy has been 

proposed as an important construct in abstinence-oriented 

treatment (Rollnick 8 Heather, 1982) and in relapse 

prevention (Marlatt 8 Gordon, 1985). However, there are 

relatively few published studies that demonstrate this 

empirically (DiClemente, 1986). 

Rist and Watzl (1983) rated the perceptions of female 

alcoholics in three distinct areas: (a) perceptions of 

self—efficacy to resist drinking in specific social 

situations; (b) perceptions of personal discomfort in these 

same social situations (Specific Pisserti veness); and (c) 

perceptions of discomfort in non-drinking social situations 

(General Assertiveness). Then these ratings were compared 

for their utility in predicting relapse after treatment. 

Those women who were abstinent three months post—treatment 

rated themselves as expecting less discomfort and as being 

less likely to drink in response to social pressure (i.e., 

specifically assertive) than those who had relapsed. 

However, there were no significant differences between 

these two groups on the measure of general assertiveness. 

Thus, it appears that female alcoholics' beliefs concerning 

their ability to refrain from drinking in high-risk social 

situations were better predictors of abstinence than a 

general measure of assertiveness. However, assertiveness 

ratings in high-risk situations were just as effective as 
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self-efficacy ratings in predicting abstinence. The 

authors argue that for a female alcoholic self-efficacy 

expectations may be at least partially determined by the 

degree of discomfort she would expect to experience if she 

refused a drink in a social situation. However, when Rist 

and Watzl excluded from the analysis those patients who had 

relapsed during treatment, only the self-efficacy ratings 

were able to distinguish between female alcoholics with 

good and poor outcomes after treatment. 

Martin (1987) examined the effects of self-efficacy 

and other values on attrition from an inpatient alcohol 

treatment program. Upon comparing program completers with 

dropouts, it was found that the self—efficacy evaluations 

had little utility in predicting length of stay in 

treatment, a result the author found "surprising given the 

general success that has been reported in the literature to 

date using efficacy and outcome expectations to predict 

various domains of behavior" (p. 141). Martin suggested 

that inadequacies in scale development may have contributed 

to the predictive failure of self-efficacy in this study. 

Burling et al. (1989) examined self-efficacy among 419 

male drug and alcohol abuse inpatients at a residential 

treatment center. A modified self-efficacy questionnaire 

was completed at intake and monthly during inpatient 

treatment. In addition, post—treatment interviews were 

conducted with 81 patients approximately six months 
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following discharge to assess the relationship between 

self-efficacy and relapse. As the authors hypothesized, 

self-efficacy increased during treatment and was higher 

among abstainers than relapsers at follow-up. 

Contrary to expectations, the hypothesis that high 

self—efficacy at the end of treatment would be predictive 

of positive treatment outcome at follow—up was not 

supported- Burling et al. (1989) stated that a likely 

explanation for this finding was that the abstainer group 

had lower intake scores than the relapser group; thus, to 

achieve significance at the end of treatment, the abstainer 

group had to score much higher than the relapser group. 

A second unexpected finding was that low self-efficacy 

scores at intake were related positively to two measures of 

treatment outcome (i.e-, longer residence in treatment and 

better conditions of discharge). Burling et al. (1989) 

stated that this result may possibly reflect the fact that 

alcoholics and drug abusers often tend to deny or be 

unaware of the severity of their substance abuse problem 

(DiCicco, Unterberger, 8 Mack, 1978). Therefore, 

relatively high self-efficacy at the beginning of treatment 

might represent an underestimation of the difficulty of the 

task at hand and/or less willingness to expend the effort 

needed to cope adequately with the problem. Burling and 

his colleagues added that these data seem to lend some 

support to the belief among groups like Alcoholics 
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Anonymous that substance abusers must "hit bottom" and 

admit their powerlessness over their specific substance 

before they are willing to attempt change (Bateson, 1971). 

A third unexpected finding was that patients 

evidencing greater in-treatment change in self-efficacy 

demonstrated higher abstinence rates at follow—up. In 

fact, abstainers exhibited twice as much of an increase in 

self-efficacy during the course of treatment than did 

relapsers. The authors stated that it may be the magnitude 

of change experienced during treatment which proves to be 

one of the better predictors of outcome. Finally, it also 

was unexpected that patients with low self—efficacy at 

intake were found to be better at predicting the 

circumstances of their eventual relapse than patients with 

higher self-efficacy, a finding which could ultimately 

provide useful information in trying to match patients with 

treatments. 

Burling et al. (1989) concluded by stating that their 

results are consistent with previous research that 

demonstrated a relationship between self-efficacy and 

outcome; however, their data also suggest the possibility 

that low self-efficacy may be related to positive outcome 

under certain circumstances. In addition, these findings 

also raise questions with respect to the general validity 

of self-efficacy evaluations of inpatient drug and alcohol 
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abusers and whether this population represents a unique 

diagnostic category requiring special considerations. 

Summary 

When examining all of the self-efficacy literature as 

it pertains to addictive behaviors, some general trends do 

seem to emerge. At this point, self-efficacy expectations 

appear more effective in predicting relapse behavior than 

other measures such as demographic characteristics, past 

behavior, or temptation scores. However, the utility of 

self—efficacy as a predictor of abstinence seems to lessen 

when employed more than six months post—treatment. 

Self—efficacy appears to be enhanced not only by actual 

success (e.g., remaining abstinent post—treatment, 

participating in treatment, having previous successes in 

maintaining abstinence) but also by perceived success. 

Possessing high self-efficacy seems to reinforce not only 

an individual's attempts to abstain even when facing 

challenging situations but also may serve to prevent total 

relapse if a person does slip. While most of these 

conclusions have been drawn primarily from the literature 

on smoking relapse, it appears at least initially that a 

number of these findings may be applicable to other 

addictive behaviors such as alcoholism. 



74 

Statement of the Problem 

Having examined the vast body of literature on both 

locus of control and self-efficacy as each relates to 

drinking as well as other addictive behaviors, it seems 

surprising that very little research has explored the 

interaction between these two social-learning constructs. 

Only two studies have examined this interaction directly, 

one in the area of alcoholism (Solomon 8 Annis, 1988a) and 

the other in the area of smoking (Reynolds et al. , 1982). 

Utilizing a sample of 100 male alcoholics just 

entering treatment, Solomon and Annis (1988a) found a 

moderately negative correlation (r = -.45) between the 

Situational Confidence Questionnaire (SCQ), an instrument 

designed to assess self-efficacy in a variety of drinking 

situations, and the Drinking Locus of Control Scale (DRIE: 

Donovan 8 O'Leary, 1978), a measure of drinking-related 

locus of control. Individuals who reported low 

self-confidence in their ability to resist the urge to 

drink heavily (i.e., low self-efficacy) tended to attribute 

the reasons for their drinking to external rather than 

internal causes (i.e., external locus of control). In 

contrast, Reynolds et al. (1982) found self-efficacy 

ratings not to be related to locus of control among 

smokers. 

Other smoking studies have incorporated both locus of 

control and self-efficacy measures in their design but did 
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not examine their interaction. Walker and Franzini (1983) 

demonstrated that neither health locus of control nor the 

smoker's level of confidence in the treatment rationale was 

predictive of outcome, whereas self-efficacy did predict 

smoking outcome. Wojcik (1988) examined self-efficacy and 

health locus of control in 75 smokers who quit through 

formal treatment programs and 75 smokers who quit by 

treating themselves for three months. The strongest 

overall predictor of abstinence versus relapse was 

self-efficacy; however, this was true only for the 

self—treatment sample. Program treatment relapsers showed 

the second highest self—efficacy scores, suggesting an 

overestimation of their ability to resist relapse. Locus 

of control and health valuing were shown to be strong 

predictors of abstinence as well. Thus, Wojcik concluded 

that cognitions concerning health, locus of control, and 

self-efficacy all appear to be associated strongly with 

avoidance of relapse to tobacco smoking. 

The goal of this study is to further examine the 

interaction between locus of control and self-efficacy as 

they relate to drinking. One way to better understand each 

of these social-learning constructs individually as well as 

how they may interact is to explore briefly the theoretical 

underpinnings from which each originates. 

Rotter (1966) contended that individuals can be 

(differentiated meaningfully on the basis of the extent to 
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which they attribute responsibility for the outcomes of 

their actions to themselves (internal locus of control) or 

to fate, chance, or powerful others (external locus of 

control). Thus, locus of control indicates the degree of 

responsibility perceived over meaningful events in one's 

life. The expectancies assessed by locus of control are 

thought to be important in determining not only future 

behaviors but also a wide variety of personality traits. 

Joe (1971) found that individuals having an external locus 

of control are generally more depressed, anxious, and 

psychopathologic than individuals possessing an internal 

locus of control- In addition, he suggested that internals 

as a group appear to have better control over impulses and 

to behave more constructively and adaptively, facilitating 

greater personal control over their affective states and 

social behavior. 

Self-efficacy (Bandura, 1982) refers to personal 

judgments as to how well one can organize and implement 

patterns of behavior in situations that may contain novel, 

unpredictable, and/or stressful elements. Efficacy 

expectations are thought to play a significant role in the 

initiation, generalization, and maintenance of coping 

behavior. Bandura hypothesized that how persons judge 

their own capabilities has a direct effect on their 

motivation and willingness to engage in specific 

behaviors. Thus, individuals are most likely to perform 
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only those behaviors which they feel lie within their level 

of competence while avoiding those behaviors which they 

judge exceed their capabilities. There is evidence that 

judgments of perceived self-efficacy accurately predict 

performances across a variety of situations, including 

phobias (Bandura 8 Adams, 1977), school achievement 

(Bandura 8 Schunk, 1981), career choice decisions (Betz 8 

Hackett, 1981), physical stamina (Weinburg, Yukelson, 8 

Jackson, 1980), and persistence in solving anagram problems 

(Brown 8 Inouye, 1978). 

Keeping these definitions in mind, it is interesting 

to explore how Bandura viewed the relationship between 

these two constructs. As noted above, Bandura (1977) 

suggested that self—efficacy and locus of control (LOC) 

expectancies are relatively independent. He argued that 

regardless of the perceived relationship between behavior 

and a particular outcome, the inability to execute the 

behavior successfully will still result in lowered 

self-efficacy. However, Bandura went on to suggest that 

the causal attribution of behavior to personal ability 

(internal LOC) or to chance factors (external LOC) could 

theoretically mediate an individual's level of 

self-efficacy. Bandura's lack of certainty as to the 

possible interaction between these two constructs can be 

safely interpreted to mean that more research in this area 

is needed. 
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Therefore, the primary purpose of the present study is 

to expand upon the work described above and utilize 

measures of locus of control and self-efficacy in 

determining the ability of these two variables (both 

independently and together) to predict successful 

completion of an alcohol treatment program. A secondary 

goal of this study is to attempt to replicate the results 

of Solomon and Annis (1988a) which found that prior to 

treatment, external locus of control appears to be 

correlated with lower self-efficacy among alcoholics. 

Predictors of Attrition from Alcohol 
Inpatient Treatment Programs 

Previous studies specifically addressing attrition 

rates from inpatient alcoholic populations indicate dropout 

rates for various treatment settings range from 

approximately 13% to 39% with an average of 28% (Baekeland 

8 Lundwall, 1975). More current data on patient attrition 

from alcohol inpatient programs suggest similar dropout 

rates to those reported above (Roffe, 1981; Sullivan, 

Targum, 8 Advani, 1981; Verinis, 1983; Welte, Hynes, 

Sokolow, 8 Lyons, 1981). Wallerstein's (1957) conclusion 

that approximately one out of four persons entering an 

inpatient alcohol program can be expected to terminate 

treatment prematurely still appears to be valid today. 
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Throughout the research literature a myriad of factors 

have been evaluated as potential predictors of attrition 

from alcohol inpatient programs. These factors include 

demographic and personality characteristics, social 

variables, treatment history, and drinking-related factors. 

A general conclusion drawn by a number of researchers is 

that few if any factors stand out as being related 

consistently to attrition (Martin, 1981; Roffe, 1981; 

Sullivan et al., 1981). When a relationship does emerge, 

it is often a modest one yielding little if any predictive 

power or the relationships reported are in direct conflict 

with previous research findings. In this study, the 

following factors were examined: age, gender, 

ethnicity, socioeconomic status (in terms of income level 

and highest grade level achieved), and marital status-

Age 

In their review of the attrition literature, Baekeland 

and Lundwall (1975) reported that approximately two-thirds 

of the studies examined did not find any relationship 

between age and attrition- However, when differences were 

found, it was usually the younger patient who left 

treatment prematurely. Studies in the inpatient alcohol 

treatment literature provide a similar picture, with half 

of the studies which evaluated age as a predictor of 

attrition finding no differences between program completers 
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and dropouts (Krasnoff, 1976; Ravensborg, 1973; Sullivan 

et al. , 1981) and half finding that younger alcoholics 

were more likely to drop out of treatment than older 

alcoholics (Beck et al., 1983; Roffe, 1981; Welte et 

al., 1981). Beck et al. (1983) was not, however, able 

to replicate this finding in their cross-validation 

sample. In addition, the finding by Welte et al. (1981) 

that age was a significant predictor of attrition held 

true only for those patients given Administrative 

Discharges. Schofield (1978) suggested that the 

younger patient may leave treatment prematurely 

because of resistance to authority or an unwillingness 

to accept his or her addiction. Therefore, while age 

has not been shown to be a consistent predictor of 

attrition from alcohol treatment programs, there 

is some indication that those defiant dropouts described 

above may be younger than others who either stay in 

treatment or drop out. 

Gender 

In over 50% of the studies reviewed by Baekeland and 

Lundwall (1975), gender was not found to be related to 

attrition from treatment. When differences were indicated, 

however, they usually favored women dropping out of 

treatment more often than men. In several more recent 

studies which evaluated the relationship between gender and 
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attrition from alcohol treatment, either no differences 

were found (Sullivan et al., 1981; Welte et al., 1981) or 

male alcoholics were found more likely to leave treatment 

prematurely (Hahn & King, 1982; Lin, 1975; Schofield, 

1978). Thus, at this time, it cannot be concluded that 

either male or female alcoholics are more likely to drop 

out of treatment early. 

Ethnicity 

In their review of the attrition literature, Baekeland 

and Lundwall (1975) did not identify ethnicity as a factor 

related to attrition from treatment. The few studies 

which did evaluate the relationship between ethnicity 

and attrition either found no reliable differences between 

completers and dropouts (Schroeder, Bowen, 8 Twemlow, 

1982; Welte et al., 1981) or found differences in favor 

of whites successfully completing treatment more often 

than nonwhites (Altman, Evenson, 8 Cho, 1978; Keil 8 

Esters, 1982). At this point in time, the evidence 

linking ethnicity to attrition from alcohol treatment 

programs is fairly equivocal. 

Socioeconomic Status (SES) 

Baekeland and Lundwall (1975) reported that just over 

half of the studies they evaluated found socioeconomic 

status (SES) as measured by educational, income, or 
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occupational level to be related to patient attrition; 

hoxjever, it should be noted that educational level alone 

was not shown to be a major factor in predicting attrition. 

Studies which have assessed SES by combining 

educational and occupational level into one index generally 

have reported that attrition is not related to this index 

(Krasnoff, 1976; Schroeder et al. , 1982; Welte et al. , 

1981). Keil and Esters (1982), however, did find that 

treatment dropouts were more likely to be on public 

assistance than treatment completers. Hahn and King (1982) 

found that a greater proportion of early dropouts were 

among the lower social classes. When income level was 

utilized as an index of SES, both of the above mentioned 

studies found that a lower level of income was associated 

with attrition from treatment. However, two studies found 

contradictory results (Linn, 1978; Roffe, 1981). Thus, as 

was the case with the other factors described above, the 

relationship between SES and attrition from alcohol 

treatment programs is not always consistent. 

Marital Status 

In their review of the literature, Baekeland and 

Lundwall (1975) identified "social isolation and 

unaffiliation" as a factor consistently related to 

attrition. They described the socially isolated and 

unaffiliated person as one who is often single, separated. 
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or divorced, and as someone who presumably has no strong 

family ties. While some of the evidence does suggest that 

marital and family factors are important in predicting 

attrition from alcohol treatment programs, the data are not 

consistent- For example, it also has been shown that 

current marital status does not differentiate dropouts from 

completers (Krasnoff, 1976; Ravensborg, 1973; Sullivan et 

al-, 1981). Other more recent studies, however, have 

associated being married with program completion (Keil 8 

Esters, 1982; Roffe, 1981) or being widowed with staying in 

treatment longer (Altman et al - , 1978). 

Linn (1978) reported that having been married at some 

point in time was associated with program completion. She 

interpreted this finding as suggestive of the family's 

influence on motivation for treatment which she argued was 

further substantiated by the finding that more dropouts in 

her study were living with non-relatives, whereas 

completers tended to live with a spouse. 

Thus, while the data are far from conclusive, the 

evidence does seem to suggest that having a more stable 

marital history and family relationships may improve the 

alcoholic's chances for completing treatment, particularly 

if the family is supportive in this area. On the other 

hand, Altman et al. (1978) argue that remaining in 

treatment may actually be easier for the individual v^o has 

no close family ties. Hahn and King (1982) provide 
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evidence which supports this viewpoint. They found that 

the completers in their study were more likely to be 

single or divorced and more often gave the name of a 

non-nuclear family relative, friend, or neighbor as 

their emergency contact rather than a close family 

member. On the basis of these results, the authors 

suggested that having close family ties may lead to 

premature termination from treatment because of the 

potential negative influence a family may have on a 

patient's motivation for treatment. Thus, they conclude 

that the existence or absence of stable marital or 

family relationships may not be as important as the quality 

of these relationships and the overall attitude of the 

family toward the patient's participation in treatment. 

Summary 

As described above, attempts to identify any reliable 

predictors of attrition from alcohol treatment programs 

have proved largely unsuccessful. Of the five variables to 

be examined in this study, it appears that the factor of 

marital status ("social isolation and unaffiliation") holds 

the most promise as a possible predictor of attrition. 

While age may somehow be related either directly or 

indirectly to dropping out of treatment, none of the other 

patient characteristics or background variables described 

above have emerged as reliable predictors of attrition. 
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Hypotheses 

The following hypotheses were tested in the present 

study: 

(1) Successful completion of a drug and alcohol 

program will be found to be predicted by high self—efficacy 

and an internal locus of control. 

(2) Self-efficacy will account for a greater 

proportion of the variance than locus of control. 

(3) Locus of control will be found to correlate to a 

statistically significant degree and in a negative 

direction with self-efficacy. 



CHAPTER III 

EXPANDED METHOD 

Subjects 

Individuals who participated in this study were 

admitted to a 30-day Alcohol and Drug Abuse Program (ADAP) 

at a state hospital in western Texas. The primary 

criterion utilized for subject selection was that each 

patient was admitted to the treatment program with a 

primary diagnosis of either alcohol abuse/dependence or 

polysubstance abuse/dependence with alcohol being one of 

the substances utilized. Since this particular PiDAP admits 

patients with dual diagnoses, diagnoses other than alcohol 

(polysubstance) abuse/dependence were noted and included in 

the final results. 

Patients participating in this PlDAP received one of 

four types of discharge: With Medical Advice-Improved 

(WMA-I); With Medical Advice-Unimproved (WMA-U); Against 

Medical Advice-Improved (AMA-I); and Against Medical 

Advice-Unimproved (AMA-U). Thus, two factors affect a 

patient's status at discharge: (1) if the treatment team 

concurs with the patient's decision to leave treatment, and 

(2) if the staff feels that the patient's condition has 

improved since admission. All patients who successfully 

completed the treatment program received a discharge of 

U1»IÎ _I. Patients received a discharge status of WMA-U for 

86 
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one of two reasons: either they were discharged by the 

staff for disciplinary reasons or they had demonstrated 

such minimal improvement during their stay that continued 

treatment was deemed unwarranted. Those patients given an 

PlMA-U discharge left the program without the consent of the 

treatment team and had shown little or no improvement since 

the time of admission. Finally, the discharge rating of 

AMA-I is utilized less frequently today but was more common 

when the program was longer (45—60 days). At that time, a 

fair number of patients left treatment against the advice 

of staff but had demonstrated a sufficient level of 

improvement to justify an improved rating. 

Treatment Program 

The state hospital's ADAP utilized in this study 

serves a 47-county catchment area in west Texas. Patients 

are admitted into the treatment program either on a 

voluntary basis or by court commitment. Persons who enter 

treatment voluntarily must be referred professionally, free 

of legal charges, and without any major physical ailments 

which would require treatment during their stay. Those not 

allowed into the program include any persons deemed unable 

to benefit from treatment, incompatible with the current 

patient population, likely to be disruptive to the setting, 

or incapable of conforming to the demands of group living. 

Individuals who have been treated in this ADAP within the 
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last six months are not allowed readmission into the 

program without a court-ordered commitment . 

Individuals who receive a judicial commitment for 

treatment must be admitted into the program; however, they 

may be dismissed from the program as early as 24 hours 

after admission for any of the above described reasons. At 

the time of admission, prospective patients must be sober 

enough to sign the required admission forms but do not have 

to be detoxified completely. 

All voluntary patients are screened at least twice 

with respect to their motivation for treatment, once 

initially by the referral source and again upon admission 

to the hospital. After these two screenings, any patient 

not appearing motivated to remain in treatment goes through 

an extensive orientation with the unit administrator. 

During this special orientation, these persons are provided 

information concerning the general expectations of the ADAP 

and the benefits that can be reaped from treatment. 

Despite evidence of a lack of motivation on their part, 

every effort is made to keep these individuals in the 

program unless they defiantly refuse treatment or are 

deemed unmanageable and represent a hinderance towards 

others receiving treatment. In this particular ADAP, 

however, such exclusions from treatment are uncommon. 

The ADAP is a 40-bed unit whose treatment team 

consists of one unit physician, one psychologist, two 
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social workers, three alcoholism counselors, six nurses, 

and 12 mental health workers. The program is highly 

structured, requiring participation in a wide variety of 

treatment/training groups each day during the five-day work 

week. The treatment team decides which patients are 

assigned to which groups based on individual need. These 

groups include: Personal Living Skills; Reality Therapy; 

Rational Living Skills; Dynamic Group Therapy; Sober 

Thinking Skills; Communications; Piftercare Planning; and a 

specialized women's group. Patients also are provided with 

occupational therapy, recreational activities such as art 

and music, and physical exercise activities matching their 

capabilities. Patients are encouraged to attend PiA 

meetings outside the regular program hours, and several 

groups such as Twelve Step Study and Big Book Study are 

offered to assist the patient in understanding AA 

philosophy. Individual therapy is available on a limited 

basis for those persons with special issues not well-suited 

for group discussion. 

Procedure 

Patients generally were approached within three days 

of their admission into the hospital and asked to 

participate in the study. It takes approximately three 

days for the treatment staff to evaluate a patient after 

admission to the hospital to determine their suitability 
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for admission to the ADPiP. Four instruments (the 

Situational Confidence Questionnaire-39, the Drinking 

Related Locus of Control Scale, the Balanced Inventory of 

Desired Responding (Version 6 ) , and the Beck Depression 

Inventory) plus a demographic data sheet were given one 

time to each patient approximately 7-10 days after entering 

treatment- The purpose of allowing this period of time to 

lapse prior to testing was to give the patient adequate 

time to detoxify if needed. The sequence in which the 

instruments were given as well as all instructions were 

kept constant for each patient. Medical records were 

perused to obtain diagnoses (Pbces I and II) and discharge 

status. Five demographic variables were examined 

specifically: age, gender, ethnicity, socioeconomic status 

(in terms of income level and years of education), and 

marital status. Pifter a patient's discharge from 

treatment, that individual's discharge status was utilized 

as the criteria for treatment success. All patients who 

received a discharge status of WMA-I (With Medical 

Advice—Improved) were deemed by the treatment staff to have 

completed the program successfully and were considered a 

"treatment success." Patients who obtained one of the 

other three discharge statuses (With Medical 

Advice-Unimproved [WMA-U]; Pigainst Medical Pkivice-Imp roved 

[PV1A-I]; Against Medical Advice-Unimproved [AMA-U]) were 

deemed to have undergone "unsuccessful treatment." 
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Data collection occurred between March, 1991 and 

March, 1992. The completed questionnaires were handscored 

twice to assure accuracy. Data were analyzed employing the 

Statistical Analysis System (SAS, 1985). 

Inst ruments 

Locus of Control Measure 

Drinking Related Locus of Control 
Scale (DRIE) 

The Drinking-Related Locus of Control Scale (DRIE), 

originally constructed by Keyson and Janda (1972), 

translates generalized expectancies of locus of control 

into a measure of specific expectancies dealing with a 

variety of drinking—related behaviors (Oziel 8 Obitz, 

1975). The format and method of assessment of the DRIE 

parallels that employed in Rotter's (1966) locus of control 

scale. The DRIE consists of 25 items in a forced-choice 

format pairing alternatives indicative of internal locus of 

control or external locus of control, each of which focuses 

on the same drinking-related topic. Persons choose the 

alternative that more closely represents their particular 

beliefs or behavior. The scale is scored in the external 

direction, with higher scores reflecting less perceived 

control over drinking (i.e., more external). 

To rr^asure its reliability and validity, Donovan and 

O'Leary (1978) administered the DRIE to 120 male alcoholics 
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receiving inpatient treatment at a veteran's hospital. 

They found the standard error of measurement of the DRIE 

scale to be relatively small (.37). In addition, indices 

of test reliability were relatively high with both alpha 

and Kudei—Richardson coefficients of internal consistency 

equaling .77, while the unequal-length Spearman-Brown 

split-half reliability coefficient measured . 70. Donovan 

and O'Leary noted that these estimates of reliability were 

within the range reported by Rotter (1966) for the standard 

I-E scale. 

Donovan and O'Leary (1978) also conducted a factor 

analysis of the DRIE in this same sample of 120 alcoholics. 

They obtained three significant factors which they labeled 

Intrapersonal Control, Interpersonal Control, and General 

Control. The Intrapersonal Control factor contained seven 

items related to the individual's apparent inability to 

resist either an internal temptation to drink or indirect 

social pressure to drink as well as drinking to overcome 

negative mood states. The second factor, labeled 

Interpersonal Control, also contained seven items 

associated with external, interpersonal pressure that 

lead to drinking or drinking in response to anger or 

frustration-provoking interpersonal situations. The 

final factor, entitled the General Control factor, 

consisted of three items that focus on chance factors 

that determine the individual's ability to remain sober. 
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The authors noted that the two primary factors (1 and 2) 

accounted for considerably more variance than the third 

factor. 

Donovan and O'Leary (1978) again utilized the same 

sample of 120 male alcoholics to investigate both the 

convergent and divergent validity of the DRIE. The 

importance of demonstrating both convergent and divergent 

validity for any new scale has been well documented 

(Campbell 8 Fiske, 1959; Wiggins, 1973). In terms of 

convergent validity, any scale should have a significant 

but low—order correlation with the measure from which it 

originates. Thus, Donovan and O'Leary hypothesized that 

the DRIE should correlate with Rotter's (1966) measure 

of generalized locus of control. Secondly, the authors 

stated that the DRIE also should demonstrate a pattern of 

correlations with personality measures that are similar to 

Rotter's measure. In terms of its divergent validity, 

Donovan and O'Leary postulated that the DRIE should not 

correlate with measures that are not subsumed directly 

under the construct supposedly measured by the scale. 

Divergent validity was examined by correlating the 

DRIE with measures of education and cognitive functioning: 

the Shipley Institute of Living Scale (Shipley, 1940) and 

the Trail Making Test (Reitan, 1958). The DRIE and its 

factor subscales were found to be relatively independent of 

cognitive functioning with only 3 of 28 correlations 
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reaching statistical significance. Additional evidence for 

the DRIE's divergent validity was provided by its absence 

of significant correlations with Mirel's (1970) 

sociopolitical subscale of the I-E scale. This latter 

subscale attempts to measure an individual's belief that he 

or she can exert control or influence political and social 

institutions. Thus, this construct appears to differ from 

that assessed by the DRIE as well. 

Pis described above, Donovan and O'Leary (1978) 

hypothesized that in terms of its convergent validity, the 

DRIE should demonstrate significant but low—order 

correlations with Rotter's (1966) locus of control scale. 

Oziel, Obitz, and Keyson (1972) found a correlation of .52 

between these two measures from a sample of 50 male 

alcoholics. Obitz and Swanson (1976) also discovered a 

significant correlation between these two measures for a 

sample of female alcoholics, but not for a control group of 

female social drinkers. Donovan and O'Leary found 

significant correlations as well, ranging from .16 to .29 

between the DRIE total and factor scale scores and the I—E 

total and Mirel's (1970) personal control subscale. 

The DRIE also has been shown to correlate 

significantly with other measures of control orientation, 

providing additional evidence for its convergent validity. 

Persons possessing an external drinking-related locus of 

control were shown to experience concurrently less control 
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over both interpersonal and intrapersonal sources of stress 

as measured by Tiffany's (1967) Experienced Control (EC) 

scale. An external total score on the DRIE also was 

positively correlated to a belief that the outcomes of life 

events were determined by fate or chance on Levenson's 

(1973) multidimensional locus of control scale. The 

pattern of correlations between the DRIE and the 

above—mentioned measures of control orientation were 

similar to those obtained with Rotter's scale. 

The above described results indicate that the DRIE 

appears to meet the criteria for both convergent and 

divergent validity. A second form of validity, namely 

criterion validity, also is an important consideration in 

the development of any scale. This type of validity "deals 

with the ability of test scores to predict behavior, either 

as represented by other test scores, observable behavior, 

or other accomplishments such as grade point averages" 

(Goldstein 8, Hersen, 1984, p. 32). The criterion validity 

of the DRIE was examined in two studies by Donovan and 

O'Leary (1978). In the first study, alcoholics and 

nonalcoholic social drinkers matched on education and age 

were administered the DRIE, Rotter's locus of control 

scale, and the Beck Depression Inventory (Beck, 1967). 

Initial analysis found that alcoholics and nonalcoholics 

did not differ on Rotter's I-E scale; however, alcoholics 

did demonstrate a significantly more external score on the 
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DRIE and were significantly more depressed than the 

nonalcoholics. A subsequent analysis which adjusted for 

the differential levels of depression between the groups 

found similar results. Therefore, it appears that at least 

for this study alcoholics and nonalcoholics do not differ 

with respect to generalized perceptions of control; 

however, the alcoholics did perceive themselves to have 

less personal control over drinking-related behavior. 

Donovan and 0'Leary's (1978) second study investigated 

the relationship of the DRIE and Rotter's I-E scale to 

drinking-related behaviors in a sample of male alcoholics 

divided into four groups based on a median split of the 

scores on each of the control orientation measures. The 

dependent variables were the subscales from the Alcohol Use 

Inventory (AUI: Wanberg, Horn, 8 Foster, 1977). No 

differences were found on any of the AUI subscales as a 

function of generalized locus of control while significant 

main effects were found for the DRIE on 10 of the 20 AUI 

subscales. Alcoholics with an external drinking-related 

locus of control score, when compared with alcoholics 

having an internal DRIE score, tended to drink in a more 

sustained, obsessive fashion, previously had utilized more 

outside sources while attempting to quit drinking, tended 

to lose control of their behavior more frequently when 

drinking, had experienced more physical and perceptual 

symptomology during withdrawal, and evidenced significantly 
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greater physical, psychosocial, and psychological 

deterioration as a consequence of drinking. 

Hussey (1980) examined the empiric derivation of 

alcoholic subtypes differing in levels of generalized and 

drinking-related control orientation. Utilizing a sample 

of 75 outpatient alcoholics (of which 19 were female and 17 

Black), a cluster analysis was performed on DRIE factor 

scores and the personal control and sociopolitical control 

subscales (Mirels, 1970) of Rotter's (1966) I-E measure. 

Four distinct subtypes were derived, two of which were 

characterized by particularly high levels of externality on 

both interpersonal and intrapersonal measures of the DRIE. 

These two groups (Types 3 and 4) differed in their scores 

on locus of control subscales with Type 3 group members 

being relatively internal while Type 4 members were 

relatively external. Types 1 and 2 were characterized by 

relatively internal DRIE scores; however. Type 1 persons 

also were internal on measures of generalized control while 

Type 2's were relatively more external. Subsequent 

analyses also indicated that these four groups differed on 

measures of drinking behavior. Overall, Type 3's and 4's 

were characterized by the highest rates of alcohol 

consumption during the 30 days prior to treatment as well 

as the highest levels of behavioral and physical impairment 

from drinking. Hussey (1980) noted the similarity of his 

Type 3 and 4 individuals to the group of alcoholics who 
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experienced limited control described by O'Leary, Donovan, 

Freeman, and Chaney (1976). Thus, the pattern of the above 

described studies by Donovan and O'Leary (1978) and Hussey 

(1980) seems to provide fairly substantial evidence for the 

criterion validity of the DRIE. 

In summary, the DRIE appears to be a reliable and 

valid instrument. Pis a general rule, measures related more 

specifically to the situation under consideration appear to 

be more predictive of a particular behavior than are 

measures of a more general nature. Thus, in the case of 

alcoholism, drinking behavior appears to be better 

predicted by drinking-related expectancies concerning one's 

ability to exert control than by a measure of generalized 

locus of control. 

Self—Efficacy Measure 

Situational Confidence Questionnaire (SCQ) 

The Situational Confidence Questionnaire (SCQ) is a 

self-report measure designed to assess Bandura's concept of 

self-efficacy in terms of a client's perceived ability to 

cope effectively with alcohol. The drinking scenarios 

examined by the instrument are based on the work of Marlatt 

and his colleagues (Marlatt, 1978; Marlatt 8 Gordon, 1980) 

who found high—risk drinking situations to fall into two 

major categories: (1) Personal States, where drinking 

occurs as a response to an event that is primarily 
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psychological or physical in nature; and (2) Situations 

Involving Other People, in which drinking involves the 

substantial influence of another person. Personal States 

is further subdivided into five categories: Unpleasant 

Emotions, Physical Discomfort, Pleasant Emotions, Testing 

Personal Control, and Urges/Temptations. Situations 

Involving Other People is divided into three categories: 

Conflict with Others, Social Pressure to Drink, and 

Pleasant Times with Others. Thus, the Situational 

Confidence Questionnaire was designed to assess 

differential judgments in confidence within each of the 

eight categories of drinking situations listed above. The 

content of the original 42 items was derived from previous 

research involving the Inventory of Drinking Situations 

(IDS: Annis, Graham, 8 Davis, 1987). 

The initial normative data of the SCQ was derived from 

a sample of 424 clients admitted to two alcoholism 

treatment facilities in southern Ontario, all of whom 

voluntarily agreed to participate in the study (Annis 8 

Graham, 1988). All clients completed the SCQ during intake 

assessment. Of this sample 73% were male, 68% were single, 

and ages ranged from 18 to 76 with a mean of 41.4 (+ 

11 8) years. Approximately 44% of the sample had completed 

high school with 25.5% of these individuals having some 

education beyond this level. For the year prior to the 

intake assessment, clients reported an average consumption 
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of 9.8 i±_ 5.6) standard drinks per drinking day with an 

average frequency of drinking 4.4 i± 2.0) days per week. 

Average number of years of problem drinking was 8. 1 ( + 

7.1) and mean score on the Alcohol Dependence Scale 

(Skinner 8 Horn, 1984) was 17.5 i± 9.5). Approximately 

34% of the clients had received previous treatment for 

their drinking with 38% having attended AA within the past 

year. 

Since the SCQ was based upon Marlatt's (1978) eight-

subscale structure, confirmatory factor analysis (EQS: 

Bentler, 1985) was selected as the most appropriate 

technique for assessing the factor structure. From the 

original 42 items, three were shown to account for a 

substantial portion of the error variance and subsquently 

were omitted. A second confirmatory factor analysis on the 

remaining 39 items indicated that even further improvements 

in model fit could be obtained. First, due to the very 

high (almost linear) factor intercorrelations, the 

Marlatt-based factors "Pleasant Times with Others" and 

"Social Pressure to Drink" (r = .96) were combined, as were 

the factors "Unpleasant Emotions" and "Conflict with 

Others" (r = .96). In addition, the pattern of residual 

correlations within the "Conflict with Others/Unpleasant 

Emotions" grouping revealed subfactors within this larger 

factor. Consequently, three items dealing with "Social 

Problems at Work" and five items loading on "Social 
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Tension" were separated out and combined to form two unique 

factors. The remaining eight items from this factor were 

labelled "Unpleasant Emotion/Frustrations. " Thus, the 

final eight first-order factors of the SCQ-39 are: 

Unpleasant Emotions/Frustrations, Physical Discomfort, 

Social Problems at Work, Social Tension, Pleasant Emotions, 

Positive Social Situations, Urges/Temptations, and Testing 

Personal Control. 

A series of four confirmatory factor analyses were 

conducted on the above described first-order factors to 

ascertain the most acceptable second—order factor 

structure. It was found that the "Positive Situations/ 

Urges/Testing vs. Negative Situations" model, based on the 

second-order factor structure of the IDS—42 (Annis, Graham, 

8 Davis, 1987), was found to possess the best fit. The 

final structure of the SCQ-39 showing the relationship 

between first- and second-order factors is diagrammed in 

Figure 1-

Utilizing the original standardization sample, the 

mean scores on the eight subscales ranged from 61-8 to 

80-5, with standard deviations ranging from 22.7 to 31.5. 

The distributions of each subscale were skewed negatively, 

indicating that most responses were scored toward the high 

(100%) end of each scale. The overall mean score for the 

39 items was 69.9, with a median of 7^.8 and a standard 

deviation of 22.7. This overall score also was skewed 
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SECOND-ORDER 
FACTORS 

FIRST-ORDER 
FACTORS 

Negative 

Affect > > > > > > > > > > 

Situations 

Positive 

Affect >>>>>>>>>> 

Situations 

Unpleasant Emotions/Frustrations 

Physical Discomfort 

Social Problems at Work 

Social Tension 

Pleasant Emotions 

Positive Social Situations 

Urges 

and >>>>>>>>>> 

Testing 

Urges and Temptations 

Testing Personal Control 

Figure 1 

Factor Structure of the Situational Confidence 
Questionnaire (SCQ-39) 
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negatively, with very few responses at the low (0% - 25%) 

end of the scale and a large number of responses at the 

high end (75% - 100%). 

As described above, the construct of self-efficacy 

(Bandura, 1977) can be defined as a cognitive variable 

involving the judgment of one's ability to execute a 

certain behavioral pattern. More specifically, the SCQ 

purports to measure one's confidence in his or her ability 

to resist the urge to drink heavily and to identify 

situation—specific confidence levels. 

Annis and Graham (1988) attempted to measure the 

construct validity of the SCQ by correlating subscale 

scores with indices of alcohol consumption and social 

context of drinking. They expected that higher levels of 

alcohol consumption just prior to treatment would be 

associated with lower confidence scores on the SCQ. In 

addition, it was thought that clients spending relatively 

more of their drinking time with others would report 

correspondingly lower confidence in their ability to resist 

drinking heavily as measured by the SCQ subscale designed 

to assess drinking in response to positive social 

situations. Pis predicted, the higher the level of drinking 

reported by a client, the lower the level of reported 

self-efficacy across all categories of drinking situations. 

In addition, clients who reported spending more of their 

drinking time with others also tended to report lower 
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levels of confidence in their ability to resist drinking 

heavily when in positive social situations. Thus, these 

findings lend support for the construct validity of the 

SCQ. 

Further evidence for the construct validity of the SCQ 

was reported by Solomon and Annis (1988a). They 

administered the SCQ, the DRIE, the Outcome Expectancy 

Scale (OES: Solomon 8 Annis, 1984), the Beck Depression 

Inventory (BDI: Beck, Ward, Mendelson, Mock, 8 Erbaugh, 

1961), and the Hopelessness Scale (HS: Beck, Weissman, 

Lester, & Trexler, 1974) to lOO male alcoholics entering 

treatment. The moderate negative correlation between the 

SCQ and DRIE was described above. The OES yields a 

"Benefits" and "Costs" score which reflects a client's 

perception of the positive and negative consequences 

respectively that he or she expects to experience once 

drinking is under control. The SCQ demonstrated a small 

but significant correlation with both scores on the OES 

(r = .24 and .21), indicating a weak relationship between 

one's confidence to resist drinking heavily and one's 

expectancies as to the consequences that most likely will 

follow. The low correlation between the SCQ and the OES 

fits with Bandura's (1977) hypothesis that self-efficacy 

and outcome expectancies are relatively independent. In 

addition, the SCQ was found to be moderately correlated 

with both the BDI (r = -.52) and the HS (r = -. 3 7 ) , 
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indicating that individuals with lower drinking-related 

self-efficacy tended to be more depressed and see the 

future as somewhat more hopeless. 

Miller et al. (1987) attempted to provide evidence for 

the discriminant validity of the SCQ. Utilizing a slightly 

modified version of the questionnaire, the SCQ 

significantly discriminated between a group of 46 clients 

newly admitted to treatment and a group of 25 clients who 

had at least one year of abstinence. On seven of the eight 

Marlatt scales, the long—term abstinent clients had 

significantly higher SCQ scores than did the newly admitted 

clients. Stepwise discriminant analysis produced a linear 

combination of three subscales (Unpleasant Emotions, 

Testing Personal Control, and Social Pressure to Drink) 

that correctly identified 92% of the long-term abstainers 

and 65% of the new clients. They concluded that the SCQ 

does appear capable of discriminating between "successful" 

clients (i.e., individuals with at least one year of 

abstinence) and clients newly admitted to treatment. 

Evidence for the predictive validity of the SCQ can be 

found in a study by Solomon and Annis (1988b). SCQ scores 

taken at the beginning of treatment were found to be 

predictive of average alcohol consumption of clients who 

drank following discharge from treatment—clients with 

lower scores at intake drank more heavily (in terms of 

quantity) on drinking days during follow-up. However, 
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intake SCQ scores were unsuccessful in predicting the 

frequency of drinking episodes during follow-up. 

The internal consistency (alpha) of each of the eight 

subscales of the SCQ is good (ranging from .81 to .97) as 

is the reliability of the overall mean score of the 39 

items (.98) (Annis 8 Graham, 1988). The item-total score 

correlations within each subscale ranged from moderate to 

substantial (.59 to .91). In addition, the standard errors 

of measurement for the subscales were small, ranging from 

5.7 to 10.25. Thus, it appears that clients respond in a 

consistent manner to the items within each subscale. 

In terms of age and/or gender differences, when the 

mean scores for men and women were compared on each of the 

subscales (using univariate F.—tests), the genders were 

found to differ significantly in their confidence levels on 

only one subscale. Male clients reported, on average, 

lower confidence in the area of Pleasant Emotions than did 

female clients. As for age differences, comparisons of the 

mean scores of five age groups on each subscale (by 

univariate F-tests) indicated significant differences in 

Unpleasant Emotions, Pleasant Emotions, Urges and 

Temptations, Testing Personal Control, Social Tension, and 

Positive Social Situations. The general trend for all 

these subscales was for confidence levels to be higher for 

the older age groups—younger clients (especially those 

under 35) tended to report lower confidence in their 
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ability to resist drinking heavily across a variety of 

situations in comparison to older clients. 

In summary, the SCQ-39 was designed to assess levels 

of confidence in the ability to resist the urge to drink 

heavily. Research has shown the SCQ to have good internal 

consistency, and the construct and predictive validity 

evidence available to date are encouraging. The SCQ 

appears to be both a useful clinical and research 

instrument in assessing self-efficacy in an alcoholic 

population. 

Depression Measure 

Beck Depression Inventory (BDI) 

The revised Beck Depression Inventory (BDI: Beck et 

al., 1979) is a 21—item instrument designed to assess 

levels of depression in both adolescents and adults. The 

revised BDI was developed to replace the original BDI (Beck 

et al. , 1961). During the past two decades, the BDI has 

become one of the most widely accepted instruments for 

assessing the intensity of depression in psychiatric 

patients (Piotrowski, Sherry, 8 Keller, 1985) and for 

detecting possible depression in normal populations (Steer, 

Beck, S Garrison, 1985). 

The original BDI was derived from clinical 

observations and descriptions of symptoms frequently given 

by depressed psychiatric patients as contrasted with 
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those infrequently given by nondepressed psychiatric 

patients (Beck et al., 1961). These clinical observations 

and patient descriptions were consolidated systematically 

into 21 symptoms and attitudes which could be rated on a 

4-point scale (O to 3 in terms of severity). The items were 

selected with the sole intent of assessing severity of 

depression and were not chosen to reflect any particular 

theory of depression. 

In 1971, Beck and his collegues began utilizing a 

modified version of the BDI designed to eliminate 

alternative wordings for the same symptoms and double 

negatives (Steer, Beck, Riskind, 8 Brown, 1986). The 

number of responses per item was reduced to three 

alternatives per symptom, and the actual wording was 

altered for 15 items. Six items (Irritability, Crying, 

Fatigability, Weight Loss, Appetite, and Loss of Libido) 

remained the same. Several pilot versions were tested with 

the final revision being copyrighted in 1978 (Beck et al., 

1979). Many researchers and clinicians remained relatively 

unaware that two versions of the BDI existed until Beck and 

Steer (1984) compared the psychometric properties of the 

original and revised BDI and described them as comparable 

in psychiatric patients. 

The BDI is scored by summing the ratings given for 

each of the 21 items. Each item is rated on a 4-point 

scale ranging from O to 3. The maximum total score is 63. 
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According to Beck and Bearoesderfer (1974), cut-off scores 

for the BDI should be based on the clinical decisions for 

which the inventory is being administered. The Center for 

Cognitive Therapy has set the following general guidelines 

for cut-off scores with depressed patients: scores from O 

to 9 are considered within normal limits or asymptomatic; 

scores of 10 to 18 indicate mild to moderate depression; 

scores of 19 to 29 indicate moderate to severe depression; 

and scores of 30 and above indicate extremely severe 

depression. These cut—off scores are derived from analyses 

of the original BDI in which minimal, mild, moderate, and 

severe classifications of depression (based upon clinical 

ratings of depression) correspond to mean BDI total scores 

of 10.9 (SD = 8.1), 18.7 (SD = 10.2), 25.4 (SD = 9.6), and 

30.0 (SD = 10.4), respectively (Beck, 1967, p. 196). 

Internal consistency estimates based upon Cronbach's 

coefficient alpha for the mixed, single-episode major 

depression, recurrent-episode major depression, dysthymic, 

alcoholic, and heroin—addicted patients are .86, .80. .86, 

.79, .90, and .88, respectively. These estimates are 

consistent with mean coefficient alphas reported by Beck, 

Steer, and Garbin (1985) of .86 for the BDI in a 

meta-analysis with nine psychiatric samples, and .81 for 15 

nonpsychiatric samples. Thus, the revised BDI appears to 

possess high internal consistency in both clinical and 

nonclinical populations. 
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In discussing the validity of the BDI, the 

following four types will be considered: (1) content; 

(2) discriminant; (3) concurrent; and (4) factorial. With 

respect to content validity, Moran and Lambert (1983) 

compared the revised BDI's content against DSM-III 

Ptffective Disorder criteria and concluded that the BDI 

accurately reflected only six of the nine DSM-III criteria. 

The authors stated that two DSM-III criteria were only 

partially addressed, and one was not included. As 

examples, they noted that while the BDI inquires about loss 

of appetite, it does not ask about the increase in appetite 

that some depressed persons experience. Similarly, the BDI 

asks about sleep difficulty in general but does not inquire 

about sleeping significantly more than usual. Moran and 

Lambert (1983) also pointed out that the revised BDI lacks 

explicit items addressing psychomotor activity and 

agitation, which is included in the DSM-III criteria for 

Major Depressive Disorders. Similar observations with 

regards to the BDI have been made by Vredenburg, Krames, 

and Flett (1985). 

It is interesting to note that Steer and Beck (1985) 

stated that the absence of items regarding increased 

appetite, increased sleep, and agitation was intentional. 

The authors noted that Beck (1967, p. 34) found that T^X of 

severely depressed patients complained of loss of appetite, 

and 87% reported sleep difficulties. Steer and Beck (1985) 
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reasoned that because increased appetite and increased 

sleep occur so frequently in normal adults, inclusion of 

these symptoms would produce a high rate of false 

positives. Pigitation, a clinically diagnosed symptom, also 

was exluded because it was deemed inappropriate for a 

self-report instrument. 

Beck (1967) stated that the BDI was not designed to 

discriminate among patients with different psychiatric 

diagnoses. Although he considered depression to be a 

psychopathologic dimension or syndrome occurring across a 

wide variety of psychiatric disorders (Beck, 1967, Chapter 

2 ) , a number of studies have indicated that the BDI can 

differentiate psychiatric patients from normals (Steer et 

al., 1986). The BDI has been shown to discriminate between 

Dysthymic and Major Depressive Disorders (Steer et al. , 

1987) as well as differentiate between Generalized Anxiety 

Disorders and Major Depressive Disorders (Steer et al., 

1986). In addition, it also has been reported that 

different sets of BDI items are able to discriminate among 

psychiatric, medical, and normal samples (Cavanaugh, Clark, 

8 Gibbons, 1983). 

Beck, Steer, and Garbin (1985) have presented the 

correlations between the revised BDI and selected 

concurrent measures of depression across a variety of 

studies. Meta-analyses indicate a mean correlation of . 72 

between clinical ratings of depression and the BDI for 
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psychiatric patients as well as a mean correlation of . 60 

between clinical ratings of depression and BDI scores for 

nonpsychiatric subjects. Schaefer et al. (1985) examined 

the correlations among the BDI, MMPI—D Scale, and Zung 

Self-rating Depression Scale (Zung, 1965) in 101 

psychiatric inpatients and 99 inpatient drug-abusers. All 

of the correlations of the BDI with the Zung and MMPI-D 

scale were greater than .55 for both groups. 

Finally, the revised BDI has been factor analyzed 

with both clinical and nonclinical populations (Beck, 

Steer, 8 Garbin, 1985). The authors concluded that the 

number of factors extracted is dependent upon the 

characteristics of the clinical and nonclinical samples 

being studied. They also stated that the method of 

extraction is crucial for defining the factor structure. 

Tanaka and Huba (1984), utilizing latent structure 

analyses, reported that the BDI represents one underlying 

syndrome of depression which can be broken down into three 

highly intercorrelated factors. Although the explicit 

item composition of these factors shifts from one 

diagnostic group to another, the three factors generally 

reflect cognitive-affective, performance, and somatic 

complaints. 

Thus, in summary, the BDI appears to be both a 

reliable and valid measure of depression- It is fairly 

safe to state that during the past 30 years, the BDI has 
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become one of the most widely utilized and accepted 

instruments for assessing levels of depression in both 

psychology and psychiatry. 

Defensiveness Measure 

The Balanced Inventory of Desirable 
Responding (BIDR-6) 

The Balanced Inventory of Desirable Responding 

(BIDR—6) is the final version of a series of instruments 

examining self—deception and impression management. The 

two original measures from which the BIDR was derived were 

the Self-Deception Questionnaire (SDQ) and Other Deception 

Questionnaire (ODQ) (Sackeim 8 Gur, 1978). These 

inventories were developed in accordance with Gur and 

Sackiem's (1979) theory of self-deception. Although 

utilized by a variety of researchers (Paulhus, 1982; Roth 8 

Ingram, 1985), the scale items were never published. 

Both the SDQ and the ODQ consisted of 20 items which 

were derived rationally to distinguish between conscious 

and unconscious biases in self-report. The content of the 

gelf—deception items was based upon the psychoanalytic 

theory that those who practice self-deception tend 

unconsciously to deny psychologically threatening thoughts 

or feelings (e.g., hating one's parents, enjoying one's 

bowel movements, having sexual fantasies) (Sackeim 8 Gur, 

1978). 
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The Other Deception (i.e., impression management) 

items were derived rationally as well, based upon the 

concept that some individuals consciously overreport their 

performance on numerous desirable behaviors while 

undei—reporting undesirable behaviors. Since these 

behaviors are overt in nature (e.g., I always pick up my 

litter), any distortion is thought to be a conscious lie 

(Sackeim & Gur, 1978). 

Paulhus (1984) demonstrated that the SDQ and ODQ 

successfully reflect the two major dimensions of socially 

desirable responding found in many factor analyses of 

traditional social desirability scales (Wiggins, 1964; 

Edwards & Walsh, 1964). Thus, Paulhus (1984) suggested 

that the traditional dimensions of desirable responding be 

interpreted as self— and other—deception-

Even with these significant findings, the SDQ and ODQ 

had psychometric weaknesses. The items within each scale 

were all keyed in the same direction, all positive for the 

ODQ and all negative for the SDQ. Another criticism was 

that several of the SDQ items contained negative emotion 

and maladjustment content (e.g.. Are you free of guilt?). 

Thus, the strong correlations with measures of 

maladjustment were at least partly due to overlapping item 

content (Roth 8 Ingram, 1985). 

To address these problems, Paulhus (1984) refined the 

measures and ultimately integrated them into one inventory. 
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the BIDR—3. The three major changes were: (a) all items 

were reworded as affirmations; (b) reverse—keyed items were 

written to balance the keys; and (c) maladjustment-laden 

items were replaced, hopefully eliminating the possibility 

of an artificial negative correlation with maladjustment 

measures. However, even with these refinements, a 

recurring problem still remained—the size of the 

correlation observed between self-deception and impression 

management scales. Although some samples demonstrated the 

moderate correlations (-30—.40) previously observed, other 

samples showed correlations above .60. Thus, Paulhus 

(1984) noted that the utility of the inventory is minimal 

if the two forms of desirable responding cannot be 

measured independently. 

Thus, the most current version of the Balanced 

Inventory of Desired Responding (BIDR-6) was developed to 

address two empirical problems: (1) the overly high 

correlations observed between self—deception and impression 

management measures mentioned above; and (2) that 

negatively keyed items in the self—deception scale showed 

only minimal correlations with the positively keyed items 

(Paulhus & Reid, 1991)- They stated that the latter 

problem appeared to be an inadvertent difference in content 

between the positively keyed (cognitive confidence) and 

negatively keyed items (psychoanalytic denial). 
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Due to the inadequacy of the denial-type items 

(Paulhus 8 Reid, 1991), new items were written to tap 

self-deceptive thinking. A series of large sample factor 

analyses were conducted with the highest loading items 

indicating a style of cognitive overconfidence. Further 

examination of the items revealed that a noticeable shift 

had taken place in item content of the self-deception 

measure. Based on the work of Paulhus and Reid (1991), the 

new theory underlying self-deception emphasizes exaggerated 

claims of positive cognitive attributes (i.e., 

overconfidence in one's judgments and rationality). Thus, 

the focus has shifted from ego-defense to ego-enhancement; 

accordingly, the title of the scale has changed as well to 

Self-Deceptive Enhancement (SDE). While the ODQ has 

changed little since earlier versions, its name also has 

been changed to the Impression Management (IM) scale to 

reflect its inclusion in a new version of the BIDR. 

The 40 items of the BIDR—6 are stated as propositions. 

Each statement is rated on a 7—point scale for accuracy as 

it applies to him/herself. The scoring key is balanced. 

While another scoring technique is available, the method 

employed in this study as well as in the majority of other 

studies is termed "absolute scoring." Utilizing this 

method, the total score on each measure is the sum of all 

20 relevant items after reversing the 10 negatively keyed 

items (scores ranging from 20 to 140). Finally, Paulhus 
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(1989) indicated that all 40 items may be summed to yield 

an overall measure of desirable responding that correlates 

highly (.71) with the Marlowe-Crowne scale (Crowne 8 

Marlowe, 1960). This same study found the SDE and IM 

scales to have a weak correlation (.19). 

In terms of construct validity, since the Impression 

Management (IM) scale has remained relatively unchanged 

since earlier versions, previous validity data are still 

relevant. As briefly mentioned above, the IM scale 

correlates highly with a cluster of measures traditionally 

termed lie scales (e.g., Eysenck's Lie scale, MMPI Lie 

scale) and role-playing measures (e.g., Wiggins Sd). It is 

interesting to note that Flaherty and Lautenshlager (1989) 

found that individuals who took computer tests anonymously 

significantly lowered their scores on IM but not on SDE. 

Paulhus, Reid, John, and DeLongis (1989) provided some 

evidence for links between the SDE and measures of defense 

and coping. The authors found that SDE, but not the IM 

scale, correlated significantly with the following 

measures: (1) optimism as measured by the Carver—Scheir 

scale (r = .41); (2) reversal, as measured by Ihilevich and 

Gleser's (1986) Defense Mechanisms Inventory (r = .34); and 

(3) positive reappraisal (r = .44), distancing (r = .33), 

and escape—avoidance (r = .39) as measured with the Ways of 

Coping scale (Lazarus & Folkman, 1984). Paulhus et al. 
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(1989) concluded that these findings suggest a style of 

positive thinking. 

Paulhus (1989) found that for 270 undergraduates, 

means on the SDE derived by absolute scoring were 86. 7 

(s.d. = 12-4) and 85.6 (s. d. = 12.5) for 97 males and 165 

females, respectively. In a large sample of prison 

inmates, Harpur and Hare (1988) found absolute means of 

87.5 (s.d. = 10.3) and 82.3 (10.4) for psychopaths and 

non-psychopaths, respectively. In a sample of 80 diagnosed 

depressives, the absolute mean was 74.1 (s.d. = 12.4) 

(Paulhus, 1989). 

Paulhus (1989) found, utilizing the same sample of 

undergraduates described above, absolute scoring means on 

the IM scale of 67.8 (s.d. = 17.3) and 74.8 (s. d. = 16.2) 

for men and women, respectively. Diagnosed depressives 

showed an absolute mean of 7^.5 (s.d. = 19.0) (Paulhus, 

1989). 

Paulhus (1989) reported coefficient alphas of . 70 and 

.80 for the SDE and .80 and .86 for the IM scale. When all 

40 items were summed to yield an overall measure of 

desirable responding, the coefficient alphas were .83 and 

.85. Paulhus (1989) also reported test-retest 

correlations of .69 and .65 for the SDE and IM scale, 

respectively, when the BIDR was administered twice within a 

5-week period to a sample of students. 
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It is important to note that Paulhus (1989) reported 

that the SDE demonstrated a substantial positive 

correlation with self-esteem, and conversely, high negative 

correlations with anxiety and depression. These findings 

support the results reported by Paulhus and Reid (1991). A 

negative correlation between the Self-Deception 

Questionnaire (SDQ) and the Beck Depression Inventory (BDI) 

also has been reported (Sackeim, 1983; Roth 8 Ingram, 

1985). Sackiem (1983) interpreted these results to suggest 

that self—deception may provide one way for people to 

maintain or enhance self—esteem and thus avoid depression. 

Conversely, Paulhus (1989) indicated that the IM scale 

bears a much smaller relation to adjustment, a finding 

which has been reported since its inception (Sackeim & Gur, 

1979). 

Thus, the BIDR appears to be both a valid and reliable 

instrument for measuring the tendency to give socially 

desirable responses. One of the major strengths of this 

inventory lies in its ability to tap into the two major 

social desirability factors, namely self-deceptive 

enhancement and impression management. In addition, while 

the two subscales &re relatively independent of one 

another, they can be employed together (i.e., summed) to 

yield a measure equivalent to the most commonly utilized 

instrument of desirable responding—the Marlowe-Crowne 

scale (Crown 8 Marlowe, 1960). 
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Demographic Data Sheet 

A demographic questionnaire was designed 

specifically for the present study. Completed by each 

patient, it requested the following information: his/her 

gender, ethnicity, age, marital status, years of 

education, and annual income. Each patient's diagnosis 

(only Pbces I and II) and discharge status were obtained 

from his/her medical records. 

Analyses 

The primary goal of this study was to examine the 

ability of two independent variables, namely locus of 

control (Xi) and self-efficacy (Xz), to predict (both 

separately and together) treatment completion (Yi ) among 

alcoholics. When looking at locus of control and 

self-efficacy together (Hypothesis 1 ) , multiple regression 

analysis is best suited to analyze the results. A multiple 

correlation coefficient (R) described the maximun linear 

correlation between the dependent variable Y and a linear 

combination of the two X variables. An interaction term 

XiXz was included in the analysis as well. The square of R 

expresses the proportion of the total Y variance accounted 

for by the linear relationship between Y and the Xs. To 

account for the possibility of muiticollinearity due to the 

independent variables being substantially correlated with 

one another, a hierarchical analysis was performed in order 
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to explore all possible combinations of the variables being 

utilized. 

In order to calculate which independent variable 

(self-efficacy or locus of control) contributes most to 

the prediction of treatment outcome (Hypothesis 2 ) , 

partial correlations can be utilized. This process serves 

to "partial out" one independent variable or the other, 

ultimately yielding a partial correlation coefficient. 

The final hypothesis of this study predicts that locus 

of control and self—efficacy will be correlated negatively, 

with high scores on the SCQ (high self-efficacy) being 

related to low scores on the DRIE (internal locus of 

control). This relationship was analyzed using a Pearson 

product—moment correlation (r). Rz may be interpreted as 

the proportion of the total variance accounted for by the 

linear relationship between locus of control and 

self-ef f icacy. 

While the main hypotheses focus on the predictive 

ability of locus of control and self-efficacy (and their 

interaction) in treatment outcome, other variables will be 

examined as well. Measures of depression and 

def ensi veness as vjell as five demographic variables (age, 

gender, ethnicity, socioeconomic status, and current 

marital status) also were employed not only to "partial 

out" these factors when testing the main hypotheses but 

also to compare the predictive strength of these factors 
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relative to locus of control and self—efficacy in terms of 

treatment outcome. All variables were compared and 

contrasted to see which if any had the greatest predictive 

power. 

Lindeman, Merenda, and Gold (1980) recommend a sample 

size of n. greater than 100 or n greater than 20 times 

the number of variables for any correlational study. In 

doing a power analysis, Cohen (1969) proposes that .80 be 

used as a convention for power (1 — beta). Thus, utilizing 

an alpha = 0.05, power = 0.80, and an n. = 150, an R of 

. 25 would be necessary to attain statistical significance. 

For an n = 200, R lessens only slightly to 0.22. This 

relatively small decrease in R does not seem to warrant 

increasing n. over 150; thus, in fitting with the 

suggestion of Lindeman et al. (1980) described above, an 

n = 150 was utilized for this particular study. 
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EXPPlNDED RESULTS AND DISCUSSION 

Sample Characteristics 

Subjects consisted of 150 individuals admitted to a 

30-day Alcohol and Drug Abuse Program (ADAP) at a state 

hospital in western Texas. General demographic information 

and diagnoses (both Pbcis I and Axis II) for all the 

participants are presented in Table 8. The 113 patients 

who received a discharge status of WMA-I (With Medical 

Advice—Improved) are considered to have completed the 

treatment program successfully; thus, for brevity's sake, 

this group will be given the descriptor "successful. " Of 

the 37 participants who were deemed "unsuccessful" in their 

treatment outcome, 15 received a discharge status of WMA-U 

(With Medical Advice—Unimproved), 8 possessed a discharge 

status of PlMA-I (Against Medical Advice—Improved), and 14 

had a discharge status of AMA-U (Against Medical 

Advice—Unimproved). These three subgroups were pooled 

together in order to maximize the size of the 

"unsuccessful" group. There were four patients who left 

the ADPtf* prior to being tested. 

When comparing the demographic data between the 

successful and unsuccessful groups, no statistically 

significant differences (utilizing chi-squares and 

123 
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Table 8 

Demographic Information For All Patients 

Successful 
Treatment 
(n=113) 
75. 3% 

Unsuccessful 
Treatment 
(n=37) 
24. 7% 

Chi-
Square 
Value 

Probability 
(p value) 

Gender 
Male 
Female 

Frequency 
(percent) 

90 (79-6%) 
23 (20-4%) 

Frequency 
(percent) 

32 (86.5%) 
5 (13.5%) 

0.859 O. 354 

Ethnicity 
Caucasian 
Black 
Hispanic 
Native-
Pimerican 

2. 521 O. 471 
87 (77.0%) 
5 ( 4.4%) 

20 (17.7%) 
1 ( 0.9%) 

28 (75.7%) 
4 (10.8%) 
5 (13.5%) 
0 ( 0.0%) 

Marital Status 
S i ng1e 
Married 
Divorced 
Separated 

33 (29.2%) 
25 (22.1%) 
42 (37.2%) 
13 (11.5%) 

15 (40.5%) 
6 (16-2%) 
8 (21.6%) 
8 (21.6%) 

5. 649 O. 130 

T-test 

rpb 
(effect 
size) 

Age 
Mean 
S. D. 

Education 
(Years) 
Mean 
S. D. 

Income 
(Yearly) 
Mean 
S.D. 

33. 34 
8. 74 

10. 99 
2. 55 

$9284. 
$11624 

00 
.00 

32. 68 
12. 86 

10. 70 
2.28 

$9633.00 
$9529.00 

. 6126 

-.1650 

03 

. 05 

01 
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Successful Treatment 
(n=113, 75.3%) 

Unsuccessful Treatment 
(n=37, 24.7%) 

Frequency 
(Percent) 

Frequency 
(Percent) 

DSM-III-R Diagnoses 
(most prevalent) 

P^is I (1st diagnosis) 
Alcohol Dependence 
Polysubstance Dep. 
Alcohol Abuse 
Cocaine Abuse 
Depression 

Plxis I (2nd diagnosis) 
No diagnosis 
Cocaine Dependence 
Cannabis Dependence 
Alcohol Dependence 
Adult Antisocial 
Behavior 

Uncomplicated Alcohol 
Withdrawl 

Cannabis Abuse 
Dysthymia 
Alcohol Withdrawl 

Delerium 
Opioid Dependence 
Cocaine Abuse 

Pixis I (3rd diagnosis) 
No diagnosis 
Cannabis Abuse 
Alcohol Abuse 
Adult Antisocial 

Behavior 

90 (79.6%) 
13 (11.5%) 
3 ( 2.7%) 
O ( 0.0%) 
2 ( 1.8%) 

59 
10 
8 
4 
4 

3 
3 
2 

2 
2 

(52.2%) 
( 8.8%) 
( 7. 1%) 
( 3.5%) 
( 3.5%) 

4 ( 3.5%) 

2. 7%) 
2. 7%) 
1.8%) 

1 
1 

8%) 
8%) 

96 (85.0%) 
3 ( 2.7%) 
2 ( 1.8%) 
2 ( 1.8%) 

25 (67.6%) 
8 (21.6%) 
0 ( 0.0%) 
2 ( 5.4%) 
1 ( 2. 7%) 

18 (48.6%) 
O ( 0.0%) 
5 (13.5%) 
4 (10.8%) 
2 ( 5.4%) 

0 ( 0.0%) 

1 ( 2.7%) 
1 (2.7%) 
O ( 0.0%) 

O 
O 

0.0%) 
0.0%) 

31 (83.8%) 
1 ( 2.7%) 
0 ( 0.0%) 
1 ( 2.7%) 

Pixis II 
(Personality Disorders) 
No diagnosis 99 (87.6%) 
Pers. Disorder NOS 6 ( 5.3%) 
Antisocial 5 ( 4.4%) 
Borderline 3 ( 2.7%) 

26 (70.3%) 
7 (18.9%) 
3 ( 8.1%) 
O ( 0.0%) 
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t.-tests) were found between the two groups (see Table 8 ) . 

The effect sizes were small as well. 

All the participants had to admit that alcohol was a 

substance of choice for them. For the patients who 

utilized drugs other than alcohol, some were given the 

diagnosis of Polysubstance Dependence, while others were 

given a separate diagnosis for each substance used 

(probably due to stylistic differences among the 

physicians). Thus, it is difficult to determine if the two 

groups differed in terms of the number of substances 

utilized. The unexpected fact that only 7 out of 150 

participants received a diagnosis of depression or 

dysthymia and most did not receive an Axis II diagnosis is 

also probably due to the diagnostic styles of the 

physicians. 

Test Results 

Means and Standard Deviations 

The mean, standard deviation, t.-test score, and 

effect size for all the instruments utilized in the study 

are presented in Table 9. For the Situational Confidence 

Questionnaire (SCQ), a measure of self-efficacy, scores for 

all 8 factors (SCQ1-SCQ8) plus the average of these factors 

(total score [SCQTOT]) are given. While not statistically 

significant, two interesting trends in the data emerged. 

The first trend found the successful group scoring 
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Table 9 

Means and Standard Deviations for Instruments Utilized 

Successful Unsuccessful 
Treatment Treatment 
(n = 113) (n = 37) rpb 

(Effect 
Instrument Mean (S.D. ) Mean (S. D. ) t-test Size ) 

SDE 76.95 (15.66) 80.57 (17.22) -1.19 .10 

IM 60.58 (20.66) 63.59 (18.84) -.79 .06 

BDI 16.93 (10.43) 16.76 (9.42) .09 .01 

DRIE 9.58 (4.98) 8.78 (4.37) .87 .07 

SCQ Factors: 

lUEF 50.15 (25.62) 53.05 (20.18) -.63 .07 

2PD 65.62 (26.68) 63.92 (23.49) .35 .03 

3SPW 58.53 (29.56) 59.82 (27.42) -.24 .02 

4ST 56.32 (27.03) 59.57 (22.68) -.66 .05 

5PE 71.56 (26.67) 67.57 (21.61) .83 .07 

6PSS 40.49 (27.77) 48.99 (27.21) -1.62* .13 

7UT 48.14 (29.26) 52.43 (27.02) -.79 .06 

8TPC 36.15 (29.12) 46.49 (28.08) -1.89** .15 

TOT 53.30 (22.62) 56.48 (19.05) -.77 .06 

*p = .1066; **P = .0607 

SDE = Self-Deceptive Enhancement 
IM = Impression Management 
BDI = Beck Depression Inventory 
£)ĵ jg = Drinking-Related Internal External Locus of Control 
SCQ = Situational Confidence Questionnaire Factors: 
lUEF = Unpleasant Emotions/Frustrations 
2PD = Physical Discomfort 
3SPW = Social Problems at Work 
4ST = Social Tension 
5PE = Pleasant Emotions 
6PSS = Positive Social Situations 
7UT = Urges/Temptations 
8TPC = Testing Personal Control 
TOT = Total Score (Average of 8 Factors) 
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relatively lower on both measures of self-deception (SDE) 

and impression management (IM). The second trend indicated 

that the successful group also scored lower on most of the 

self-efficacy factors (except Factor 2 [Physical 

Discomfort] and Factor 5 [Pleasant Emotions]) and also had 

a lower total self-effcacy score (SCQTOT). The two 

differences which approached statistical significance were 

found on Factor 6 (Positive Social Situations [p = . 1066]) 

and Factor 8 (Testing Personal Control [p = .0607]) of the 

SCQ, with the successful group scoring lower on both 

factors. 

Correlations Between Self—Efficacy and 
Locus of Control 

The Pearson Correlation Coefficients (r) comparing the 

relationship between self-efficacy and locus of control for 

the entire sample (n = 150) can be seen in Table 10. 

The correlations range from -.25 to -.59, and all are 

statistically significant (p < .01). The DRIE was found to 

correlate most strongly with Factor 1 (Unpleasant 

Emotions/Frustrations) of the SCQ while the weakest 

correlation was with Factor 5 (Pleasant Emotions). The 

correlation between the DRIE and the Total Score of the SCQ 

was ~. 53. 
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Table 10 

Pearson Correlation Coefficients Comparing Relationships 
Between Self-Efficacy and Locus of Control for Total Sample 
(n = 150) 

SCQIUEF SCQ2PD SCQ3SPW SCQ4ST 

DRIE -.59* -.36* -.48* -.51* 

SCQ5PE SCQ6PSS SCQ7UT SCQ8TPC 

DRIE -.25* -.40* -.42* -.42* 

SCQTOT 

DRIE -.53* 

* p < .01 

DRIE = Drinking—Related Internal External Locus of Control 

SCQ = Situational Confidence Questionnaire Factors: 

lUEF = Unpleasant Emotions/Frustrations 

2PD = Physical Discomfort 

3SPW = Social Problems at Work 

4ST = Social Tension 

5PE = Pleasant Emotions 

6PSS = Positive Social Situations 

7UT = Urges/Temptations 

8TPC = Testing Personal Control 

TOT = Total Score (Average of 8 Factors) 
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Correlations Between Instruments 

The Pearson Correlation Coefficients (r) for all the 

variables can be found in Tables 11 and 12. Table 11 

presents the correlations between the various instruments 

for the successful (n = 113) and unsuccessful (n - 37) 

groups separately, while Table 12 shows the correlations 

between all the independent variables and treatment outcome 

(the dependent variable) for the entire sample (n = 150). 

In Table 11, all eight factors plus the total score for the 

Situational Confidence Questionnaire (SCQ) are given; thus, 

the general trends found for the self—efficacy measure will 

be emphasized. 

Situational Confidence Questionnaire 

Comparing the SCQ with both the Self-Deceptive 

Enhancement scale (SDE) and the Impression Management scale 

(IM), self-efficacy was generally found to correlate 

positively with both self-deception and impression 

management; thus, increased self-efficacy was found 

associated with both increased self—deception and increased 

impression management. The correlations between 

self-efficacy and self-deception were generally stronger 

than those between self-efficacy and impression management. 

The SCQ and Beck Depression Inventory (BDI) were found 

to be correlated negatively, with approximately half the 

SCQ factors yielding statistically significant 
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Table 11 

Pearson Correlation Coefficients Comparing Relationships 
Between Instruments 

SCQIUEF 

SCQ2PD 

SCQ3SPW 

SCQ4ST 

SCQ5PE 

SCQ6PSS 

SCQ7UT 

SCQ8TPC 

SCQTOT 

SDE 
. 36** 
.23 

. 12 
-.05 

. 22* 

. 14 

. 30** 

. 09 

. 15 

. 06 

. 17 

.28 

. 20* 

. 22 

. 31** 

. 34* 

. 28** 

.22 

IM 
. 18 
. 07 

-. 07 
-. 07 

. 04 
-. 06 

. 10 

. 02 

-. 06 
. 12 

. 16 

. 14 

. 17 

.27 

. 31** 

. 34* 

. 13 

. 14 

BDI 
-.41** 
-. 37* 

-.29** 
-. 11 

-.36** 
-. 27 

-.32** 
-. 27 

-. 19* 
-. 10 

-. 14 
-. 24 

-.27«* 
-. 33* 

-.32** 
-. 24 

-.35** 
-. 31 

DRIE 
-.56** 
-.56** 

-.40** 
-. 23 

-.49** 
-.42** 

-.55** 
-. 34* 

-. 27** 
-. 20 

-.38** 
-.45** 

-.44«* 
-. 32 

-.46** 
-. 26 

-.55** 
-.45** 
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Table 11 (continued) 

SDE IM BDI DRIE 
SDE 

IM 

BDI 

. 49** 

. 55** 
- .44** 
-.48** 

- . 15 
- . 14 

- .33** 
-.35** 

-.28** 
- . 12 

. 45** 

. 29 

Upper No. = Correlation Coefficient (Successful Group, 
n=113) 

Lower No. = Correlation Coefficient (Unsuccessful Group, 
n=37) 

* = p < .05 
** = p < .01 

SDE = Self-Deceptive Enhancement 

IM = Impression Management 

BDI = Beck Depression Inventory 

DRIE = Drinking-Related Internal External Locus of Control 

SCQ = Situational Confidence Questionnaire Factors: 

lUEF = Unpleasant Emotions/Frustrations 

2PD = Physical Discomfort 

3SPW = Social Problems at Work 

4ST = Social Tension 

5PE = Pleasant Emotions 

6PSS = Positive Social Situations 

7UT = Urges/Temptations 

8TPC = Testing Personal Control 

TOT = Total Score (Average of 8 Factors) 
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Table 12 

Pearson Product Moment Correlations (r) and Hierarchical 
Multiple Regression (R2) Coefficients Between All 
Independent Variables and Treatment Outcome (n = 150) 

Strongest Independent 
Variable(s) 

Pearson Corr 
(r) 

R—Square 
iR^ ) 

1 Variable 

SCQ8 (Testing Personal Control) 

Self-Deceptive Enhancement 

Gender 

SCQ5 (Pleasant Emotions) 

SCQ7 (Urges/Temptations) 

Impression Management 

SCQ (Total) 

SCQ4 (Social Tension) 

SCQl (Unpleasant Emotions/ 
Frustrations) 

15 

SCQ6 (Positive Social Situations) .13 

10 

. 08 

Drinking-Related Locus of Control -.07 

. 07 

. 06 

. 06 

. 06 

. 05 

. 05 

Education (Years) 

Ethnicity 

Pige 

SCQ2 (Physical Discomfor 

Marital Status 

SCQ3 (Social Problems at Work) 

Income (Yearly) 

Beck Depression Inventory 

SCQ = Situational Confidence Questionnaire 

-. 05 

-. 03 

-.03 

-. 03 

-. 03 

. 02 

. 01 

-. 01 

. 0236 

. 0175 

. 0095 

. 0057 

. 0051 

. 0046 

. 0042 

. 0042 

. 0040 

. 0029 

. 0026 

. 0025 

. 0009 

. 0008 

. 0008 

. 0007 

. 0004 

. 0002 

. 0001 
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Strongest Independent 
Variables 

R-Square 
(R2 ) 

2 Variables 

SCQ5PE SCQ8TPC 

SCQ5PE SCQ6PSS 

SCQ2PD SCQ8TPC 

SCQ3SPW SCQ8TPC 

0358 

0337 

0291 

0289 

3 Variables 

ETHNIC SCQ5PE SCQ8TPC 

SCQ5PE SCQ6PSS SCQ8TPC 

SDE SCQ5PE SCQ6PSS 

SDE SCQ5PE SCQ8TPC 

0417 

0414 

0397 

0389 

4 Variables 

SCQ4ST SCQ6PSS SCQ8TPC SCQTOT 

SCQ5PE SCQ6PSS SCQ7UT SCQ8TPC 

ETHNIC SCQ5PE SCQ6PSS SCQ8TPC 

ETHNIC SCE SCQ5PE SCQ6PSS 

0513 

0482 

0470 

0466 

5 Variables 

ETHNIC SCQ4ST SCQ6PSS SCQ8TPC SCQTOT 0576 

All 19 Variables 0843 
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correlations. Thus, increased self-efficacy was linked to 

decreased depression. 

The strongest self-efficacy correlations were found 

between the SCQ and the Drinking-Related Internal External 

Locus of Control Scale (DRIE). The correlations were all 

in the negative direction, with approximately three-fourths 

of the correlations being statistically significant. Thus, 

as self-efficacy increased, locus of control became more 

internal. 

Self—Deceptive Enhancement (SDE) 

Pis expected, self—deception was correlated positively 

with impression management (IM); thus, as self—deception 

increased, so did impression management. 

Self—deception was found to be correlated negatively 

with depression as measured by the Beck Depression 

Inventory (BDI); thus, as self-deception increased, 

depression decreased. 

Self-deception also was found to be correlated 

negatively with drinking-related locus of control as 

measured by the DRIE; thus, as self-deception increased, 

locus of control became more internal. 

Impression Management (IM) Scale 

As was the case with self-deception, impression 

management was found to be correlated negatively with 



136 

depression (BDI); however, the correlations were not 

statistically significant. Nevertheless, as impression 

management increased, depression was found to decrease. 

Impression management also was found to be correlated 

negatively with locus of control (DRIE); however, the 

correlations were generally not as strong as those between 

self-deception and locus of control. Thus, as impression 

management increased, locus of control became more 

internal. 

Beck Depression Inventory (BDI) 

Finally, feelings of depression were correlated 

positively with locus of control as measured by the DRIE; 

thus, as depression increased, locus of control became more 

external. No separate category was made for the DRIE since 

its results can be found above. 

Multiple Regression 

A hierarchical multiple regression was performed to 

assess which variables (both individually and in 

combination with the other factors) best predicted 

treatment outcome from a drug and alcohol program (see 

Table 12). The value for Rz expresses the proportion of 

the total variance accounted for by the linear relationship 

between treatment outcome (the dependent variable) and the 
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multiple independent variables found in this study. None 

of the values for R2 was statistically significant. 

The two strongest individual predictors of treatment 

outcome were self-efficacy factors, both of which accounted 

for approximately two percent of the variance. It is 

important to remember the data trend which found the 

unsuccessful treatment group to possess relatively higher 

self-efficacy scores than the successful treatment group. 

Drinking-related locus of control, while the fifth 

strongest individual predictor of treatment outcome, 

accounted for less than one percent of the total variance. 

When two independent variables were paired together, 

self—efficacy factors (in various combinations) made up the 

strongest paired predictors, accounting for approximately 

three percent of the total variance together. P)gain, 

Factor 8 of the SCQ (Testing Personal Control) was the 

variable seen most frequently paired with another SCQ 

variable. 

When more than two independent variables were utilized 

together, the variables of ethnicity and self-deception as 

well as the self-efficacy factors seen earlier emerged as 

relatively stronger predictors. It should be noted that in 

general none of the independent variables can be considered 

strong predictors of treatment outcome. Even when all 19 

independent variables are utilized together, only slightly 
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more than eight percent of the total variance can be 

derived. 

Comparisons to Other Studies 

When comparing the results of this study to other 

studies utilizing the same instruments, the means and 

standard deviations for all 150 subjects were pooled 

together. These results are located in Table 13. It is 

important to note that while the BDI, DRIE, and SCQ 

comparison samples were comprised of diagnosed alcoholics, 

the subjects in the SDE/IM study were diagnosed depressives 

(results for diagnosed alcoholics on the SDE/IM measures 

could not be found). When compared to these other studies, 

the participants of the present study generally scored 

higher in depression, had a greater external locus of 

control, and possessed lower self—efficacy. While their 

self-deception was somewhat higher, scores on impression 

management were lower. The most significant differences 

were found on three factors of self-efficacy (Factors 8 

[Testing Personal Control], 6 [Positive Social Situations], 

and 7 [Urges/Temptations]), respectively. Since the 

comparison studies were matched to the present study only 

on diagnosis and the instruments utilized (and on only the 

latter criterion for the SDE/IM group), any differences 

found between the studies, especially for the SDE/IM 

results, should be viewed cautiously. 
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Table 13 

Comparison of Means and Standard Deviations: Present 
Findings versus Previous Studies 

Instrument 
Present Study (n=150) 

Mean (S.D) 
Comparable Study 

Mean (S.D. ) 

Self-Decept ive 
Enhancement (SDE) 77.84 (16.08) (a) 74.1 (12.4) 

Impression 
Management (IM) 61.33 (20.20) (a) 73.5 (19.0) 

Beck 
Depression 
Inventory (BDI) 

16.89 (10.16) (b) 13.88 (10.6) 

Drinking 
Related Locus 
of Control (DRIE) 

9.39 (4.83) (c) 6.1 (5.0) 

Situational Confidence 
Questionnaire Factors: 
1. Unpleasant 50.87 (24.36) 

Emotions/ 
F rust rat i o ns 

2. Physical 
Discomfort 

3. Social Problems 
at Work 

4. Social Tension 

6 5 . 2 0 ( 2 5 . 8 6 ) 

58.84 (28.96) 

57.12 (25.99) 

5. Pleasant Emotions 70.58 (25.50) 

6. Positive Social 42.58 (27.79) 
Situations 

7. Urges/Temptations 49.20 (28.70) 

8. Testing Personal 38.70 (29.12) 
Control 

Total Score (Avg.) 54.09 (21.77) 

(d) 63.9 (27.9) 

(d) 79.7 (22.7) 

(d) 72.1 (27.9) 

(d) 71. 6 (24. 7) 

(d) 80.5 (24.4) 

(d) 62.4 (31.2) 

(d) 68.4 (27.2) 

(d) 61.8 (31.5) 

(d) 69.9 (22. 7) 

(a) Paulhus (1989) (b) Steer, Beck, 8 Shaw (1985) 
(c) Mariano et al. (1989) (d) Annis, Graham, 8 Davis 

(1987) 
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Hypotheses 

Having presented the test results, it is now possible 

to utilize these findings to assess the hypotheses posed 

earlier. Hypothesis 1 stated that successful completion of 

a drug and alcohol program will be found to be predicted by 

high self-efficacy and an internal locus of control. The 

two strongest predictors of treatment outcome were both 

self-efficacy factors (Factor 8 [Testing Personal 

Control] and Factor 6 [Positive Social Situations]); 

however, while not statistically significant, an unexpected 

trend in the data found the unsuccessful treatment group to 

score relatively higher on both of these factors as well as 

the majority of the other self-efficacy factors compared to 

the successful group. Nevertheless, in general, the 

successful group demonstrated no statistical differences in 

self-efficacy compared to the unsuccessful group. This 

finding is contrary to Hypothesis 1. 

The second part of Hypothesis 1 predicted the 

successful treatment group would demonstrate a more 

internal locus of control than the unsuccessful group. 

The successful group was found to possess a slightly 

(but statistically insignificantly) more external locus 

of control than did the unsuccessful treatment group. 

This finding is also contrary to Hypothesis 1. 

Hypothesis 2 stated that self-efficacy will account 

for a greater proportion of the variance than locus of 
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control. Pis evident in Table 12, self-efficacy factors 

6 and 8 did account for a greater proportion of the 

variance (R2 values of .0236 and .0175, respectively) 

than locus of control (Rz = .0051). However, the other 

self-efficacy factors accounted for less variance than 

locus of control. In addition, none of the variables 

accounted for a statistically significant proportion of the 

variance. Thus, Hypothesis 2 was not supported. 

Hypothesis 3 postulated that locus of control would 

correlate in a negative direction with self-efficacy. For 

the entire sample (n = 150), all the correlations between 

the various self-efficacy factors and locus of control 

were negative (ranging from —.25 to —.59) and statistically 

significant (p < .01). When the successful and 

unsuccessful treatment groups were compared separately, 

again a negative correlation between self—efficacy and 

locus of control was found for all the SCQ factors; 

however, only half of the correlations for the unsuccessful 

group (n = 37) were statistically significant. All the 

correlations for the successful group (n = 113) were 

statistically significant (p < .01). Differences in 

sample size between the two groups undoubtedly account 

for some of these findings. However, in general. 

Hypothesis 3 appeared to predict correctly that higher 

self-efficacy did significantly correlate with a more 

internal locus of control. 
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Discussion 

Hypothesis 1 predicted that the successful treatment 

group would demonstrate higher self-efficacy and a more 

internal locus of control relative to the unsuccessful 

treatment group. However, results found that the 

successful group demonstrated no statistically significant 

differences on either self-efficacy or locus of control 

relative to the unsuccessful group. 

The findings regarding locus of control were not that 

surprising considering the equivocal trends found in the 

locus of control literature (as previously discussed). 

However, the results of this study regarding self-efficacy 

were unexpected given the general success reported 

throughout the literature utilizing self-efficacy to 

predict various aspects of treatment outcome. More 

specifically, self-efficacy has been shown to predict 

relapse after a period of abstinence in smokers (Condiotte 

8 Lichtenstein, 1981; DiClemente, 1981) and among 

alcoholics (Rist 8 Watzl, 1983). Self-efficacy also has 

been shown to differentiate reliably those individuals who 

drop out of a weight-loss program compared to those who 

continue to participate (Mitchell & Stuart, 1984). 

When attempting to evaluate the reasons as to why the 

results of this study did not conform to those generally 

found in the self-efficacy literature, one should first 

examine the instrument chosen to measure this construct. 
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namely the Situational Confidence Questionnaire (SCQ). 

First, the SCQ is a relatively new instrument (Annis 8 

Graham, 1988); thus, this instrument has not undergone the 

test of time. Pis reported earlier, however, the reliablity 

estimates for the SCQ met acceptable standards. In terms of 

the validity studies noted earlier, none directly measured 

the ability of the SCQ to predict treatment outcome. Thus, 

it is uncertain whether the SCQ taps into those perceptions 

of personal self—efficacy which relate to completing 

treatment. In more global terms, utilizing self-efficacy 

to predict an individual's perceived capability of 

completing a treatment program represents a relatively 

novel application of this construct. 

Brod and Hall (1984) suggested that differences in 

scale development may be a significant factor in the 

failure of self—efficacy measures to predict treatment 

outcome successfully. Employing three separate 

self-efficacy scales, they evaluated smokers' perceptions 

of self-efficacy regarding their ability to quit smoking 

prior to entering a smoking treatment program. The only 

ge2f—efficacy measure which reliably differentiated 

treatment joiners from non-joiners possessed the unique 

feature of allowing each participant to personalize the 

gQj^f_efficacy construct to his or her own unique 

perceptions of the task demands. 
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Eastman and Marzillier (1984) have suggested that 

an individual's conception of a task is critical when 

assessing the self-efficacy construct. More specifically, 

they argue that as a task becomes more complex, the 

possibilities for distortion and/or uncertainty regarding 

the task demands increases. They suggest researchers 

should address not only the question of how subjects 

evaluate their own personal competence but also how they 

interpret the task at hand. Eastman and Marzillier believe 

that any self-efficacy measure should include an attempt to 

personalize the patient's conception as to what he or she 

feels is necessary for successful completion of a treatment 

program. They concluded that the decision to drop out of 

treatment undoubtedly has multiple determinants, and 

factors common to all individuals who quit treatment 

prematurely may never be uncovered. 

Even with these considerations, Mitchell and Stuart 

(1984) did find self-efficacy expectations to be predictive 

of attrition from a weight-loss program. There are, 

however, a number of methodologic differences that may help 

to explain the discrepancy between the results of the 

present study and those of Mitchell and Stuart (1984). 

Mitchell and Stuart (1984) recruited solely female subjects 

attending a weight loss program. In addition, this program 

probably required a minimal time commitment each week and 

continued over an indefinite period of time. In contrast. 
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this study assessed alcoholics in an inpatient treatment 

program, the majority of whom were male. This program 

required a total commitment for a limited period of time. 

In addition, the problem behaviors being treated were 

different as well, with alcoholism having different and 

probably more serious social and physical consequences than 

obesity. Consequently, alcoholics may find it more 

difficult to be hopeful about their ability to complete a 

treatment program than the overweight person. 

While not statistically significant, two interesting 

trends in the data are worth mentioning. The first found 

the unsuccessful group to possess relatively higher 

self—efficacy scores and a slightly more internal locus of 

control than the successful group. A possible explanation 

for this trend which directly contradicts Hypothesis 1 

might lie in the self-deception/impression management 

results. Not only did the unsuccessful group have 

relatively higher self-efficacy scores and a more internal 

locus of control, this group also had relatively higher 

self—deception and impression management scores as well. 

Those alcoholics who generally deceive themselves also 

might have a false sense as to what it takes to complete an 

alcohol treatment program successfully. They also may be 

deceiving themselves by believing that they possess more 

control over their drinking than they really do. In either 
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case, being self-deceptive may result in these alcoholics 

"setting themselves up" for failure. 

The second interesting trend in the data which seemed 

to emerge found the unsuccessful treatment group to possess 

relatively higher impression management scores as well. 

Thus, this group as a whole may possess a relatively 

stronger belief that they need to present themselves in the 

best possible light. If so, this desire to create a 

favorable impression might well include portraying 

themselves as being more confident in their abilities to 

stop drinking (higher self—efficacy) and having relatively 

more control over their drinking (internal locus of 

control). However, it is important to note that the 

unsuccessful group demonstrated absolutely no perceptable 

differences from the successful group in terms of 

depression scores. Thus, if the above premise holds true, 

the question becomes why it is that the unsuccessful group 

did not "deceive themselves" or try to "impress others" in 

terms of the amount of depression they were experiencing 

(as they did with self-efficacy and locus of control). One 

possible explanation may lie in the fact that both the 

self-efficacy and locus of control measures employed in 

this study looked specifically at the relationship between 

these two constructs and drinking; however, the depression 

measure was a general scale not directly examining 

depression as it relates to drinking. Thus, alcoholics who 
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are deceiving themselves or others may be more prone to 

endorse drinking-related items in the "fake-good" direction 

relative to more general questions. 

Hypothesis 2 stated that self-efficacy would be a 

stronger predictor of treatment outcome than locus of 

control. The basis for this hypothesis came from the 

literature—as a general rule, self-efficacy was found to 

be a stronger and more consistent predictor of treatment 

outcome than locus of control. Of all the variables 

analyzed, the two strongest predictors of treatment outcome 

were self-efficacy factors (Factor 6 [Testing Personal 

Control] and Factor 8 [Positive Social Situations]), each 

accounting for approximately 2% of the total variance. 

Locus of control was the fifth strongest individual 

predictor of treatment outcome; however, it accounted for 

less than 1% of the variance. Nevertheless, the other 

self-efficacy factors plus the total self-efficacy score 

accounted for less variance than did locus of control. 

Thus, none of the independent variables can be considered 

strong predictors of treatment outcome, and Hypothesis 2 

generally was not supported. 

Hypothesis 3 postulated that locus of control would 

correlate in a negative direction with self-efficacy. For 

the entire sample (n = 150), all the correlations between 

the various self-efficacy factors and locus of control were 

negative and statistically significant. When the 



148 

successful and unsuccessful treatment groups were compared 

separately, again a negative correlation between 

self-efficacy and locus of control was found for all 

the SCQ factors. While all the correlations for the 

successful group were statistically significant, only 

half of the correlations for the unsuccessful group were 

significant. 

A number of studies have examined locus of control 

and self-efficacy as each relates independently to 

drinking; however, little research has explored these 

constructs in tandem. One of the few studies which did 

examine the correlation between self—efficacy and locus of 

control found a moderately negative correlation (r = -.45) 

between them (Solomon 8 Annis, 1988a). Thus, one of the 

goals (Hypothesis 3) of this study was to attempt to 

replicate their findings that internal locus of control 

correlates with increased self-efficacy. The results of 

this study (as reported earlier) were fairly similar to 

the findings of Solomon and Annis (1988a), with the 

correlations from the entire sample of this study ranging 

from -.25 to -.59 between various self-efficacy factors and 

drinking-related locus of control. Thus, in summary, it 

can be said that this study generally replicated the 

findings of Solomon and Annis (1988a). 
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Demographic Variables as 
Predictors of Attrition 

Previous studies examining attrition rates from 

inpatient alcoholic treatment settings have found the 

dropout rates to vary from 13% to 39%, with an average of 

28% (Baekeland & Lundwall, 1975). More recent data on 

attrition rates have found similar results (Roffe, 1981; 

Verinis, 1983). In this study, the unsuccessful treatment 

group consisted of patients receiving one of three 

different discharge statuses: (1) patients who quit 

treatment prematurely of their own accord without 

improvement; (2) patients who quit treatment prematurely 

of their own accord but did show some improvement while 

there; and (3) patients who either stayed in treatment but 

demonstrated minimal improvement or were discharged from 

the program by staff due to disciplinary reasons. Thus, 

while the unsuccessful group (n=37) consisted of 24.7% of 

the total subject pool (n=150), only 14.7% (n=22) of the 

total number of participants left treatment on their own. 

The other 10% (n=15) of the sample was either asked to 

leave or stayed with no signs of improvement. 

Pis evident in Table 8, there were proportionately (but 

not statistically significantly) more women in the 

successful group compared to the unsuccessful group. In 

their review of the attrition literature, Baekeland and 

Lundwall (1975) reported that in over half of the studies 
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examined, gender was not related to attrition from 

treatment. When differences were noted, however, women 

dropped out of treatment more often than men. In several 

more recent investigations, either no differences were 

found between men and women in terms of attrition rates 

(Sullivan, Targum, & Advani, 1981; Welte, Hynes, Sokolow, 8 

Lyons, 1981) or male alcoholics were found more likely to 

leave treatment prematurely (Hahn & King, 1982; Lin, 1975; 

Schofield, 1978). Thus, the results of this study are 

somewhat more consistent with these latter findings. 

This study found relatively equal distributions of 

whites among the two treatment outcome groups; however, 

proportionately (but not statistically significantly) fewer 

blacks and more Hispanics were found in the successful 

group. The findings of this study are somewhat different 

than those of previous studies which either found no ethnic 

differences between completers and dropouts (Schroeder, 

Bowen, 8 Twemlow, 1982; Welte et al., 1981) or found 

differences in favor of whites successfully completing 

treatment more often than nonwhites (Altman, Evenson, 8 

Cho, 1978; Keil 8, Esters, 1982). 

In this study, age was found to be comparable between 

the two groups. These results are consistent with 

Baekeland and Lundwall's review (1975) of the literature 

which reported that about two-thirds of the studies 

demonstrated no relationship between age and attrition. 
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Education and income were two measures of 

socioeconomic status (SES) utilized in this study. While 

years of education were comparable between the two groups, 

the unsuccessful group earned slightly more money than the 

successful group. The fact that education was not shown to 

be a significant predictor of attrition is consistent with 

the findings of Baekeland and Lundwall (1975). In terms of 

income, previous studies produced equivocal results. Some 

studies (Hahn 8 King, 1982; Keil & Esters, 1982) found a 

lower level of income associated with attrition from 

treatment, while other studies found the opposite effect 

(Linn, 1978; Roffe, 1981). Thus, the results of this study 

are more consistent with the latter findings. 

Finally, Baekeland and Lundland (1975) identified 

"social isolation and unaffiliation" as the one factor 

consistently related to attrition. They described the 

socially isolated and unaffiliated person as someone who is 

separated, single, or divorced with no strong family ties. 

The findings of this study concur somewhat with these 

results, with the successful group having proportionately 

(but not statistically significantly) more married persons 

(22.1%) than the unsuccessful group (16.2%). Thus, the 

results of this study add little support to the possibility 

that marital status is one of the more consistent 

predictors of attrition. 
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Other Significant Findings 

Paulhus (1989) reported that the Self-Deception 

Enhancement Scale (SDE) demonstrated a substantial positive 

correlation with self—esteem, and conversely, high negative 

correlations with anxiety and depression. Similar findings 

also were cited by Paulhus and Reid (1991). A negative 

correlation between the Self-Deception Questionnaire (an 

earlier version of the SDE) and the Beck Depression 

Inventory (BDI) also has been reported (Sackeim, 1983; Roth 

8 Ingram, 1985). Conversely, Paulhus (1989) indicated that 

the Impression Management Scale (IM) bears a much smaller 

relation to adjustment. 

One of the secondary goals of this study was to 

attempt to replicate the findings of Paulhus (1989) and 

Sackeim (1983) listed above. As is evident in Table 11, 

all of the above findings were demonstrated at least to 

some degree in the present study as well. While Paulhus 

(1989) compared the SDE to self-esteem, the present study 

compared the SDE to self-efficacy (as measured by the 

Situational Confidence Questionnaire [SCQ]). Nevertheless, 

a significant positive correlation was found between 

self-deception and self-efficacy for six of the nine 

factors of the SCQ. As for the relationship between 

self-efficacy and depression, significant negative 

correlations (r = -.44; r = -.48) were found between the 

BDI and the SDE for both the successful and unsuccessful 
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treatment groups, respectively. Finally, as was found by 

Paulhus (1989), the IM Scale was found to have much 

smaller, non-significant negative correlations (r = -. 15; r 

= -.14) to depression as measured by the BDI for the 

successful and unsuccessful treatment groups, respectively. 

Thus, these findings tend to support the interpretation of 

Sackiem (1983) who stated that self-deception may provide 

one way for people to maintain or enhance self-esteem (in 

this case, self—efficacy) and thus avoid depression. 

Summary and Conclusions 

The primary purpose of this investigation was to 

assess the utility of Bandura's self-efficacy theory and 

Rotter's locus of control theory (both independently and 

together) for making predictions as to which alcoholics 

would be most likely to leave treatment prematurely. 

Bandura (1977) theorized that judgments of personal 

efficacy to perform a task or behavior dictate not only the 

type of activities one will choose but also how long one 

will pursue those activities when frustrated or stressed. 

Rotter (1966) contended that individuals can be 

differentiated on whether they attribute responsibility for 

the outcomes of their actions to themselves (internal locus 

of control) or to fate, chance, or powerful others 

(external locus of control). Pis predicted, locus of 

control was found to correlate to a statistically 
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significant degree and in a negative direction with 

self-efficacy. However, contrary to expectation, the 

successful treatment group generally demonstrated lower 

self-efficacy and a slightly more external locus of control 

than the unsuccessful treatment group. One possible 

explanation for this unexpected finding might lie in the 

fact that the successful group also demonstrated less 

self-deception and impression management in comparison to 

the unsuccessful group. Thus, the unsuccessful alcoholics 

may be overconfident in their capabilities regarding 

treatment completion, deceiving both themselves and others 

as to the actual demands of the situation. In more global 

terms, it also is conceivable that both self-efficacy and 

locus of control theory may not be useful for making 

predictions about completing tasks with demands that are 

not easy to assess. More specifically, in the case of an 

inpatient alcohol and drug abuse program there are a myriad 

of factors which may affect successful completion of the 

program. For some factors, such as the particular makeup 

of the patient population at the time of admission, the 

patient will not be able to assess them until he or she is 

well into the program. Brod and Hall (1984) suggested that 

self-efficacy expectations may be important in determining 

choice to enter treatment but may have little to do with 

the decision to remain in treatment. It is conceivable that 

the same holds true for locus of control. 
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Suggestions for Future Research 

This study attempted to examine various factors 

associated with attrition from alcohol treatment. An 

intriguing question raised by this investigation is what 

other factors besides those examined specifically in this 

study may relate to dropping out of treatment prematurely. 

One factor which might warrant consideration is compliance— 

i.e. , how compliant is a patient with treatment? It would 

be interesting to utilize an instrument designed to measure 

compliance and examine if this factor is a relatively more 

successful predictor of attrition than those employed in 

this investigation. 

Finally, a seemingly logical follow-up study would 

involve tracking all the patients who went through the 

treatment program (whether they completed the program or 

not) and observing if they maintained their sobriety after 

a certain period of time. This type of longitudinal study 

could examine any number of questions, such as: (1) does 

completing treatment successfully versus dropping out 

prematurely have a significant effect on maintaining 

sobriety?, (2) how well do the factors employed in this 

present study predict maintenance of sobriety? and (3) how 

does the strength of these factors in predicting attrition 

compare to their strength in predicting maintenance of 

sobriety? 
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CONSENT FORM 

NPiME OF PROJECT: The Predictive Ability of Locus of 

Control and Self—efficacy in Alcohol 
Treatment. 

I hereby give my consent and agree to participate in the 
research project entitled, "The Predictive Ability of Locus 
of Control and Self-Efficacy in Alcohol Treatment. " The 
duration of the entire project will be approximately one 
year. However, my participation will take approximately 
forty—five (45) minutes. This time will occur during one 
(1) session on one (1) day approximately seven to ten 
(7-10) days after entering the Alcohol and Drug Abuse 
Program. I also give my consent for David Margolis, 
Principal Investigator, to have access to my medical 
records. I understand that the person responsible for this 
project is Dr. Roger Greene, (806) 742-3712. 

I UNDERSTPlND THAT my participation in this study is 
voluntary and my choice to participate or not will in no 
way effect my treatment at this hospital. If I decide to 
participate, my performance and records will be kept 
strictly confidential. 

THE OBJECTIVE OF THIS STUDY has been explained: To examine 
the types of expectations which alcoholics have about 
alcoholism and the feelings they are experiencing. 

I UNDERSTPUMD THAT the procedure requires my filling out 
four (4) papei—and-pencil questionnaires. One 
questionnaire will examine self-confidence in my ability to 
resist the urge to drink heavily (requiring approximately 
15 minutes), another will examine my views regarding 
various drinking situations (requiring approximately 10 
minutes), the third inventory will explore feelings of 
depression (requiring approximately 10 minutes), and the 
final questionnaire will ask me questions about myself and 
my feelings on various issues (requiring approximately 10 
minutes). This procedure has been judged to provide no 
discomfort or risks to the subjects who participate. 

1 UNDERSTAND THAT this experiment will not harm me in any 
uay and should not be upsetting in any manner. However, I 
am free to discontinue my participation in this project at 
any time without penalty and without effecting my treatment 
here in any way. 
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I UNDERSTPiND THAT I may not receive any direct benefits as 
a result of my participation in this study. The 
investigator, David Margolis, will be available to answer 
any additional questions I may have concerning this study. 
Dr. Greene has also agreed to answer any inquires I may 
have concerning the procedures and has inforn^d me that I 
may contact the Texas Tech University Institutional Review 
Board for the Protection of Human Subjects by writing them 
in care of the Office of Research Services, Texas Tech 
University, Lubbock, Texas, 79409, or by calling 742-3884. 

I UNDERSTPiND THAT I may consult with a member of the 
Institutional Review Board at any time concerning my 
treatment and welfare by writing P.O. Box 231, Big Spring, 
Texas, 79720 or by calling the I.R. B. chairman at (915) 
264-4252. 

I UNDERSTPiND THAT I may consult with a member of the Public 
Responsibility Committee at any time concerning my 
treatment and welfare by writing P. 0. Box 1892, Big Spring, 
Texas, 79720 or by calling (915) 267-8216. The Public 
Responsibility Committee is a group of volunteers who work 
to protect the rights and interests of patients. 

I UNDERSTAND THAT there is no special provision for 
compensation and medical treatment for research subjects 
who are physically injured as a result of participation in 
a research project. Compensation and medical treatment are 
available to research subjects on the same basis that 
compensation and medical treatment are available to other 
patients at Big Spring State Hospital. Further information 
concerning the availability of compensation and medical 
treatment, should I be physically injured as a result of 
participating in a research project, may be obtained from 
the Chairman of the Big Spring State Hospital Institutional 
Review Board by writing P.O. Box 231, Big Spring, Texas, 
79720, (915) 264-4252 

I UNDERSTPiND that if this research project causes any 
physical injury to participants in this project, treatment 
is not necessarily available at Texas Tech University, nor 
is there necessarily any insurance carried by Texas Tech 
University or its personnel applicable to cover any such 
injury. Financial compensation for any such injury must be 
provided through the participant's own insurance program. 
Further information about these matters may be obtained 
from Dr. Robert Sweazy, Vice Provost for Research, (806) 
742-3884, Room 203 Holden Hall, Texas Tech University, 
Lubbock, Texas, 79409. 
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A. CERTIFICATE OF PERSON GIVING CONSENT: 
I understand each of the above items relating to the 

participation of in the 
(Name of Subject) 

research of "The Predictive Ability of Locus of Control and 
Self—efficacy in Alcohol Treatment", under the supervision 
of David Margolis, Principal Investigator, and I hereby 
consent to 
(my / his / her ) participation in the research project. 

Signature of Person Giving Consent Date 

Relation to Patient 
(Patient / Parent / Guardian) 

B. CERTIFICATE OF PERSON EXPLAINING PROPOSAL: 

I have explained the above items to 

and 
(Name of Person Giving Consent) 

believe that (he / she) understands each of these items. 

Investigator's Signature Date 

We were present at the explanation of the above items to 

Name of Client 

and we believe that (he / she) understands each of the 

above items. 

Witness Date 

Witness Date 
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Principal Investigator David A. Margolis 
Department of Psychology 
Texas Tech University 
P.0. Box 4100 
Lubbock, Texas 79409 

Title of Research Project: The Predictive Ability of 
Locus of Control and 
Self-Efficacy in 
Alcohol Treatment. 

Purpose of Research; To examine the types of expectations 
which alcoholics have about 
alcoholism and the feelings they are 
experiencing. Only those patients 
admitted to the standard 30-day 
treatment program with a 
primary diagnosis of alcohol 
dependence will be asked to 
participate. Time requirements will 
be approximately 45 minutes. 

Benefits: Participants in this study will not receive any 
direct benefits as a result of participation in 
this study. 

Location; All research will take place directly on the 
Alcohol and Drug Abuse Program unit. For 
further information, subjects may contact the 
principal investigator listed above (David 
Margolis) or may consult with a member of the 
Institutional Review Board at any time by 
writing P.O. Box 231, Big Spring, Texas, 79720 
or by calling the I.R. B. chairman at (915) 
264-4252. 
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INFORMATION SHEET 

NAME 

SEX: MPILE FEMPiLE 

RACE: WHITE 

ASIAN 

BLACK. 

OTHER 

HISPANIC 

AGE 

MARITAL STATUS SINGLE 

DIVORCED 

MARRIED 

SEPARATED 

YEPiRS OF EDUCATION. 

YEP^iLY INCOME. 


