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ABSTRACT 

The purpose of this study was to assess the relative 

utility of efficacy expectations, outcome expectations, 

and outcome values in predicting attrition from an 

alcohol inpatient treatment program. It was hypothesized 

that low expectancies in any of these areas would 

increase the likelihood that a patient would leave treat

ment prematurely. In addition, it was hypothesized, on 

the basis of se1f-efficacy theory, that persons who enter 

treatment with low expectations of personal efficacy for 

program completion and high expectations of treatment 

outcome would manifest more depression due to their per

ceived inability to obtain the expected outcomes of 

t reatment. 

Subjects were 117 alcoholics admitted to a treatment 

program at a state hospital. Attrition was measured in 

terms of length of stay in treatment (LOS) and type of 

discharge received. 

The treatment expectancy measures (se1f-efficacy, 

outcome expectation, and outcome value) developed for 

this study did not prove to be useful in predicting 

attrition either in terms of LOS or discharge category. 

Neither was depression found to be related to efficacy 

and outcome expectations as predicted. Instead, outcome 

expectations alone were associated with depression such 

V i i 



that those who entered treatment more depressed had lower 

expectations of treatment outcome. In contrast, several 

demographic and self-report variables were identified as 

predictors of attrition in this sample. For both LOS and 

discharge category, the three best predictors of early 

termination were having had less education, having a 

medical diagnosis at admission, and having had no prior 

involvement with alcoholics anonymous. 

The failure of se1f-efficacy theory to predict 

program completion among alcoholics in this hospital 

treatment setting is best explained by the difficulty 

level of the task. It was concluded that the demands of 

the treatment situation are complex and variable, 

rendering it difficult for the patient to make accurate 

judgments about his or her capacity to complete a 

treatment program. 
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CHAPTER I 

INTRODUCTION 

Mental health professionals are aware of the 

damaging effects that alcoholism and alcohol abuse can 

have on an individual's personal and family relation

ships, and even on innocent bystanders. Yet, it is 

contended that the financial burden placed on our society 

by those who are unable to control their consumption of 

alcohol is often overlooked or underestimated (Royce, 

1981). In a recent report to the U.S. Congress, the 

director of the National Institute on Alcohol Abuse and 

Alcoholism (NIAAA) stated: "We sometimes forget that the 

cost of alcohol abuse to American society is higher than 

that for cancer, and at least equal to that for heart and 

vascular disease" (Fifth Special Report, 1984, p. 2). 

These costs include financial losses to industry for 

unrealized production due to higher morbidity and mortal

ity rates associated with alcohol misuse as well as the 

resource funds necessary for coping with the direct con

sequences of alcohol abuse (Institute of Medicine, 1980). 

Alcohol use has been implicated as a significant 

factor in the occurrence of fatal accidents (Fourth 

Special Report, 1981) and is suspected to play an impor

tant role in many occupational, home, and recreational 

accidents and injuries (Haberman & Baden, 1978; Hudson, 
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1976; Mannello & Seaman, 1979; Schmidt & deLint, 1972). 

While not all accidental deaths or injuries due to 

alcohol misuse involve persons who are alcoholics or 

chronic alcohol abusers, research evidence concerning the 

mortality rates among alcoholics suggests that they are 

more likely to die in such incidents compared to those in 

the general population (Kinney & Leaton, 1983; Polich, 

Armor, & Braiker, 1980; Schmidt & deLint, 1972). Obvi

ously, there is no way to place a price on the emotional 

loss and suffering that accompanies these a 1coho1 -re 1 at ed 

deaths and disabilities. 

Currently, there is ample evidence in the literature 

to indicate that heavy chronic alcohol consumption con

tributes to an early decline in physical health and it 

has been suggested that many deaths previously attributed 

to physical disease such as heart and liver failure, 

acute pancreatitis, internal hemorrhaging and some can

cers, actually should be considered as a 1coho1- re 1 at ed 

deaths (Institute of Medicine, 1980). In addition, the 

evidence which links excessive drinking during pregnancy 

to a number of birth defects and complications is be

coming more prominent in the literature (Ellis & Pick, 

1980; Streissguth, Landesman-Dwyer, Martin, & Smith, 

1980), and one review has claimed that alcohol abuse 

during pregnancy is "the most frequent known teratogenic 



cause of mental deficiency in the Western World" (Clarren 

& Smith, 1978, p. 1066). 

While the substantial health risks and subsequent 

high cost of medical care incurred by the alcoholic is 

readily apparent from this body of literature, only re

cently has it been documented that alcoholics do in fact 

utilize a disproportionate amount of medical services for 

a wide variety of physical problems related to excessive 

drinking (Putman, 1982; Roghmann, Roberts, Smith, Wells, 

& Wersinger, 1981). 

Evidence such as this should help to clarify why 

alcohol abuse has been identified by some as our nation's 

number one public health problem (Royce, 1981). While 

part of the answer to this problem lies in establishing 

effective primary prevention programs for educating the 

public about the deleterious effects of chronic alcohol 

abuse, the only solution for the estimated 9 to 13 mil

lion problem drinkers in this country (Kinney & Leaton, 

1983; Royce, 1981) lies in the provision of effective 

alcohol treatment and rehabilitation programs. It has 

been suggested that the successfully treated alcoholic 

can be expected to enjoy better health, live longer, and 

make fewer demands on the health care systems of this 

nation (Reiff, Griffiths, Forsythe, & Sherman, 1981). 

There is a growing body of evidence which indicates 

almost without exception that the elevated demand for 



medical care and treatment among alcoholics is indeed 

substantially reduced for those who are successfully 

treated (Jones & Vischi, 1979; Royce, 1981). These data 

confirm that those who participate in treatment programs 

for alcoholism incur fewer medical expenditures, spend 

fewer days in the hospital, lose less time fromwork due 

to illness, and enjoy a lower mortality rate after treat

ment than those who do not participate in treatment 

(Kristenson, Ohlin, Hulten-Nosslin, Trell, & Hood, 1983; 

Reiff et al., 1981). What is more impressive is the fact 

that the reductions in medical costs are evident even 

when the costs of alcoholism treatment are included in 

the total cost for medical expenditures. Certainly, the 

advent of expanded health insurance coverage for alco

holism treatment clearly attests to the fact that the 

long-term benefits of treatment for the individual and 

society far outweigh the immediate costs (Fifth Special 

Report, 1984). 

Statement of the ProbI em 

During the last decade, the number of persons hospi

talized for alcoholism treatment more than doubled with 

an estimated 519,000 discharges reported in 1978 compared 

to 200,000 in 1971 (Fifth Special Report, 1984). When 

the number receiving both inpatient and outpatient ser

vices is considered, approximately 1.7 million persons 



were treated for alcoholism and problem drinking in 1977 

(Vischi, Jones, Shank, & Lima, 1980). Given that the 

total population of alcoholics, then, was estimated to be 

nearly 8 million (Fourth Special Report, 1981), it is 

apparent that a majority of those needing treatment were 

not receiving services. While the task of getting the 

alcoholic into treatment is a major obstacle to the 

management of this problem, an even more discouraging 

statistic is the finding that a significant proportion of 

those who enter treatment terminate their participation 

prematurely, often before any benefits can be realized. 

In 1975, Baekeland and Lundwall published the first 

major review of the literature which specifically 

addressed the dropout problem in various medical and 

psychiatric treatment settings. On the basis of 13 

studies which reported attrition rates for inpatient 

alcoholic populations, these authors indicated that the 

dropout rates for these treatment settings ranged from 

13.7% to 39.2% with an average rate of 28%. Current data 

on patient attrition from alcohol inpatient programs 

suggests that there has been relatively little change in 

the dropout rate over the past ten years with current 

figures ranging from 9.0% to 38.9% and an average dropout 

rate of 25% (Heinemann, Moore, & Gurel, 1976; Linn, 1978; 

McWilliams & Brown, 1977; Roffe, 1981; Schofield, 1978; 

Sullivan, Targum, & Advani, 1981; Verinis, 1983; Welte, 



Hynes, Sokolow, & Lyons, 1981). It should be noted that 

these figures are based on only eight of 23 research 

studies published in the past decade, as all too often 

the authors either failed to report rates of attrition 

for their program populations (Hahn & King, 1982; 

O'Leary, Fauria, Calsyn, & Fehrenbach, 1981; Schroeder, 

Bowen, & Twemlow, 1982; Wilson & Whelan, 1983) or else 

reported figures that were biased due to sample selection 

criteria (Beck, Shekim, Fraps, Borgmeyer, & Witt, 1983; 

Fink, Rudden, Longabaugh, McCrady, & Stout, 1984; Hester, 

Smith, & Jackson, 1981). 

Consequently, estimates of the rate of attrition from 

alcohol inpatient programs do vary considerably from set

ting to setting, and often represent biased estimates of 

the true dropout rate for a particular patient popula

tion. Yet, when the figures are averaged over a number 

of studies and by different reviewers, the dropout rate 

has remained surprisingly constant over the past 25 

years. Therefore, the conclusion reached by Wallerstein 

in 1957 that approximately one out of four persons 

entering an inpatient alcohol program can be expected to 

terminate before the end of treatment still appears to be 

valid today. 



The Ut i1ity of Predict ing 
At t r it ion from Treatment 

Given that attrition from alcohol treatment programs 

is a consistent and universal problem, a sizable body of 

research has accumulated over the past 25 years which has 

attempted to identify factors associated with dropping 

out of treatment. Currently, there appear to be two 

opposing attitudes regarding the utility of early identi

fication of the treatment dropout. Whereas some advocate 

identifying potentia 1 dropouts before they enter treat

ment in an effort to exclude them, others suggest that 

the primary advantage of early identification rests with 

the possibility of implementing interventions designed to 

retain the potential dropout in treatment. Those who 

suggest excluding the potential dropout from treatment 

contend that preliminary costs, in terms of time, money, 

and effort to evaluate and work up these patients, rep

resent a significant waste of resources which would be 

better allocated to those most likely to remain in treat-

ra ent and benefit (Craig, 1984; Miller, Pokorny, & Hanson, 

1968; Mozdzierz, Macchitelli, Conway, & Krauss, 1973; 

Roffe, 1981). Consequently, proponents of this viewpoint 

would use predictors of attrition to formulate standard 

admission policies for selecting persons who are most 

likely to benefit from treatment (Beck et al., 1983; 

Sinnett, 1961). Implicit in this viewpoint is the belief 
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that the patient who is at-risk for dropping out of 

treatment would be unresponsive to interventions aimed at 

keeping him or her in treatment. On the other hand, 

those who hold the opposing attitude claim that it is the 

responsibility of those planning treatment programs to 

consider the special needs and characteristics of the 

patients they serve by implementing intervention stra

tegies and program modifications designed to prevent the 

potential dropout from leaving treatment prematurely 

(Beck et al., 1983; Miller et al., 1968; Sinnett, 1961; 

Sullivan et al., 1981; Weingarten, Hartman, & Holcomb, 

1980) . 

Clearly, the evidence which illustrates the exten

sive financial benefits that may accrue from successful 

treatment of the alcoholic in terms of reduced medical 

expenditures and increased work productivity argue for 

the implementation of rigorous efforts to rehabilitate 

the alcoholic by ensuring that treatment is completed. 

Similarly, research studies which compare the outcomes of 

untreated alcoholics and alcoholics who receive minimal 

treatment (dropouts) with those who remain in treatment 

longer provide additional evidence that those who 

complete treatment have a better chance of remaining 

abstinent and generally function at a higher level both 

socially and vocationally at follow-up (Armor, Polich, & 

Stambul, 1978; Emrick, 1975). 



It has been suggested that the findings of such 

outcome studies are difficult to interpret since better 

motivated patients tend to remain in treatment longer and 

motivation is a factor that is probably related to out

come (Baekeland, 1977). While others do acknowledge that 

factors other than successful completion of treatment may 

contribute to better outcomes in completers, they do not 

feel that the potential benefits of treatment should be 

overlooked on the basis of such caveats. 

Even though it has not been proven that 
failure to complete treatment causes poor 
outcomes, in view of the far superior 
outcomes for those who completed treatment, 
every effort should be made to arrange for 
clients to complete treatment. These results 
do not seem to be- due merely to the fact that 
those who completed treatment were a type of 
client that had a better prognosis to begin 
with. (Welte et al., 1981, p. 399) 

Therefore, it certainly cannot be guaranteed that all 

those who complete treatment will be better off than 

those who do not, nor can it be assumed that treatment 

per se is the only factor which influences the recovery 

of the alcoholic. However, given the potential benefits 

to the individual and society in general which have been 

associated with successful completion of treatment, 

efforts directed at keeping the potential dropout in 

treatment should continue as a primary objective in the 

treatment of alcoholism. 
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The Prob1 em of Defining the Dropout 

At the time that Baekeland and Lundwall (1975) pub

lished their review, studies which addressed the problem 

of attrition in alcohol inpatient programs were less com

mon in the literature than those for outpatient programs. 

They reviewed only eight studies which attempted to iden

tify factors associated with premature termination from 

either inpatient or residential treatment programs for 

alcoholism. Within the past ten years, this body of 

research has grown nearly fourfold. One problem which 

has continued to plague the research literature is the 

failure to define and measure the phenomenon of dropping 

out consistently and precisely (Beck et al., 1983; Craig, 

1984). It is becoming increasingly evident that those 

who leave treatment prematurely do not represent a 

homogeneous group with respect to clinical or personal 

characteristics (Fink et al., 1984). 

Baekeland and Lundwall (1975) reported that at least 

three types of dropouts can be identified in the litera

ture: (1) the patient who fails to return to treatment; 

(2) the patient who refuses to return to treatment; and 

(3) the patient who is expelled from treatment for lack 

of cooperation, poor response to treatment, or violation 

of program expectations. They suggested that these three 

categories of treatment dropouts represent different sub

types who may experience different outcomes, and there is 
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some evidence in the literature to suggest that different 

factors may identify different subtypes of the dropout 

population (Hoffman & Jansen, 1973; Lin, 1975; Welte et 

al ., 198 1). 

The patient who fails to return to treatment after 

an authorized pass or the patient who refuses to continue 

in treatment until completion is generally discharged 

"against medical advice" (AMA). The patient who is ter

minated from treatment early on the recommendation of 

staff is typically given an "administrative discharge" 

( A D ) . While these categories comprise the most frequent

ly encountered types of "irregular" or early discharges 

given to patients who leave treatment prematurely, pa

tients also may be discharged from a program for medical 

reasons or they may be transferred to other treatment 

facilities for problems which are not handled on an 

alcohol treatment unit. In addition, patients may be 

given a "provisional" discharge (PD) which can encompass 

a number of situations including personal circumstances 

which require that a patient leave treatment early with 

staff's consent. 

Despite the fact that these patients most likely 

represent specific subtypes of the dropout population, 

very few investigators have attempted to isolate these 

subtypes in their study samples so as to examine the 

correlates of attrition for each group separately. To 
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date, only three such studies have been reported using 

inpatient alcohol treatment populations (Hoffman & 

Jansen, 1973; Lin, 1975; Welte et al., 1981). Meaningful 

comparisons among these three studies are limited; 

however, due to differences in sample composition, the 

independent variables measured, and the methods used to 

define each dropout group. 

The majority of research studies designed to delin

eate factors associated with attrition from alcohol 

treatment programs have made no distinction among these 

subtypes of dropouts and often the investigators provide 

no information as to the composition of the dropout group 

employed (Fitzgerald, Pasewark, & Tanner, 1967; Gross & 

Nerviano, 1973; Miller et al., 1968; Roffe, 1981; 

Verinis, 1983; Wilkinson, Prado, Williams, & Schnadt, 

1971). Those studies which do include some descriptive 

information as to the composition of their dropout groups 

illustrate the problem of heterogeneity within these 

groups that is often encountered in the literature. For 

example, Huber and Danahy (1975) described their dropout 

group as including 24 patients who were absent without 

leave, six patients who were either discharged for 

continued alcohol use while in treatment or who were 

transferred to other units, and five patients who were 

"excused" from treatment for "other reasons." Similarly, 

Krasnoff (1976, 1977) reported that his dropout group 
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consisted of patients who left against the advice of 

staff, those who accepted court discharges, and patients 

who were released from treatment by the ward staff with

out the agreement of the treatment center staff. In 

addition, a number of studies reviewed used terminology 

which was vague or imprecise to define their dropout 

groups such as "elopers" or "noncomp1eters" (Pryer & 

Distefano, 1970; Sullivan et al., 1981; Voth, 1965). 

One can only speculate as to how diverse these dropout 

groups may have been and the possible effects that such 

heterogeneity would have on the results of studies 

designed to predict attrition from treatment. In an 

attempt to reduce the potential variance caused by using 

such heterogeneous dropout groups, some investigators 

have chosen to examine only one type of patient dropout, 

those who leave treatment AMA (Beck et al., 1983; 

Mozdzierz et al., 1973; Schofield, 1978; Sinnett, 1961). 

A second problem encountered in the literature is 

related to the issue of noncomparab1e attrition groups 

and involves the use of arbitrary cutoff points for 

defining program completers and dropouts. Wilson and 

Whelan (1983) defined their dropout group as those who 

left treatment before the end of the second week in a 

four-week program, while Sullivan et al. (1981) included 

all patients who left treatment by the third week in a 

program of the same length in their dropout group. In 
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another study, program completers were defined as those 

who had completed three weeks of treatment (Ravensborg, 

1973), but the author failed to report the length of the 

treatment program. Therefore, the comparability of these 

three attrition groups is questionable as the dropout 

groups defined in the latter two studies clearly included 

a small segment of patients who stayed longer in treat

ment and may have left for different reasons than those 

in the Wilson and Whelan study. Similarly, without 

knowing the length of the program studied by Ravensborg, 

it is difficult to determine whether his group of drop

outs entered treatment under the same expectations. It 

is noteworthy that none of the investigators conducting 

these three studies included any type of rationale for 

choosing their particular cutoff points for distinguish

ing program completers from dropouts. In contrast, Hahn 

and King (1982) defined the dropouts in their study as 

those who stayed 18 or fewer days in a 21-day program. 

Their rationale for using this cutoff point was based on 

the decision of the treatment staff to issue formal 

discharges beginning on the nineteenth day of treatment. 

The composition of the dropout group employed by 

Hahn and King (1982) posed other interpretation problems, 

however. They excluded 54 persons from their data analy

sis because they left treatment so soon after admission 

that an extensive intake interview was not completed 



which resulted in a significant amount of missing 

information. A post hoc comparison of these "early" 

dropouts with the remainder of the sample revealed that 

this dropout group included a greater proportion of 

women, persons of lower socioeconomic status, and persons 

who had more previous admissions for treatment. The 

authors concluded that "these persons constitute a dis

tinct type of dropout who merit further study. Caution, 

therefore, must be exercised in generalizing the findings 

of this study to all types of dropouts" (Hahn & King, 

1982, p. 79). Similar cautions may be applied to other 

studies as well (Bowen & Androes, 1968). 

A few investigators have attempted to avoid the 

definitional pitfalls encountered in the literature by 

taking the view that attrition from treatment is a con

tinuous phenomenon. Such studies use length of stay in 

treatment as a measure of attrition which eliminates the 

problem of defining specific dropout groups (Altman, 

Evenson, & Cho, 1978; Hoffman & Jansen, 1973). While 

this method of measuring attrition has the advantage of 

eliminating arbitrary cutoff points for separating drop

out groups from those who complete treatment, it does not 

take into account the type of discharge received which 

has been demonstrated to result in different predictor 

variables. Hoffman and Jansen (1973) have made an ini

tial attempt to evaluate the relative effectiveness of 



length of stay and discharge type for measuring attrition 

by assessing both dependent variables in their study. 

Since this study only examined personality correlates of 

attrition, it remains for others to replicate their meth

odology using a broader range of predictor variables in 

order to establish which criterion variable is a better 

measure of attrition. 

In summary, then, the phenomenon of dropping out of 

treatment from alcohol inpatient programs has received 

considerable attention over the past 25 years but defini

tional inconsistencies and the lack of uniform measures 

of attrition have made comparisons among these studies 

very difficult. The frequent practice of treating 

program dropouts as a homogeneous group rather than iden

tifying specific subtypes also limits the interpretation 

of these research findings. Because of this problem, it 

is difficult to determine whether consistent predictors 

of attrition fail to emerge simply because they do not 

exist or whether differences within dropout groups mask 

the presence of such relationships. Therefore, it is not 

surprising to learn that the literature is replete with 

negative and conflicting findings. Given these measure

ment problems, the existence of any agreement in the 

literature should be noteworthy. The following section 

will review those factors which have been examined with 
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• -n.e degree of frequency by investigators interested in 

predicting attrition fro. inpatient alcohol treatment 

programs 



CHAPTER II 

PREDICTORS OF ATTRITION FROM ALCOHOL 

INPATIENT TREATMENT PROGRAMS 

A number of factors have been evaluated as potential 

predictors of attrition from alcohol inpatient programs 

in the research literature including demographic and 

personality characteristics, drinking-re1 ated variables, 

treatment history, and social variables. A general con

clusion drawn by a number of investigators is that few 

factors stand out as being consistently related to attri

tion (Martin, 1981; Roffe, 1981; Sullivan et al., 1981). 

When a relationship does emerge the magnitude is often 

modest providing little predictive power or the rela

tionships uncovered are often in direct conflict with 

previous research findings. Such discrepancies in the 

research literature are difficult to interpret due to 

frequent methodological differences such as the popula

tion sampled, the manner in which attrition is defined, 

or the choice of predictors that are measured. In this 

section, the current data available on predictors of 

attrition from alcohol inpatient treatment programs will 

be reviewed. Those factors which have not been identi

fied as consistent predictors of attrition will be 

reviewed first, followed by those which have demonstrated 

some potential for making predictions about who is most 

18 
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likely to drop out of an alcohol inpatient treatment 

program. 

Ethnic ity 

In their review of the attrition literature, Baeke

land and Lundwall (1975) did not identify race as a 

factor related to attrition fr.om treatment. The few 

studies reported in the alcohol treatment literature 

which did evaluate the relationship between race and 

attrition either found no reliable differences between 

completers and dropouts (Miller et al., 1968; Schroeder 

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

favor of whites successfully completing treatment more 

often than nonwhites (Altman et al., 1978; Keil & 

•Esters, 1982). At this time, however, the evidence 

linking race to attrition from alcohol treatment programs 

is not very compelling. 

Gender 

In over half of the studies reviewed by Baekeland 

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

to dropping out of treatment. When differences were 

found, however, they usually were in favor of women 

dropping out of treatment more often than men. Several 

recent studies which have evaluated the relationship 

between gender and attrition from alcohol treatment 

either found no differences between men and women 
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(Sullivan et al., 1981; Welte et al., 1981) or found that 

male alcoholics were more likely to leave treatment pre

maturely (Hahn & King, 1982; Lin, 1975; Schofield, 1978). 

As was noted previously, a significant proportion of the 

sample in the Hahn and King (1982) study was excluded 

from the data analysis due to missing information. These 

subjects left treatment before an extensive intake inter

view was completed, and the authors reported that this 

group of early dropouts contained a disproportionately 

greater number of female alcoholics. However, among 

those who stayed longer in treatment, it was found that 

men were more likely to dropout. The results of this 

study suggest, then, that women are more likely to termi-

na te treatment sooner than men, while the actual rate of 

attrition may not be different for each gender. This 

finding could explain the conflicting results reported in 

the literature regarding the relationship between gender 

and attrition. The findings of a number of studies could 

be biased in either direction depending on how dropout 

groups are defined or what cutoff points are used to 

separate program completers from noncomp1eters. Conse

quently, at this time, it cannot be concluded that either 

male or female alcoholics are more likely to drop out of 

treatment, instead it may be that women leave treatment 

sooner than men when they do drop out. 
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Soc ioeconomic Status 

Baekeland and Lundwall (1975) reported that just 

over one half of the studies they reviewed found socio

economic status as measured by educational, income, or 

occupational level to be related to patient attrition. 

Educational level alone has not proven to be a major 

factor in predicting attrition from inpatient alcohol 

programs, however. Four studies reported negative find

ings (Hoy, 1969; Miller et al.,1968; Ravensborg, 1973; 

Sinnett, 1961), while two other studies produced con

flicting results (Roffe, 1981; Weingarten et al., 1980). 

Studies which have assessed socioeconomic status by 

combining educational and occupational level into one 

index generally have reported that attrition is not re

lated to this index (Bowen & Androes, 1968; Krasnoff, 

1976; Schroeder et al., 1982; Welte et al., 1981). How

ever, Keil and Esters (1982) did find that the treatment 

dropouts in their study were more likely to be on public 

assistance than those who were treatment successes. Hahn 

and King (1982) found that a greater proportion of per

sons in their early dropout group were among the lower 

social classes. When income level was used as an index 

of socioeconomic status, both of these studies found that 

a lower level of income was associated with attrition 

from treatment. However, two other studies reported 

contradictory findings (Linn, 1978; Roffe, 1981). Thus, 
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the relationship between socioeconomic status and 

attrition from alcohol treatment programs is not always 

consistent, and as will be shown later, the differences 

reported here may be better explained in terms of 

employment factors. 

Per sona1ity Factors 

Much of the early research designed to predict 

attrition from inpatient alcohol treatment programs 

attempted to identify personality correlates of program 

completers and dropouts. A number of personality mea

sures have been employed to assess these characteristics 

but the most commonly used instrument for this purpose 

has been the Minnesota Multiphasic Personality Inventory 

( M M P I ) . In general, few reliable correlates of patient 

attrition have emerged from this body of research. The 

majority of studies either have reported no differences 

between completers and dropouts on any MMPI clinical or 

supplemental scales (Hague, Donovan, & O'Leary, 1976; 

McWilliams & Brown, 1977; Miller et al., 1968; Roffe, 

1981), have reported differences on one scale only (Huber 

& Danahy, 1975; Krasnoff, 1976; Wilkinson et al., 1971), 

or have failed to replicate previous findings (Krasnoff, 

1977; McWilliams & Brown, 1977; Sinnett, 1961). All but 

one of the 12 studies reviewed here (Lin, 1975) used male 
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alcoholics exclusively, and the majority sampled V.A. 

hospital populations. 

When differences were reported on the MMPI between 

completers and dropouts, they have most often occurred on 

Scales _L, F̂ , K, and P_d; however, generally the data have 

been conflicting. Miller et al. (1968) reported only a 

nonsignificant trend for dropouts to score higher on H_s 

and Fd_ than completers. Huber and Danahy's (1975) drop

out group did score reliably higher on ?d_ than their 

completer group, but these authors felt that the variance 

among the P_d scores for both completers and dropouts was 

too large to use this index as an a priori predictor of 

treatment completion. In addition, Lin (1975) found that 

both alcohol and drug abusers who left treatment AMA or 

who were given administrative discharges scored higher on 

F and ?_d than those given regular discharges. He con

cluded that these findings may reflect a greater tendency 

toward deviance, nonconformity, and repeated disregard 

for social customs among these subtypes of treatment 

dropouts. Sinnett (1961) also found that the alcoholics 

in his dropout group scored higher on £ than completers, 

but he was unable to replicate this finding in a cross-

validation sample. 

Higher scores on Scale I. have been associated with a 

longer stay in treatment, while lower scores have been 

associated with leaving treatment AMA (Hoffman & Jansen, 
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1973) or dropping out for other reasons (Krasnoff, 1976). 

Krasnoff (1976) also reported that completers scored 

higher than dropouts on the Mar 1ow-Crowne Social Desir

ability scale, and he interprets these findings to mean 

that program completers present themselves in a somewhat 

more socially desirable manner and that they have a 

greater need for approval from others than dropouts. 

According to Mozdzierz et al. (1973), patients who 

leave treatment AMA have been described in the literature 

as defensive and often denying their illness and depen

dency needs. Therefore, they predicted that alcoholics 

who leave AMA should score higher on K (Defensiveness) 

and D_n (Denial) but lower on _DZ (Dependency) and A^ 

(Admission of Problems) than those who remain in treat

ment. These predictions were confirmed by their data. 

However, Krasnoff (1976, 1977) was unable to replicate 

these findings, and he suggested that differences between 

the treatment settings and the manner of defining the 

dropout in these studies could account for the discrepant 

findings. Yet, Hoffman and Jansen (1973) found that 

those patients who left treatment AMA in their study 

actually obtained the lowest scores on K, while committed 

patients who left treatment without authorization scored 

the highest on this scale. Clearly, these discrepant 

findings highlight the difficulties which arise when no 
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attempt is made to differentiate among subtypes of 

treatment dropouts. 

Two other studies reported no differences between 

completers and dropouts on the E_£ (Ego Strength) scale of 

the MMPI (Mozdzierz et al., 1973; Sinnett, 1961). Sin

nett (1961) found no differences between dropouts and 

completers from an alcohol treatment program on the ^ 

(Irregular Discharge) scale which was developed by Cal-

den, Thurston, Stewart, and Vineberg (1955) to predict 

irregular discharges among patients on a tuberculosis 

ward. Finally, Wilkinson et al. (1971) found that 

scores on the C_n (Personal Control) scale were weakly 

but significantly correlated with program completion, 

although Krasnoff (1977) was unable to replicate this 

finding in his sample of alcoholics. 

The general picture of the alcohol treatment dropout 

which emerges from this body of research suggests an 

individual who is less concerned with social approval and 

expected behavior norms and who is less willing to admit 

to problems. However, this description is essentially 

based on the findings of a few studies while the majority 

of investigators have not been able to replicate indepen

dently these personality correlates of attrition on the 

MMPI. While it seems reasonable to suggest that at least 

some treatment dropouts do have similar personality char

acteristics, the evidence certainly does not support 
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making such statements about the dropout population in 

general. Therefore, the MMPI appears to offer little 

promise of reliably predicting attrition from alcohol 

treatment programs on the basis of personality factors. 

Attempts to predict attrition from treatment using 

the Edwards Personal Preference Schedule have been equal

ly disappointing (Fitzgerald et al., 1967; Gross & 

Nerviano, 1973; Pryer & Distefano, 1970; Wilkinson et 

al., 1971). Similarly, two research studies have shown 

that the Sixteen Personality Factor Inventory (16PF) 

holds little promise for predicting attrition from treat

ment (Gross & Nerviano, 1973; Hoy, 1969). Hoy did note 

that the results of his study were difficult to interpret 

due to doubts about the equivalence of Forms A and B of 

the 16PF which were both used in his research. 

A number of other instruments have been used to 

assess the relationship between psychological variables 

and attrition in the research literature, often producing 

a mixed picture of the emotional and personality status 

of the dropout as compared to the treatment completer. 

While some studies suggest that dropouts tend to report 

more negative mood states such as dysphoria (Linn, 1978; 

Ravensborg, 1973), other investigators have found that 

dropouts actually report fewer problems and symptoms 

than completers (Altman et al., 1978; Nelson & Hoffmann, 

1972). Another study has shown that a patient's 
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perception of the severity of his or her alcohol problem 

does contribute to predicting completion of treatment 

such that dropouts were more likely to evaluate their 

drinking problem as less severe than completers (Roffe, 

198 1 ) . 

Another group of studies has produced evidence to 

suggest than dropouts actually admit to more symptoma

tology than completers. On the basis of their responses 

to the Hopkins Symptom Checklist, Linn (1978) reported 

that dropouts tended to be more depressed and introverted 

than completers. Ravensborg (1973) found that treatment 

dropouts.were characterized as more down-hearted, less 

good-natured, more restless, and more "worn-out" on the 

basis of their responses to the Clyde Mood Scale than the 

treatment completers in his sample. 

There are a number of additional research studies 

which report no differences between treatment dropouts 

and completers on a variety of other psychological inven

tories. These instruments include the Kuder Preference 

Record and the Al 1 port-Vernon Scale of Values (Wilkinson 

et al., 1971), the Personality Research Form (Gross & 

Nerviano, 1973), the Defense Mechanism Inventory (Hague 

et al., 1976), the Tennessee Self-Concept Scale (Heine

mann et al., 1976; Roffe, 1981), Jourard's Self-

Disclosure Scale (Heinemann et al., 1976), and the IPAT 

Anxiety Scale (Wilson & Whelan, 1983). Hague et al. 
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(1976) also reported no differences on a locus of control 

measure among program completers and two groups of 

treatment dropouts, while Schofield (1978) reported a 

nonsignificant trend for male AMA patients to be more 

external than non-AMA patients but he found no differ

ences on this measure for female alcoholics. 

In summary, then, the evidence reviewed above sug

gests that relatively few reliable personality or emo

tional factors exist to explain or predict the phenomenon 

of attrition from inpatient alcohol programs. Certainly, 

a major conclusion drawn by a number of investigators is 

that no differences exist between treatment dropouts and 

completers on a wide array of psychological inventories 

and measures. While there is some evidence to suggest 

that treatment dropouts tend to deny their illness and 

underreport problems more often than completers, a few 

studies have shown that some dropouts report more symp

toms than completers. It could be argued that the ten

dency to underreport problems may accurately reflect the 

dropout's current psychological status and that such 

individuals leave sooner because they are actually in 

less need of treatment. In a follow-up study of treat

ment dropouts, Albott (1982) found that those dropouts 

who had returned to drinking by the end of a year demon

strated a greater degree of psychopatho1ogy on the MMPI 

at the time of admission to treatment than those who 
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remained sober. These results suggest that at least one 

segment of the dropout population who appear more well-

adjusted on the MMPI at the time they enter treatment may 

be capable of controlling their drinking problem without 

the need to complete treatment. However, Albott also 

noted that those dropouts who were sober at follow-up 

were ten years older on the average than those who re

turned to drinking, and it has been shown that age is a 

factor influencing elevations on MMPI scale scores 

(Aaronson, 1958; Calden & Hokanson, 1959; Gynther & 

Shimkunas, 1965, 1966). Consequently, it may be that 

unless certain moderator variables such as age or gender 

are taken into account in identifying subgroups of the 

dropout population, the existence of specific personality 

correlates of attrition may continue to be overlooked or 

misinterpreted in the literature. 

Psych iat r ic Diagnos is 

While a few studies suggest that specific diagnostic 

categories may be predictive of attrition from alcohol 

inpatient programs, the results are generally conflict

ing. One study reported that a diagnosis of affective 

disorder was related to attrition (Fink et al., 1984), 

another found that a diagnosis of nonparanoid schizo

phrenia was associated with staying in treatment longer 

(Altman et al., 1978), and a third reported that having a 
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diagnosis of personality disorder was predictive of 

attrition (Beck et al., 1983). However, Beck et al. 

(1983) were unable to replicate this last finding in a 

cross-validation sample, and Sinnett (1961) found that 

81 percent of his alcoholic inpatient sample were diag

nosed as having a personality disorder making this index 

useless for predicting attrition from treatment. 

In their review of the attrition literature, Baeke

land and Lundwall (1975) reported that nearly three-

fourths of the studies that assessed sociopathic features 

or behavior in their patients found these characteristics 

to be related to dropping out of treatment. In many of 

these studies, sociopathic behaviors were defined in 

terms of past legal problems, number of prior arrests, or 

other illegal activities. Only one study in the alcohol 

inpatient literature provides evidence consistent with 

that reported by Baekeland and Lundwall. Hahn and King 

(1982) found that having had several a 1coho1-re 1 ated 

ar r es ts and having spent several months in jail were 

predictive of attrition from treatment. However, Welte 

et al. (1981) did not find number of arrests to be asso

ciated with type of discharge, and Altman et al. (1978) 

actually found that having more a 1 coho1 - re 1 ated arrests 

was indirectly related to staying longer in treatment. 

In addition, they identified a cluster of factors such 

as family desertion, amphetamine use, having used an 
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assumed name, and fighting excessively which they 

suggested was indicative of the person with antisocial 

tendencies. All of these variables were found to be 

associated with staying longer in treatment. However, 

instead of indicating that those with antisocial charac

teristics are actually more self-motivated to stay in 

treatment, it seems likely that such persons more often 

receive legal commitments to treatment which would 

influence their decision to stay. Baekeland and Lundwall 

(1975) have suggested that the sociopath often submits to 

treatment temporarily in an effort to avoid punishment or 

imprisonment. Since having a judicial commitment was a 

major predictor of length of stay in treatment in the 

Altman et al. study, this hypothesis seems more tenable. 

In general, then, the literature which relates psychi

atric diagnosis to attrition from treatment indicates 

that there is no clear relationship between these two 

variables. 

Cognit ive Factors 

Some researchers have attempted to associate attri

tion with measures of cognitive style or ability. The 

phenomenon of field dependence-independence has been 

examined in a few studies as one dimension of cognitive 

style likely to influence attrition because it has been 

related to the use of primitive psychological defenses 
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such as denial and repression (Witkin, Dyk, Faterson, 

Goodenough, & Karp, 1962). Karp, Kissin, and Hustmyer 

(1970) presented preliminary evidence indicating that 

alcoholics who are field dependent are more likely to 

drop out of individual psychotherapy than those who are 

field independent. However, subsequent attempts to rep

licate these findings among inpatient alcoholics using 

the Group Embedded Figures test have failed (Hague et 

al., 1976; O'Leary et al., 1981). 

Orford (1974) suggested that those whose cognitive 

style was more simplistic, that is, they used fewer 

traits and labels to describe others, would be more 

likely to drop out of a residential hal.fway house program 

because they would lack adequate skills for making accu

rate perceptions within this social context. Cognitive 

complexity was assessed in two ways: the degree to which 

an individual produced unipolar interpersonal descrip

tions and the degree of redundancy observed across 

descriptions. Neither measure was significantly related 

to length of stay in the program, although the redundancy 

measure did show a nonsignificant trend in the expected 

direction. When both measures were combined as a measure 

of cognitive complexity, it was found that those subjects 

who responded in a more simplistic manner (e.g., using 

both unipolar and redundant descriptions) did drop out of 

the program earlier. Orford concluded that the results 
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of his study provided weak but consistent support for his 

hypo the sis. 

A number of other studies have attempted to relate 

level of cognitive functioning to attrition from treat

ment with mixed results. Weingarten et al. (1980) 

reported that the dropouts in their study achieved lower 

IQ scores on the Revised Beta Exam than the completers. 

Another study, which evaluated attrition rates across 

treatment groups, reported that as the proportion of 

individuals with higher intelligence increased within a 

treatment group, the dropout rate also increased 

(Schroeder et al., 1982). They found that persons of 

high and low levels of intelligence were equally likely 

to drop out of treatment, and suggested that the dispar

ity in levels of intelligence among group members may 

have caused the higher rate of attrition by contributing 

to poor group cohesion. Four additional studies which 

have assessed intelligence in relation to attrition found 

no association between these two variables (Miller et 

al., 1968; Orford, 1974; Sinnett, 1961; Wilkinson et 

al. 1971). Similarly, measures of cognitive impairment 

such as the Category test (Hester et al., 1981) and the 

Shipley Institute of Living Scales (Hague et al., 1976) 

have been shown to be unrelated to attrition from alcohol 

inpatient treatment. Therefore, the evidence provided in 

the literature thus far suggests that cognitive factors 



34 

are unlikely to prove useful in predicting potential 

treatment dropouts. 

Dr inking Factors 

Several investigators have examined aspects of the 

alcoholic's drinking history in an effort to predict 

attrition from treatment. For the most part, the results 

from these studies have been mixed. Hahn and King (1982) 

found that alcoholics who reported a longer period of 

1oss-of-contro 1 drinking were more likely to complete 

treatment, and Altman et al. (1978) found that as the 

duration of the drinking problem increased so did length 

of stay in treatment. Similarly, Keil and Esters (1982) 

found that those alcoholics who reported more months of 

continuous alcohol use were more likely to complete 

treatment successfully. On the other hand, Miller et al. 

(1968) found that the dropouts in their study tended to 

report a longer history of problem drinking than the 

completers, while Sullivan et al. (1981) found no rela

tionship between the duration of the drinking problem and 

attrition from treatment. In addition, Miller et al. 

(1968) reported that the dropouts in their study got 

drunk more often when they drank and the duration of 

their last binge before entering treatment was longer 

than for completers. These authors interpreted their 

findings as suggesting that their dropouts entered 
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treatment with a more severe drinking problem than the 

completers. Keil and Esters (1982) also found that their 

treatment success group drank less on the average before 

entering treatment than those who later dropped out, 

while Welte et al. (1981) found that the quantity of 

alcohol consumed prior to treatment was not related to 

the type of discharge received. In contrast, Hahn and 

King (1982) reported that their program completers were 

more often diagnosed as having cirrhosis of the liver 

than dropouts which might imply that the completers in 

this study had a more severe drinking problem. There

fore, while some of the research findings do converge to 

suggest that treatment completers have experienced longer 

periods of excessive alcohol consumption which may be 

indicative of a more advanced degree of alcoholism, the 

data are by no means consistent. 

When the age at which alcohol use began is examined, 

two studies reported that program completers tend to 

begin drinking at a later age than dropouts (Hahn & King, 

1982; Wilkinson et al., 1971), while a third study found 

that treatment successes started to drink earlier than 

dropouts (Keil & Esters, 1982). On the other hand, two 

studies which assessed the age of onset for excessive 

drinking found that dropouts tended to begin drinking 

heavily at a later age than treatment completers (Roffe, 

1981; Sullivan et al., 1981), but Keil and Esters (1982) 
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failed to find an association between the age at which 

excessive drinking began and program completion. Conse

quently, it would appear that the decision to drop out of 

treatment is not consistently related to past drinking 

behav ior. 

Fami1y Dr inking History 

Studies which report on the incidence of problem 

drinking among members of the alcoholic's family also 

provide little useful information for making predictions 

about attrition from treatment. Hahn and King (1982) did 

find that a history of parental problem drinking was 

predictive of dropping out of treatment, but Sullivan et 

al. (1981) found no relationship between family drinking 

history and attrition from treatment. Roffe (1981) re

ported that having a mother with a drinking problem was 

predictive of attrition, but having a father or spouse 

with a drinking problem was not. Linn (1978) found that 

the younger alcoholics in her sample reported having a 

mother with a drinking problem more often than the older 

alcoholics, but this factor was not related to attrition 

for either age group. Finally, Miller et al. (1968) 

reported that the dropouts in their study had fewer 

siblings who drank when compared with the program com

pleters. Therefore, the drinking habits of other family 
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members have not been shown to be consistently related to 

attrition from treatment. 

Alcoholies Anonymous At t endance 

Involvement in Alcoholics Anonymous (A.A.) has 

proven to be amajor factor in the maintenance of sobri

ety among some alcoholics, and it might be expected that 

those who participate in A.A. regularly also would be 

more likely to successfully complete an alcohol treatment 

program. However, two studies which examined the extent 

of prior involvement in A.A. have shown that this factor 

is not related to treatment completion (Roffe, 1981; 

Sullivan et al., 1981), and, contrary to expectations, 

Hahn and King (1982) reported that prior involvement in 

A.A. was associated with dropping out of treatment. They 

did find that having an A.A. sponsor while in treatment 

was predictive of program completion, however. These 

authors suggest that since the treatment program under 

study placed a good deal of emphasis on the A.A. philos

ophy and was geared toward taking the patients through 

the first five steps of the A.A. program, those who had 

had prior exposure to this doctrine may have viewed the 

treatment process as redundant and without benefit. 

Therefore, while previous participation in A.A. may not 

be predictive of program completion, having the direct 

support and guidance of an A.A. sponsor during treatment 
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m ay promote continued participation in a treatment 

program 

Treatment History 

One might expect that persons who have been admitted 

to treatment a number of times in the past to be poor 

risks for completing an alcohol treatment program given 

their apparent inability to overcome their drinking 

problem. However, their repeated attempts at seeking 

treatment also might be interpreted as a higher level of 

motivation for finding a solution to their addiction. 

The literature which examines the relationship between 

treatment history and attrition does not provide any 

solid evidence to support either of these hypotheses. 

Two studies found that dropouts tended to have more 

previous hospital admissions than program completers 

(Miller et al., 1968; Sullivan et al., 1981), and Hahn 

and King (1982) noted that the early terminators who were 

excluded from their study had more previous admissions 

than those who stayed longer in treatment. In contrast, 

two other studies found no differences between dropouts 

and completers with respect to the number of prior hospi

tal admissions (Ravensborg, 1973; Welte et al., 1981), 

while Roffe (1981) reported that program completers were 

more likely to have been treated before at the facility 

in his study than dropouts. 
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Admission status (first admission vs. readmission) 

also has produced mixed results. Keil and Esters (1982) 

observed that treatment dropouts tend to be readmissions 

as compared with treatment successes, while Miller et al 

(1968) did not find any differences between dropouts and 

completers on admission status. They did report that 

dropouts were more likely to have terminated treatment 

prematurely in the past than completers. Therefore, 

while admission status or number of prior hospitaliza

tions may not be consistently related to attrition, 

having a prior history of leaving treatment prematurely 

may be a potential predictor of dropping out. At this 

time, though, the evidence for this conclusion is only 

preliminary. 

Special Indicators 

One group of researchers (Beck et al., 1983) has de

veloped a special "risk index" to predict attrition which 

has shown some promise in identifying patients who are 

»»3t-risk" for dropping out of treatment. This index was 

comprised of six conditions which occurred infrequently 

but which were often associated with leaving treatment 

early. These items included: 1) after hours admission; 

2) admission to the emergency room; 3) intoxicated at 

admission; 4) county of residence contiguous to the 

mental health center; 5) a diagnosis of drug misuse; and 
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6) a diagnosis of personality disorder. This composite 

index was the only predictor variable that was replicated 

using a cross-validation sample. Therefore, at least 

among those patients entering this alcohol treatment 

facility, the relationship between the risk index and 

attrition shows some degree of stability, but it still 

remains for others to replicate these findings in other 

sett ings. 

Age 

In their survey of the attrition literature, Baeke

land and Lundwall (1975) reported that approximately 

two-thirds of the studies reviewed did not find any 

relationship between age and attrition. However, when 

differences were found it was usually the younger patient 

who left treatment prematurely. Reports in the inpatient 

alcohol treatment literature provide a similar picture. 

Six of the 12 studies which evaluated age as a predictor 

of attrition found no differences between program com

pleters and dropouts (Bowen & Androes, 1968; Hoy, 1969; 

Krasnoff, 1976; Ravensborg, 1973; Sinnett, 1961; Sulli

van et al., 1981). The remaining six studies consistent

ly found that younger alcoholics were more likely to drop 

out of treatment than older alcoholics (Beck et al., 

1983; Linn, 1978; Miller et al., 1968; Roffe, 1981; 

Schofield, 1978; Welte et al., 1981). Beck et al. (1983) 
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was not able to replicate this finding in their cross-

validation sample, however, and Welte et al. (1981) 

found that age was a significant predictor of attrition 

only for those patients who were given Administrative 

Discharges. It has been suggested by Schofield (1978) 

that the younger patient may leave treatment early 

because of resistance to authority or an unwillingness to 

accept his or her addiction which would be consistent 

with the finding that patients terminated from a program 

for disciplinary reasons tend to be younger. Therefore, 

while age has not been shown to be a consistent predictor 

of attrition from alcohol treatment programs, there is 

some indication that one type of dropout may be younger 

than others who either stay in treatment or drop out. 

Social Factors 

In their review of the literature, Baekeland and 

Lundwall (1975) identified "social isolation and unaffil-

lation as a factor consistently related to attrition. 

They described the socially isolated and unaffiliated 

person as one who is often single, separated, or di

vorced, and as someone who presumably has no strong 

family ties. While some of the evidence related to 

predicting attrition from inpatient alcohol treatment 

programs does suggest that marital and family factors 

are important, the data are not always consistent. For 
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example, when current marital status is assessed as a 

predictor of attrition from treatment, dropouts and com

pleters often do not differ on this variable (Bowen & 

Androes, 1968; Hoy, 1969; Krasnoff, 1976; Ravensborg, 

1973; Sullivan et al., 1981). Other studies have asso

ciated being married with program completion (Keil & 

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

in treatment longer (Altman et al., 1978). Wilkinson et 

al. (1971) reported that having a more stable marital 

history was modestly related to program completion, but 

Roffe (1981) did not find that being divorced was related 

to attrition nor did Miller et al. (1968) find any 

differences between completers and dropouts on either 

marital status or mean number of marriages. Miller et 

al. did report that dropouts tended to experience longer 

physical separations from their spouses, the period of 

legal separation or divorce also was reported to be 

longer, and the duration of their last marriage was 

shorter than for completers. These authors suggest that 

a pattern of shorter marriages and longer separations 

among their dropouts may reflect a general tendency to 

leave or quit situations sooner of which early termina

tion from treatment is another example. One also could 

construe this behavioral style as being indicative of 

someone who is unable to form close interpersonal rela

tionships which would contribute to social isolation. 
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Linn (1978) reported that having been married at 

some point in time was associated with program com

pletion. She interpreted this finding as suggestive of 

the family's influence on motivation for treatment which 

she felt was further substantiated by the fact that more 

dropouts in her study were living with non-re1 atives 

whereas completers tended to live with a spouse. Sulli

van et al. (1981) found that dropouts were less likely to 

have family members involved in their treatment compared 

with completers which would support Linn's contention 

that the family can influence motivation for treatment. 

However, in this study, completers were no more likely to 

be living with family members than were dropouts. Living 

circumstances also differentiated dropouts and completers 

in the Miller et al. (1968) study such that dropouts were 

less likely to resume living with the same persons after 

treatment as they had before entering treatment. On the 

basis of this finding, the authors suggested that drop

outs may have more seriously disrupted family or inter

personal relationships at the time they enter treatment 

than completers. 

While the data are far from consistent, the evidence 

does seem to suggest that having a more stable marital 

history and family relationships may improve the alco

holic's chances for completing treatment, particularly if 

the family is supportive of the need for treatment. On 
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the other hand, Altman et al. (1978) speculate that 

remaining in treatment may actually be easier for the 

individual who has no close family ties. Hahn and King 

(1982) provide evidence in support of 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 neigh

bor as their emergency contact rather than a close family 

member. On the basis of these findings, they suggested 

that having close family ties may lead to premature ter

mination from treatment because of the potential negative 

influence a family may have on a patient's motivation for 

treatment. Thus, the existence or absence of stable 

marital or family relationships may not be the key to 

predicting attrition from alcohol treatment, but rather 

it may be the quality of these relationships and the 

overall attitude of the family toward the alcoholic's 

participation in treatment which may ultimately decide 

whether he or she drops out. 

A second social factor which was related to attri

tion in nearly half of the studies reviewed by Baekeland 

and Lundwall (1975) was an index of social stability. It 

often consists of any or all of the following measures: 

occupational, marital, and residential stability. Only 

one study in the alcohol literature has used such an 

index to evaluate the relationship between social 
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stability and attrition from treatment (Welte et al., 

1981). In this study, social stability was assessed as a 

composite of six measures: number of job changes; number 

of address changes; type of residence; employment status; 

marital status; and family composition. Those alcoholics 

who were rated low on this index were much more likely to 

leave treatment prematurely than those who obtained high 

scores. Baekeland and Lundwall (1975) have suggested, 

however, that measures of occupational and residential 

stability seem to carry more weight in determining attri

tion than measures of marital stability. 

Emp1oyment Factors 

Work-related variables such as employment status, 

vocational stability, and job performance appear to 

demonstrate some relationship to attrition from alcohol 

inpatient treatment in the literature. Five studies 

reported that being employed at the time of admission to 

treatment was consistently associated with program com

pletion (Altman et al., 1978; Hahn & King, 1982; Keil & 

Esters, 1982; Roffe, 1981; Sullivan et al., 1981). Mea

sures of job stability also have been associated with 

attrition from treatment (Wilkinson et al., 1971). 

Welte et al. (1981) found that those who complete treat

ment tend to be out of work for a shorter period of time 

than those who leave early. Linn (1978) reported similar 
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findings for her older group of alcoholic inpatients, 

while the reverse relationship was found for the younger 

group. On the average, younger dropouts had been out of 

work for fewer months prior to treatment than either 

younger completers or patients in the older alcoholic 

groups . 

A similar pattern of results has been obtained when 

length of employment is assessed. Roffe (1981) found 

that as length of last job increased the probability of 

dropping out of treatment decreased. Both younger and 

older completers in Linn's (1978) study averaged more 

months on each previous job than their dropout counter

parts, and the older completers worked over three times 

longer on their previous jobs than the younger com

pleters. Therefore, Linn's findings suggest that not 

only do treatment completers tend to have more stable 

work histories, but older completers tend to have the 

most stable employment records. 

One might postulate a number of reasons why job sta

bility in particular appears to be so closely related to 

program completion. First of all, those who are able to 

maintain employment for longer periods before treatment 

may actually have less severe problems with alcohol, and 

therefore, may be able to abstain from alcohol longer and 

complete treatment. On the other hand, those with more 

stable employment histories may view returning to work as 
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more desirable and thus are more motivated to complete 

treatment in order to resume their place in the work 

force. This assumption may be particularly true for 

persons who experience a job loss due to their alco

holism, and there is some evidence in the literature to 

suggest that those who have lost jobs or had problems at 

work directly attributable to their drinking do in fact 

stay longer in treatment (Altman et al., 1978; Linn, 

1978). Finally, the same general motivational factors 

which cause a person to persevere in a job situation, 

despite difficulties or frustrations, also may enable one 

to remain in treatment longer. Miller et al. (1968) 

observed that the treatment dropouts in their study 

exhibited a pattern of quitting situations such as 

previous hospitalizations and marriages sooner than com

pleters which would be consistent with this viewpoint. 

Of the few studies which have examined occupational 

level as a potential predictor of attrition, the majority 

have reported no differences between treatment dropouts 

and completers on this variable (Hoy, 1969; Sinnett, 

1961; Sullivan et al., 1981). However, Keil and Esters 

(1982) did find that blue collar workers were more likely 

to drop out of treatment than white collar workers. 

These authors suggest that due to their higher income 

level and often more stable work histories, white collar 

workers may have more to lose by not staying in treatment 
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and may be more motivated by these factors. In general, 

then, the evidence reviewed above which links work-

related factors to attrition from treatment seems to 

suggest that having a job and staying on that job longer 

are more important in terms of predicting program com

pletion than what that job actually is. 

Referral Source 

Pattison (1973) has noted that the alcoholic's deci

sion to enter treatment is often engendered by some type 

of external social pressure whether it be from family 

members, judicial authorities, or an employer. One might 

expect that the alcoholic who has more to lose by not 

completing treatment such as a job, driving privileges, 

or a marital relationship would be more likely to remain 

in treatment. The research which evaluates an individ

ual's reason for entering treatment provides some support 

for this hypothesis. Having received a judicial referral 

or commitment to treatment has been associated with stay

ing longer in treatment (Altman et al., 1978) and with 

successful completion of treatment (Keil & Esters, 1982). 

Altman et al. (1978) also found that when either the 

patient's spouse or "someone else" was requesting assis

tance, the patient tended to stay longer in treatment. 

In addition. Beck et al. (1983) found that alcoholics who 

completed treatment were referred more often by relatives 
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or the legal system than those who left treatment against 

advice, but this finding was not replicated in a cross-

validation sample. One other study found that being 

referred to treatment by an employer was predictive of 

completing treatment (Hahn & King, 1982). On the other 

hand, two other studies tend to contradict the above 

findings. Miller et al. (1968) reported that dropouts 

were less likely to have made the decision to enter 

treatment themselves as compared to program completers, 

while Ravensborg (1973) noted that type of commitment 

(voluntary or not) was not related to attrition in his 

study. Therefore, it appears that there is at least some 

reason to expect that the alcoholic who is either legally 

committed to treatment or who experiences some type of 

coercion to enter treatment may have a better chance of 

staying in longer and eventually completing an alcohol 

treatment program. 

Summary 

As the above review indicates, attempts to identify 

the potential inpatient dropout from an alcohol treatment 

program have largely failed to produce consistent or 

reliable predictors of attrition that hold across treat

ment settings or even across different samples within the 

same treatment program. At this point in time, it seems 

reasonable to suggest that the dropout from an alcohol 



50 

inpatient program is more likely to be unemployed with a 

poor work record at the time he enters treatment. In 

addition, he probably has fewer incentives for completing 

treatment such as the desire to return to work and has 

experienced less external support or pressure from either 

family or legal authorities to stay in treatment. While 

age may be related either directly or indirectly to drop

ping out of treatment, few other patient characteristics 

or background variables have emerged as reliable 

predictors of attrition, 



CHAPTER III 

TREATMENT EXPECTATIONS AS 

PREDICTORS OF ATTRITION 

Aside from the methodological problems identified in 

the last section, one of the major deficiencies noted in 

the research literature has been the failure to employ 

any we 1 1 -formu1 ated theory of human behavior to make 

specific predictions about which persons are most likely 

to leave treatment prematurely. At best, some investiga

tors have developed specific hypotheses regarding which 

factors are likely to be important for identifying the 

potential dropout based on what is already known from the 

literature. However, the majority of researchers appear 

to have used whatever measures were convenient and 

available in the hope that some combination might differ

entiate program dropouts from completers. In this 

section, self-efficacy theory (Bandura, 1977, 1982) will 

be described and evaluated as a possible solution to fill 

this void. To date, it has been shown to be useful in 

predicting both behavioral choice and persistence across 

a variety of situations. 

Se1f-E fficacy Theory 

In 1977, Albert Bandura introduced a social learning 

theory based model to explain the acquisition and regula

tion of behavior through cognitive mediating factors. 
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This theory was developed to account for the fact that 

similar behavioral changes may result from diverse 

methods of psychological treatment by postulating a 

common explanatory mechanism: perceived self-efficacy. 

Specifically, different types of psychological interven

tions are said to promote behavioral change by creating 

and/or strengthening a person's se1f-percepts of efficacy 

with respect to a given behavior. That is, Bandura 

suggests that how people judge their own capabilities has 

a direct effect on their willingness and motivation to 

engage in specific activities. This theory proposes a 

causal and interactive relationship between perceptions 

of se1f-efficacy and behavioral performance such that 

changes in behavior would be preceded by changes in level 

of se1f-efficacy, while changes in performance level 

should induce corresponding changes in personal efficacy. 

Bandura and his associates (Bandura & Adams, 1977; 

Bandura, Adams, & Beyer, 1977; Bandura, Adams, Hardy, & 

Howells, 1980) have presented preliminary evidence of the 

predictive power of efficacy expectations in a series of 

experiments designed to evaluate the effects of various 

treatment modalities on the efficacy judgments of persons 

with anxiety disorders (primarily snake phobics). The 

res ults of these studies confirmed that, regardless of 

the method of treatment, the higher the level of 

perce 1 ved self-efficacy at the end of treatment, th 



53 

greater was the subject's ability to perform successfully 

on a series of progressively more threatening approach 

tasks later. Therefore, se1f-efficacy ratings were found 

to correspond closely with later performance accomplish

ments. In addition, the strength of the subjects' 

efficacy expectations predicted subsequent performance 

such that the more confidence they had in their self-

efficacy judgments, the more they would persist in their 

efforts until they were successful. 

Application of this theory to other spheres of psy

chological and behavioral functioning has produced ample 

evidence of the genera 1izabi1ity of this model. At this 

time, se1f-efficacy judgments have been shown'to be use

ful in making predictions about achievement behavior 

(Bandura & Schunk, 1981; Collins, 1982; Keyser & Barling, 

1981; Schunk, 1984), career choice decisions (Betz & 

Hackett, 1981; Hackett & Betz, 1981), athletic achieve-

m ents (Barling & Abel, 1983; Weinberg, Gould, Yukelson, & 

Jackson, 1981), and persistence in solving anagram 

problems (Brown & Inouye, 1978). 

Stated simply, the major premise of this theory 

suggests that people are most likely to perform those 

actions which they judge are within their level of 

competence, and they are likely to avoid activities or 

behaviors which they feel exceed their current 

capabilities. Self-efficacy theory, then, allows one to 
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make specific predictions about which course of action a 

person is likely to take based on his or her perceptions 

of self-efficacy (prediction of behavioral choice) and 

how long a person will pursue activities already under

taken (prediction of behavioral persistence). 

When beset with difficulties people who 
entertain serious doubts about their 
capabilities slacken their efforts or 
give up altogether, whereas those who 
have a strong sense of se1f-efficacy 
exert greater effort to master the 
challenges. (Bandura, 1982, p. 123) 

For this reason, se1f-efficacy theory would appear to 

have particular utility in making predictions about which 

persons are most likely to persist and remain in treat

ment and which would be prone to give up prematurely and 

drop out. 

Preliminary evidence for the utility of self-

efficacy expectations in predicting attrition from 

treatment has been presented within the area of weight 

control (Mitchell & Stuart, 1984). Mitchell and Stuart 

recruited 414 women who enrolled in a nationwide self-

help weight loss program (Weight Watchers). These women 

were interviewed weekly over a 12-week period and asked 

to respond to questions about their weight changes, 

intentions to continue in the program, attendance, and 

weight loss se1f-efficacy. During this time, 101 sub

jects made the decision to drop out of the program and 

the remaining 313 subjects were identified as program 
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"stayers." In each week of the study, program dropouts 

reported less confidence in their ability to reach their 

weight goal compared with program stayers. In addition, 

dropouts reported feeling less successful with regard to 

weight loss, changing their eating habits, following the 

program's food plan, achieving a sense of accomplishment, 

and maintaining an exercise routine during eight of the 

weekly interview periods. On the other hand, during only 

2 of the 12 interview periods did the dropouts actually 

report lower weight losses than the stayers. Therefore, 

stayers perceived themselves as more successful in the 

program than dropouts even when reported weight loss was 

not different between the two groups. And, even from the 

time of initial enrollment, program dropouts were less 

likely to rate themselves as very confident in eventually 

reaching their weight goal compared with those who 

continued in treatment (25% vs. 66%, respectively). 

Mitchell and Stuart suggest that dropouts in this weight 

loss program failed to perceive themselves as successful 

because of strong convictions that they could not lose 

weight. Therefore, the perception of success appears to 

be more important than actual success in predicting who 

will drop out of a weight loss program. 

The findings of this study provide encouraging sup

port for the potential utility of se 1 f-efficacy theory 

for predicting attrition from treatment. However, there 
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IS certainly a need for replication of these results in 

other treatment settings with more diverse treatment 

populations. The present study will attempt to provide 

such a test of Bandura's self-efficacy theory with 

respect to predicting attrition from an inpatient alcohol 

treatment program. Few studies exist in the research 

literature which have applied se1f-efficacy theory to 

alcoholic populations, and they have been limited to 

predicting treatment outcomes of those alcoholics who 

have successfully completed treatment (Heather, Rollnick, 

& Winton, 1983; Rist & Watzl, 1983). On the other hand, 

a fairly large body of research has been published in the 

last five years which links perceptions of se1f-efficacy 

with subsequent efforts to regulate smoking behavior, 

another addictive habit. The following section will 

review the major findings of this body of research. 

Se1f-E f f icacy and 

Se1f-Regulatory Efforts 

Research in the area of self-efficacy which deals 

with an individual's ability to refrain from certain 

consummatory behaviors, such as smoking, eating, or 

drinking, generally has focused on using efficacy expec

tations to predict relapse after treatment. Marlatt and 

Gordon (1980) have proposed that cognitive factors, 

including percepts of se1f-efficacy, play a prominent 

role in the phenomenon of relapse across a number of 
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addictive behaviors such as smoking, drinking, and drug 

abuse. They suggest that perceptions of personal control 

or efficacy come into play whenever the abstaining indi

vidual encounters a high-risk situation. A high-risk 

situation is defined as "any situation that poses a 

threat to the individual's sense of control and increases 

the risk of potential relapse" (Marlatt, 1985, p. 37). 

Those who have adequate coping skills and confidence in 

their ability to use them are more likely to resist the 

temptation to engage in old habits. Success in a high-

risk situation, then, functions to strengthen self-

percepts of efficacy and increases coping ability in 

future high-risk situations. On the other hand, those 

who either lack adequate coping skills or who fail to use 

them due to low efficacy expectations will be more likely 

to give in to temptation and relapse. People who have 

many failure experiences may give up future coping 

efforts altogether, if they attribute their lapses to a 

general lack of willpower or determination. Therefore, 

an inability to cope effectively with high-risk situa

tions results in reduced se1f-efficacy which subsequently 

leads to the resumption of old coping patterns. 

In the area of smoking relapse, se1f-efficacy has 

been shown to predict not only who is likely to relapse, 

but also how soon they will relapse, under what 

conditions, and how they will respond to a single slip 
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(Condiotte & Lichtenstein, 1981). The typical design of 

such studies involves assessing efficacy expectations 

among a group of recent quitters either just after com

pleting a smoking cessation program or after they have 

quit smoking on their own. A number of different self-

efficacy measures, varying in item number and content, 

have been developed and used for the prediction of 

relapse after smoking cessation (Coletti, Supnick, & 

Rizzo, 1981; Condiotte & Lichtenstein, 1981; DiClemente, 

1981). However, each scale is similar in that the items 

describe specific high-risk situations in which smokers 

frequently desire to smoke. For example, smokers often 

express an increased desire to smoke in situations where 

they are under stress, when they are bored, or when they 

are in the company of other smokers. DiClemente, Pro-

chaska, and Gilbertini (1985) suggest that "the fact that 

the role of se1f-efficacy has been demonstrated with 

[such] different measures supports the robustness of the 

construct" (p. 183). 

DiClemente (1981) was one of the first to develop a 

self-efficacy questionnaire to predict relapse after 

smoking cessation. This measure contained 12 items 

described as strong cues to smoking and subjects' percep

tions of abstinence se1f-efficacy were assessed after 

they had stopped smoking for a minimum of two weeks. At 

a five-month follow-up, those who had not relapsed had 
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higher initial self-efficacy ratings than those who were 

smoking again. In addition, se1f-efficacy scores were 

correlated significantly with the number of weeks of suc

cessful abstinence. On the other hand, self-efficacy 

ratings were unrelated to other subject variables, and 

neither demographic nor smoking variables were predictive 

of follow-up smoking behavior. Thus, se1f-efficacy 

proved to be a better predictor of persistence in main

taining abstinence than other subject characteristics. 

In a similar study, Condiotte and Lichtenstein (1981) 

assessed efficacy expectations to refrain from smoking 

using a 48-item Confidence Questionnaire. Efficacy 

expectations at the end of treatment not only predicted 

whether ex-smokers would relapse but also how persistent 

they would be in their attempts to maintain abstinence 

over the follow-up period. 

A more recent study by Mclntyre, Lichtenstein, and 

Mermelstein (1983) attempted to replicate and extend the 

findings of Condiotte and Lichtenstein (1981) by increas

ing the follow-up period. Using a modified version of 

Condiotte and Lichtenstein's Confidence Questionnaire, 

self-efficacy ratings at the end of treatment again were 

found to correlate reliably with smoking status (absti

nent or not) at 1-, 3-, and 6-months post-treatment, but 

not at 12-months post-treatment. By the sixth month 

follow-up period, the strength of the relationship 
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between se1f-efficacy and smoking status had decreased as 

well. Therefore, Mclntyre et al. concluded that self-

efficacy ratings were better predictors of more proximal 

outcomes and, at least for smoking relapse behavior, 

self-efficacy ratings began to lose their predictive 

value after six months. Similar findings were reported 

in two other studies in which se1f-efficacy predicted 

smoking status at a 15-week follow-up evaluation, but not 

at 10 months post-treatment (Killen, Maccoby, & Taylor, 

1984) and self-efficacy ratings predicted relapse among 

female alcoholics at three months but not at 18 months 

post-treatment (Rist & Watzl, 1983). Such findings are 

not inconsistent with Bandura's theory, since he does not 

view perceptions of se1f-efficacy to be static, but 

subject to change on the basis of new information and 

experience. Bandura would predict that the longer the 

intervening time between ratings of se1f-efficacy and 

actual behavioral performance, the more likely new infor

mation would be processed and integrated by a person to 

formulate an altered and presumably more accurate 

efficacy evaluation. 

Although self-efficacy judgments are 
functionally, related to action, a 
number of factors can affect the 
strength of the relationship ... 
[including] ... new experiences 
that prompt reappraisals of self-
efficacy in the time elapsing between 
probes of self-efficacy and action. 
(Bandura, 1982, p. 129) 



Consequently, one might expect that those who judge 

themselves to be less efficacious at the end of treat

ment, but who later achieve more success in maintaining 

abstinence, would demonstrate higher levels of self-

efficacy at the time of follow-up. On the other hand, 

those who judge themselves as more capable of refraining 

from smoking, but who are later unsuccessful, should 

demonstrate a decrease in se1f-efficacy at the follow-up 

time. Typically, relapse or smoking reduction studies do 

not assess efficacy judgments during the intervening 

follow-up periods to determine whether changes in self-

efficacy have occurred which would account for this 

diminishing relationship between end-of-treatment effi

cacy ratings and outcome. However, two recent studies 

have reported findings that are consistent with this 

expectation (Coelho, 1984; Colletti, Supnick, & Payne, 

1985). Therefore, when se1f-efficacy judgments fail to 

predict subsequent behavior, especially when behavior is 

not assessed until months later, there is a high proba

bility that new information gained during the intervening 

period has created changes in efficacy expectations which 

would make the original judgments no longer valid. 

For similar reasons, then, it should not be surpris

ing that Mclntyre et al. (1983) found that se1f-efficacy 

ratings assessed during treatment produced lower correla

tions with later smoking status than ratings obtained 
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after treatment and that pre-treatment efficacy ratings 

were not correlated with follow-up smoking status at all. 

Coelho (1984) also found that pre-treatment efficacy 

ratings were not predictive of later smoking status as 

well. Certainly, the knowledge, experience, and skills 

gained from completing a smoking cessation program would 

be expected to provide new and more accurate information 

to participants regarding their expected ability to 

refrain from smoking later on. 

Several studies have attempted to manipulate sub

jects' efficacy expectations with respect to smoking and 

weight reduction (Chambliss & Murray, 1979a, 1979b; 

Weinberg, Hughes, Critelli, England, & Jackson, 1984). 

The results of these studies show that subjects who are 

lead to believe that they are more efficacious with 

respect to losing weight or decreasing their smoking rate 

actually are more successful that those who are not 

provided with such information. Consequently, providing 

persons with information that is designed to increase 

their perceptions of se1f-efficacy does produce 

corresponding improvements in behavioral performance as 

Bandura's theory would predict. 

In addition to predicting smoking relapse among 

ex-smokers, self-efficacy ratings have been used to dif

ferentiate successfully self-quitters from those who 

tried to quit but failed (Prochaska, Crimi, Lapsanski, 
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Martel, & Reid, 1982), and these differences could not be 

attributed to other subject characteristics such as gen

der, educational level, or smoking behavior. In a more 

extensive longitudinal study, DiClemente, Prochaska, and 

Gilbertini (1985) found that self-efficacy judgments were 

differentially related in five groups of smokers and ex-

smokers. Three types of smokers were identified: those 

who had no intention of quitting (Immotive Smokers), 

those who were thinking of quitting (ContempI at ors), and 

those who had attempted to quit but failed (Relapsers). 

The remaining two groups were ex-smokers: persons who 

had stopped smoking within the past six months (Recent 

Quitters) and persons who had been abstinent for over six 

months (Long-Term Quitters). All subjects rated their 

confidence to refrain from smoking in a variety of situa

tions and the degree of temptation they would experience 

in each of these situations. Not unexpectedly, the Long-

Term Quitter group obtained the highest se1f-efficacy 

scores and the lowest temptation scores, while the Immo

tive Smokers scored lowest on se1f-efficacy and highest 

on temptation. In addition, the other two smoking 

groups, Contemp1ators and Relapsers, obtained scores on 

each measure that were very similar to the Immotive 

group, while the Recent Quitters obtained scores that 

were intermediate between the Long-Term Quitters and the 

smoking groups. In general, then, those who were no 
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longer smoking at the time of the assessment were more 

confident in their ability to abstain and reported less 

temptation than those who were still smoking. Further

more, self-efficacy scores showed only a moderate 

negative association with temptation scores overall 

suggesting that se1f-efficacy judgments assess more than 

feelings of temptation but also represent a person's 

perception of his or her ability to cope effectively with 

those temptations. This finding was most evident for 

those whose smoking decisions were more firmly estab

lished, since se1f-efficacy and temptation scores were 

least correlated among the two Quitter groups and the 

Immotive group. However, for those who were still unde

cided about their smoking status (Contemp1 at ors and 

Relapsers), se1f-efficacy and temptation scores were more 

highly correlated. 

As DiClemente et al. (1985) suggest, the value of 

the self-efficacy construct rests not in its ability to 

classify or separate groups but rather in its ability to 

predict behavior. To this end, se1f-efficacy ratings 

successfully differentiated those Contemp1 at ors who later 

quit smoking from those who continued to smoke at a 

three-month follow-up. In addition, self-efficacy 

ratings among the Recent Quitter group also predicted 

which persons eventually relapsed at follow-up and which 

remained abstinent. Similar relationships were not found 
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between temptation scores and smoking status at follow-up 

for either of these two groups. DiClemente et al. (1985) 

concluded, then, that the "predictive ability for both 

smokers contemplating quitting and recent quitters [in 

this study] supports the contention that se1f-efficacy 

mediates behavioral change" (p. 197). 

Se1f-efficacy ratings have been shown to be predic

tive of the actual situation of relapse for ex-smokers 

in two studies (Colletti, Supnick, & Rizzo, 1981; Con

diotte & Lichtenstein, 1981). A high correspondence was 

noted in each study between low ratings of se1f-efficacy 

for specific high-risk situations and the actual situa

tion in which relapse occurred. In addition, it has been 

reported that self-efficacy ratings among those who had 

made at least one slip after quitting but did not relapse 

completely were higher than those who had relapsed com

pletely (Condiotte & Lichtenstein, 1981). Their ratings 

were very similar to those who had maintained abstinence 

during the entire follow-up period. Therefore, having 

strong percepts of se1f-efficacy may actually reduce the 

risk of complete relapse when a slip does occur. This 

finding is consistent with Bandura's theory, as he specu

lates that once "strong efficacy expectations are devel

oped through repeated success, the negative impact of 

occasional failures is likely to be reduced" (Bandura, 

1977, p. 195). He then goes on to say that occasional 
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failures which are overcome by determined effort may 

actually serve to fortify an individual's persistence to 

continue in times of difficulty as he or she comes to 

expect that success will be forthcoming provided that 

they do not give up. In this respect, high efficacy 

expectations serve to prevent premature termination of 

any difficult course of action. 

When implicating se1f-efficacy as a mediator or 

cause of behavior, it is important to establish that 

other factors are not indirectly responsible for the 

apparent association. As noted previously, se1f-efficacy 

ratings have not been related to other subject variables 

such as demographic characteristics (Diclemente, 1981; 

DiClemente et al., 1985; Prochaska et al., 1982). 

Mitchell and Stuart (1984) did find that the dropout 

group in their weight loss study, who reported lower 

efficacy expectations, also were younger than the program 

stayer group by three years. While it has been observed 

in the attrition literature that younger persons tend to 

drop out of treatment more often than older persons, no 

clear relationship has been established between self-

efficacy judgments and age at this time. 

Two studies have shown that smoking history vari

ables are not related to se1f-efficacy expectations 

(Barrios & Niehaus, 1985; Prochaska et al., 1982), while 

DiClemente and his associates have reported small but 
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consistent correlations between se1f-efficacy and some 

variables that are indicators of the strength of the 

smoking habit (DiClemente, 1981; DiClemente et al., 

1985). In these studies, lower ratings on self-efficacy 

were associated with having smoked longer, having started 

smoking at a younger age, having smoked more cigarettes 

per day, and having had more problems with trying to quit 

in the past. However, these relationships were found 

only for those persons who were still smoking. These 

findings suggest that se1f-efficacy is only partly deter

mined by past behavior as Bandura would predict (Bandura, 

1977) and that self-efficacy judgments are based on more 

than the strength of the previous smoking habit. 

Similarly, there is some evidence to suggest that 

prior experience with quitting may influence self-

efficacy perceptions. Length of abstinence during last 

attempt to quit smoking was found to correlate weakly but 

reliably with self-efficacy scores for smokers and 

ex-smokers (DiClemente et al., 1985) and higher self-

efficacy scores have been reported among those persons 

with a prior history of successful attempts to quit 

smoking (Barrios & Niehaus, 1985). Mitchell and Stuart 

(1984) noted that the dropouts in their weight loss 

study, who reported lower efficacy expectations, also 

reported more attempts to lose weight in the past three 

years than those who remained in the program; however, 
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DiClemente et al. (1985) did not find that self-efficacy 

was related to the number of previous attempts to quit 

smoking in their study. In addition, Reynolds, Creer, 

Holroyd, and Tobin (1982) have shown that previous coping 

history or motivation to stop smoking, as measured by 

such variables as number of times quit for at least 24 

hours, prior attempts to seek professional assistance 

with quitting, and number of hours one would devote to 

smoking reduction efforts, are not related to self-

efficacy expectations. Therefore, while previous success 

experiences may have some bearing on current perceptions 

of se1f-efficacy, the research findings do not indicate 

that se1f-efficacy judgments are simply a function of 

prior performance ability. 

The concept of se1f-efficacy represents a behavior-

specific judgment about one's personal competence and is 

not meant to measure more global perceptions of ability 

or self-image. Consequently, one does not speak of self-

efficacy in general, but only in reference to a specific 

task, since efficacy expectations will vary with the 

demands of the task and the nature of the risks 

associated with the performance of the behavior (Bandura, 

1977, 1982). For this reason, se1f-efficacy theory as an 

expectancy model of behavior must be distinguished from 

other social learning theories which attempt to predict 

behavior on the basis of more generalized expectancies 
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such as Rotter's (1966) locus of control. Furthermore, 

it is important to differentiate se1f-efficacy measures 

from more global assessments of personality or behavior 

in order to validate it as an independent construct. The 

relapse literature does provide some evidence to suggest 

that self-efficacy is not simply a measure of personality 

traits or global expectations about behavior. 

Rist and Watzl (1983) have assessed female alco

holics' perceptions of se1f-efficacy to resist drinking 

in specific social situations and have compared the rela

tive utility of these ratings for predicting relapse 

after treatment with ratings of personal discomfort in 

the same situations (Specific Assertiveness) and ratings 

of discomfort in non-drinking social situations (General 

AssertiVeness). Those who remained abstinent three 

months after treatment rated themselves as expecting less 

discomfort and as being less likely to drink in response 

to social pressure than those who had relapsed; however, 

no differences were found between these two groups on the 

measure of general assertiveness. Therefore, beliefs 

about their ability to refrain from drinking in high-risk 

social situations were more predictive of later perfor-

ma nee than a general measure of assertiveness in female 

alcoholics. Yet, specific ratings of assertiveness in 

a 1 coho1-re 1 at ed situations were equally as effective 

efficacy expectations in predicting outcome status. 

as 
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These results suggest that, at least for female 

alcoholics, efficacy expectations may be determined by 

the degree of discomfort she would expect to feel when 

required to refuse a drink in a social situation. How

ever, Rist and Watzl also found that only efficacy 

ratings were able to discriminate between female alco

holics with good and poor outcomes after treatment when 

those patients who had relapsed during treatment were 

excluded from the analysis. 

Studies in the smoking relapse literature have shown 

that se1f-efficacy judgments are quite distinct from 

other global measures of personality or attitudes. For 

example, Reynolds et al. (1982) reported that self-

efficacy ratings did not correlate with a smoker's locus 

of control measure, and DiClemente et al. (1985) found 

that neither ratings of positive or negative life events 

nor the Endurance Scale of the Jackson Personality Inven

tory (Jackson, 1967) were related to se1f-efficacy. In 

addition, Walker and Franzini (1983) demonstrated that 

neither a health locus of control measure nor the sub

ject s level of confidence in the treatment rationale wa 

predictive of outcome, whereas self-efficacy ratings did 

predict smoking outcome. Several other studies have 

shown that se1f-efficacy ratings are better predictors of 

smoking and drinking relapse than measures which assess 

the degree of physical dependence on these substances 
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(Heather et al., 1983; Killen et al., 1984; Mclntyre, 

Mermelstein, & Lichtenstein, 1980). Consequently, 

efficacy expectations appear to be personal assessments 

of coping ability which are relatively independent of 

other cognitive, behavioral, or trait dimensions. 

In summary, then, efficacy expectations have been 

shown to be more effective for predicting relapse 

behavior than other measures such as demographic charac

teristics, past behavior, or temptation scores. Indi

viduals who lack confidence in their ability to remain 

abstinent are not only more likely to relapse but they 

also tend to relapse sooner than persons who judge them

selves to be highly efficacious. More importantly, a 

high sense of self-efficacy appears to reinforce a per

son's efforts to abstain even when faced with challenging 

s 1 ituations and may serve to prevent a total relapse in 

the event that a slip does occur. While these conclu-

s 1 ons have been drawn primarily from studies which deal 

with smoking relapse behavior, preliminary evidence 

exists which suggests that some of these findings may 

apply to the phenomenon of relapse among alcoholics as 

well. Also, it seems justifiable to suggest from these 

data that self-efficacy theory is likely to prove useful 

in explaining why some persons fail to persist in their 

treatment efforts for such addictive disorders. 
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Out come Expect ancy 

Se1f-efficacy theory is distinguishable from other 

expectancy theories of behavior, in that other models 

typically focus on expectancies about the potential out

comes of behavior and/or the associated reinforcement 

value of those outcomes (Maddux, Norton, & Stoltenberg, 

1986). For example, Rotter (1966) holds that an indi

vidual's response to a given situation depends on whether 

he views the outcome as being contingent upon his own 

actions (internal control) or whether the outcome is felt 

to be caused by forces that are beyond his control 

(external control). Bandura (1977, 1982) refers to this 

type of expectation as a response-outcome expectancy and, 

within the context of self-efficacy theory, outcome 

expectancies are defined as a person's estimate or belief 

that a given behavior will lead to a certain outcome. 

Outcome expectations are explicitly differentiated from 

efficacy expectations in this theory, and both may 

operate independently to produce the same observable 

behavior (e.g., failure to act). That is, people may 

give up trying, or fail to respond, because they lack 

confidence in their ability to perform the required 

behavior. Or, they may have complete confidence in their 

skills but give up because they expect their actions to 

go unrewarded (Bandura, 1977). Thus, Bandura recognizes 

two judgmental sources of futility which would result in 
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inaction and require different treatment or remedial 

procedures to effect a change in behavior since the 

underlying cause in each case is different. In one 

instance, low efficacy expectations supersede high expec

tations of reward in determining behavior, while in the 

other, a strong sense of se1f-efficacy may prove totally 

irrelevant if the individual expects nothing beneficial 

to come of his efforts. 

A conceptualization of Bandura's (1982) predictions 

concerning the interactive effects of self-efficacy and 

outcome expectations on behavior and their concomitant 

emotional reactions is presented in Figure 1. Persons 

with a high sense of se1f-efficacy and high expectations 

of reward are expected to respond to the demands of a 

situation in an active, confident manner taking full 

advantage of opportunities when they arise. On the other 

hand, persons who judge themselves to be highly effective 

but who do not believe that their actions will achieve 

positive outcomes initially would be expected to inten

sify their effort and, if need be, attempt to change 

the environmental contingencies (e.g., protest, activ

ism). When change proves difficult or unlikely, though, 

such persons would be expected to abandon their efforts 

and seek alternative environments in which to pursue 

their activities. Unless continued failure to achieve 

results undermines an individual's sense of personal 
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Figure 1. Interactive effects of perceived 
se1f-efficacy and response-outcome expec
tations on behavior and affective reactions 
(Bandura, 1982, p. 140) 

competency, such experiences should produce neither 

apathy nor despondency. However, when an individual 

perceives himself to be ineffectual in meeting the 

demands of a situation but sees that others are rewarded 

for their efforts, a sense of despair and despondency 

would be expected in response to the situation. In con

trast, Bandura suggests that apathy and resignation to an 

unrewarding situation becomes inevitable when an 

individual perceives that no amount of effort by either 

himself or similar others will produce the desired 

result. Application of this model to persons entering an 

alcohol treatment program would provide a theoretical 

basis for predicting which persons are most likely to 
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give up and leave treatment prematurely and for 

predicting their emotional reactions to the treatment 

s1tuation. 

Out come Value 

In discussing how efficacy and outcome expectations 

contribute to the alcoholic's vulnerability to relapse, 

Wilson (1978) suggests that such expectations cannot 

account completely for the probability of relapse. 

Rather, one must take into consideration other factors 

such as the current incentives for continued sobriety 

which exist in the alcoholic's life. Similarly, the 

value which is attached to the expected outcomes of 

treatment also should influence the alcoholic's decision 

to remain in treatment. 

Rotter (1975) argues emphatically that in order to 

predict behavior accurately "one must either control 

reinforcement value or measure it, and systematically 

take it into account" (p. 59). The previous section on 

outcome expectancy suggests that how a person perceives 

the expected outcome of a particular behavior can have a 

major impact on the likelihood of that behavior's 

occurrence. However, the relative value or importance 

which a particular outcome holds for the individual in 

re lation to other potential outcomes is not taken into 

ace ount by the notion of outcome expectancy. Bandura 
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(1977) acknowledges that the importance or desirability 

of an outcome will influence behavior choice when he 

states that ". . . there are many things that people can 

do with certainty of success that they do not perform 

because they have no incentive to do so" (p. 194). How

ever, even though Bandura recognizes the role of outcome 

value, or incentive, in motivating behavior and deter

mining behavior choice, he has made no attempt to incor

porate this construct into his theory. In fact, none of 

his research attempts to assess the predictive utility of 

outcome expectancies in relation to efficacy expecta

tions. Instead, his line of research is concerned solely 

with validating the construct of se1f-efficacy as the 

predominant predictor of behavior change. A number of 

investigators have suggested that outcome value be 

included as an additional component of se1f-efficacy 

theory to enhance behavioral prediction (Maddux & Rogers, 

1983; Manning & Wright, 1983; Teasdale, 1978), and cer

tainly the arguments presented here suggest that outcome 

value is likely to prove an important determinant of 

behavior irrespective of efficacy expectations. 

Al coholies' Expectat ions of Treatment 

Since much of Bandura's work focuses on raising 

efficacy expectations in phobic patients, it has been 

suggested that his decision to ignore the concomitant 
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effects of outcome expectations and outcome value on 

behavioral performance indicates he assumes such patients 

come to treatment with favorable and valued outcome 

expectancies (Maddux et al., 1986; Rollnick & Heather, 

1982). While this may be true of phobic patients, 

although many might contest this assumption, Rollnick and 

Heather (1982) stress that it would be "unwise to assume 

that [alcoholics] have uniform and favourable outcome 

expectations [of treatment] to begin with" (p. 245). 

These authors suggest that abstinence-oriented treatment 

programs for alcoholism attempt to instill two types of 

outcome expectancies in their patients: the expectation 

that the resolution of their drinking problem is achieved 

only through a commitment to life-long abstinence and 

that any attempt to resume drinking will inevitably lead 

to relapse. Furthermore, they contend that the goal of 

abstinence may be viewed negatively by some alcoholics 

for various reasons such as the anticipation that a 

lifestyle without alcohol may lead to social isolation 

and estrangement after treatment. Thus, when abstinence 

is the primary goal of treatment and the alcoholic does 

not subscribe to this goal as the desired or appropriate 

outcome of treatment, program personnel are likely to 

view these patients as resistive and unmotivated. Miller 

(1985) reports that therapist's perceptions of patient 

motivation have been shown to influence both patient 
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compliance and treatment outcome. Consequently, if a 

patient's expectations of treatment conflict with those 

of the treatment program, both participation in and out

come of treatment are likely to be adversely affected. 

Currently, there appears to be no empirical research 

available which has examined the issue of what alco

holics' expect or desire from treatment (Rollnick & 

Heather, 1982) and the need for such information has been 

expressed by a number of authors (Davies, 1981; Parker, 

Winstead, & Willi, 1979; Pattison, 1974). One of the 

purposes of this study, then, will be to explore the 

various goals or outcome expectations which alcoholics 

bring with them to treatment and their relative impor

tance, in addition to assessing the effect of these 

expectations on the alcoholic's decision to remain in 

treatment. 

Stat ement o f the Purpo s e and Hypothe se s 

The purpose of the present study is to assess the 

effects of self-efficacy, outcome expectancy, and outcome 

value on attrition from an inpatient alcohol treatment 

program. It is expected that each variable will 

contribute independently to the probability of dropping 

out such that a person who scores low on any of these 

three dimensions should be equally likely to drop out of 

treatment. Furthermore, identification of different 
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patterns of efficacy (SE) and outcome (OE) beliefs will 

lead to specific predictions about the expected emotional 

reactions of three subgroups of treatment dropouts. 

These predictions should hold only when the expected 

outcomes of treatment also are highly valued by the 

ind iv idual. 

1) The alcoholic most likely to complete treatment 

will have a high sense of se1f-efficacy with respect to 

completion of the program and will expect that completion 

of the program will lead to desired and valued outcomes 

(High SE/High OE). 

2) The alcoholic who enters treatment with a high 

sense,of personal efficacy but who views the expected 

outcome of treatment as unfavorable (High SE/Low OE) will 

be expected to behave initially in a reactionary fashion 

by trying to change the system to produce a more desired 

outcome. However, once an individual realizes that he 

will not get what he wants from the treatment program, he 

will be expected to abandon his efforts and drop out. In 

addition, the alcoholic who reacts in an openly rebel

lious or resistant manner during treatment may be seen as 

an undesirable patient and is more likely to be 

discharged from treatment early by the program staff. 

3) The alcoholic who views the outcome of treatment 

as positive and worth striving for, but sees himself as 

ineffectual and incapable of enduring the demands of the 
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treatment program (Low SE/High OE) will be expected to 

react with feelings of depression, despondency, and self-

blame which will eventually lead him to drop out of 

treatment. Such persons will be expected to score 

highest on a measure of depression. 

4) Treatment failure would appear to be inevitable 

when the alcoholic not only perceives himself as incap

able of meeting the demands of the treatment situation 

but also views the desired outcome of treatment as non-

contingent on his behavior (Low SE/Low OE). Such persons 

will be seen as unmotivated in the treatment program, if 

they even enter treatment at all, though lacking the 

active resistance expected among those in the High SE/ 

Low OE group. 



CHAPTER IV 

METHOD 

Sub j ect s 

Persons who participated in this study were admitted 

to an Alcohol and Drug Abuse Program (ADAP) at a state 

hospital in western Texas. Two criteria were used for 

subject selection. First, only those patients who were 

admitted with a primary diagnosis of alcohol abuse or 

alcohol dependence were included in the sample. Second, 

only patients who were first or second admissions to the 

treatment program (though not necessarily to the hospi

tal) were selected. The latter criterion was selected, 

as only persons with fewer than two prior admissions were 

placed in the standard 30-day treatment program, and 

those with two or more previous admissions were placed in 

an abbreviated 21-day program. Consequently, it was felt 

that the difference in program length might contribute to 

differential dropout rates in each program. 

During the course of this investigation, which took 

place over a five-month period (April 1, 1986 to August 

31, 1986), 175 persons entered the treatment program who 

fit the inclusion criteria for this study. It was later 

decided to exclude from the sample all persons with a 

preexisting mental condition which might compromise their 

cognitive functioning. Consequently, three persons with 

8 1 
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a secondary diagnosis of schizophrenia or paranoia and 

six persons with a secondary diagnosis of dementia were 

dropped from the data analysis. 

The final potential subject pool consisted of 166 

patients and of this group 127 agreed to participate in 

the study and completed the questionnaires. The remain

ing 39 patients did not participate in the study for 

various reasons. (See Appendix A for additional informa

tion on these 39 nonparticipants.) 

In this treatment program, patients receive one of 

four types of discharges: 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). Consequently, a 

patient's final status at discharge depends on whether 

the staff concurs with the patient's decision to leave 

treatment and whether the staff, as a whole, feels that 

the patient's condition has improved since the time of 

admission. All patients who successfully complete the 

30-day treatment program receive a discharge of WMA-I. 

Patients given a WMA-U discharge fall into one of two 

categories: they were discharged by the staff for dis

ciplinary reasons or they had shown so little improvement 

during their stay that continued treatment was judged to 

be unwarranted. Patients given an AMA-U discharge left 

treatment without the consent of staff and had evidenced 
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little or no improvement since the time of admission, 

During the course of this investigation, no patient was 

discharged with a rating of AMA-I. This discharge cate

gory is rarely used by the treatment staff currently, but 

was used more frequently when the treatment program had 

been longer (45-60 days). At that time, some patients 

did leave treatment against the advice of staff but had 

shown enough progress during their stay to justify an 

improved rating. 

In the present study, 79 of 127 patients completed 

the treatment program as scheduled and were discharged 

WMA-I. However, one patient in this group requested an 

extension during his stay and actually remained in the 

program 43 days. Because it was highly unusual to grant 

such an extension, it was decided to drop this subject 

from the sample as this case was judged not representa

tive of the completion group as a whole. With this 

patient excluded, the remaining 78 subjects stayed in the 

hospital for an average of 29.09 days {S^ = 2.74). 

Two dropout groups were identified in this sample of 

alcoholics. The patients in the first group (n_ = 20) 

were discharged AMA-U and stayed an average of 10.55 days 

(SD = 6.19) in the hospital. Patients in the second 

group (ri = 19) were given WMA-U discharges. On the 

average, these dropouts stayed 16.74 days (S_D = 6.66) in 
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the hospital which was nearly a week longer than those in 

the AMA-U group, £(1,37) = 9.04, £ < .01. 

A fourth patient group (_n = 9) was identified in 

this sample of 127 subjects which could not be adequately 

classified as either program completers or dropouts. The 

patients in this group received a WMA-I discharge like 

the completer group; however, all left the treatment 

program prior to their planned discharge date. On the 

average, this group of patients stayed in the hospital 

19.78 days (S^ = 2.86) which was less than the completer 

group but more than either dropout group. One patient in 

this group was discharged early due to medical complica

tions; however, the remaining eight left the program 

because the treatment staff judged that they had reached 

"maximum benefits" and would not profit from a longer 

stay in treatment. Consequently, this group of patients 

was similar to the WMA-U dropout group as well. A second 

unique feature of this patient group was that all were 

discharged during the fourth month of this investigation 

(July) when the treatment program was under some pressure 

to admit new patients due to a full waiting list. There

fore, it was felt that this group of "early completers" 

r e p r e s e n t e d a n a n o m a l y r e s u l t i n g m o r e f r o m a d m i n i s t r a t i v 

d e c i s i o n s a n d l e s s f r o m p a t i e n t m o t i v a t i o n s . S i n c e t h e r e 

w a s n o w a y t o d e t e r m i n e w h i c h o f t h e s e p a t i e n t s w o u l d 

h a v e g o n e o n t o c o m p l e t e t h e p r o g r a m a n d w h i c h m a y h a v e 
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left early for other reasons, it was decided to exclude 

this group from the data analysis entirely as the small 

sample size would preclude analysis as a separate group. 

To sum, then, the three groups of patients which 

were included in the data analysis for this study were: 

one completer group (WMA-I) and two dropout groups (WMA-U 

and AMA-U) with 78, 19, and 20 subjects, respectively, 

for a total of 117 subjects. 

For purposes of making comparisons between the 

patient dropout rate in this treatment program and other 

inpatient programs reported in the literature, one final 

reference will be made to the original subject pool of 

175 patients who entered the treatment program over the 

five-month period of this investigation. Out of 175 

patients, 93 (53.1%) completed the 30-day program with a 

discharge status of WMA-I. Another 12 (6.9%) left prior 

to completion of the 30-day program but still received a 

WMA-I discharge. Among those who left early with unim

proved ratings, 33 (18.9%) left against medical advice 

and 37 (21.1%) left with medical advice. Bearing in mind 

that those patients admitted with a primary diagnosis of 

drug abuse and those with more than one prior admission 

to the program were not included in these figures, it 

appears that the rate of noncomp1etion in this state 

hospital treatment program for alcoholics is relatively 

high when compared with the average for other inpatient 
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programs reported in the literature (range: 9.0% to 

38.9%) . 

Treatment Program 

The state hospital treatment program in this study 

serves a 47-county catchment area in west Texas. 

Patients are admitted into the ADAP either on a voluntary 

basis or by court commitment. Voluntary admissions must 

be referred by a community resource or agency and can 

have no legal charges pending or major physical problems 

which would require medical treatment during their stay. 

Persons who are judged as unable to benefit from the 

treatment program or who would not be compatible with the 

patient population on the unit are not admitted to this 

program. Neither are persons admitted into the program 

who are likely to be disruptive to the treatment setting 

or who are unable to conform to the demands of a group 

living situation. Persons who have been treated at this 

facility within the last six months are not readmitted 

into the program unless they have received a judicial 

commi tment. 

Persons who receive court-ordered commitments for 

t r e a tment must be admitted into the program; h o w e v e r . 

t h e y m a y be d i s c h a r g e d as e a r l y as 24 h o u r s a f t e r a d m i s 

sion for any of the reasons identified above. At the 

t ime of admission, they must be sober enough to sign the 
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required admission forms but need not be completely 

detoxified. 

All voluntary patients are initially screened by the 

referral source with respect to their motivation for 

treatment. Upon admission to the hospital all patients 

are carefully screened again as to their desire for 

treatment and any patient who does not appear motivated 

to stay in the program is given an extensive orientation 

by the unit administrator. During this special orienta

tion, such persons are provided with information about 

the general expectations of the treatment program and 

about how they may benefit from treatment. Every effort 

is made to retain such persons in treatment, despite 

evidence of limited motivation, unless they adamantly 

refuse treatment or are judged to be unmanageable and 

represent a potential disruption to the treatment of 

others. Such exclusions from treatment are rare in this 

program, however. 

The ADAP is a 40-bed unit. The treatment staff in 

the ADAP consists of one psychologist, two social 

workers, three alcoholism counselors, two R.N.'s, four 

L.V.N.'s, one unit physician, and 12 mental health 

workers. The treatment program is highly structured and 

requires that patients participate in a wide variety of 

treatment/training groups each day during the five-day 

work week. A large number of treatment/tra ining groups 
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are offered and patients are assigned to these groups on 

the basis of individual need as determined by the treat

ment staff. Groups offered in this program include: 

Personal Living Skills; Reality Therapy; Rational Living 

Skills; Dynamic Group Therapy; Sober Thinking Skills; 

Communications; Aftercare Planning; and a specialized 

women's group. In addition, patients are provided with 

occupational and work therapy as well as recreational 

activities such as art and music. They also are expected 

to participate in physical exercise activities consistent 

with their physical capabilities. Several groups are 

offered which orient the patient to the A.A. philosophy 

such as Twelve Step Study and Big Book Study, and pa

tients are encouraged to attend A.A. meetings outside of 

the regular program hours. However, only about 20% of 

the program focus is on this aspect of treatment. Indi

vidual therapy is available on a limited basis to those 

who have special personal issues that cannot be addressed 

in the group setting. 

Measures 

Self e f ficacy quest ionnaire. A questionnaire was 

constructed for this study to measure alcoholics' percep

tions of their ability to complete a treatment program 

and their ability to conform to the requirements of such 

a pr ogram. Currently, there is no empirical research 
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available which has established a method for assessing 

efficacy expectations with respect to treatment comple

tion. Therefore, items for this questionnaire were 

developed on the basis of clinical judgment by the inves

tigator and a number of professionals in the area of 

alcohol treatment. Several items on this questionnaire 

ask patients to assess their ability to conform to the 

expectations or rules of the program (e.g.. Do you feel 

that you will be able to participate in the groups 

offered by this program?). Several items address speci

fic situations which may occur during the course of 

treatment and which may influence a person's decision to 

remain in treatment. These items represent common 

excuses that alcoholics give for leaving treatment prema

turely as reported by a number of clinicians in the field 

(e.g.. Do you feel that you will be able to be out of 

work or away from your job for as long as it takes to 

complete this program?). One general efficacy item is 

included in this questionnaire which addresses the pa

tient's overall perception of his or her ability to 

complete the treatment program (Do you feel that you will 

be able to complete this treatment program?) and three 

11 ems ask the patient to assess his or her expectations 

regarding their drinking behavior after treatment. 

This questionnaire contains 16 items which were 

rated by the subject on a 7-point Likert-type seal 
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(J_ = not sure t o ^ = very sure). Ratings were then 

summed over the 13 items which pertained to program 

completion only (and not drinking behavior after treat

ment) to arrive at a total self-efficacy score. The 

higher the score the more confidence a person had in his 

or her ability to complete treatment and to conform to 

the expectations of the program. 

Out come Expec t ancy Que st ionnaire. A second 

questionnaire was constructed to measure subjects' expec

tations about the potential outcomes of treatment. Very 

little information has been published which evaluates the 

kinds of outcomes alcoholics expect from treatment. 

Several items for this questionnaire were drawn from one 

study which assessed the expectations of persons seeking 

alcohol treatment (Corrigan, 1974) and from another study 

which evaluated the factors which precipitated an alco

holic's decision to seek treatment (Coney, 1977). In 

addition, the opinions and impressions of a number of 

clinicians in the field of alcohol treatment were used to 

develop other items. 

As noted by Rollnick and Heather (1982), alcoholics 

may have negative as well as positive expectations of the 

outcome of treatment. Therefore, this questionnaire was 

developed by choosing items with polar opposites. For 

e x am pie, a person might expect to either keep or lose h 1 s 

job after participating in an alcohol treatment progra m. 
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Four of the items on this questionnaire refer to the 

subject's expectations regarding his or her drinking 

status after treatment (e.g., to be abstinent, to drink 

less, or to be able to have an occasional drink). The 

remaining 15 items identify potential treatment outcomes 

which involve the patient's personal life after treatment 

(e.g., work status, family situation, social functioning, 

or health status). 

Positive and negative outcomes were placed at the 

opposite ends of a 7-point Likert-type scale and subjects 

were asked to rate each of the 19 outcome pairs according 

to what might be expected if "someone completed this 

treatment program." For each pair, negative and positive 

outcomes were counterbalanced so that the most positive 

outcome was given a rating of one and the most negative 

outcome a rating of seven for half of the items. These 

ratings were reversed for the remainder of the items to 

control for response-bias effects. Numerical ratings for 

those items which placed the most negative outcome choice 

at the high end of the scale were reversed prior to 

summing the ratings for individual items so that a higher 

expectancy score was indicative of more positive expecta

tions of treatment outcome. 

Out come X£ Jiiî  Que st ionnaire . A third questionnaire 

was developed for this study to assess the importance or 

value of each of the 19 possible treatment outcomes 
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identified in the Outcome Expectation Questionnaire. The 

subject rated the level of importance that they attached 

to each outcome on a 7-point Likert-type scale (Ĵ  = not 

important t o _7 = very important). Ratings were summed 

across the items to produce a single outcome value score 

so that the higher the score the more valued the poten

tial outcomes of treatment. 

Beck Depression Inventory. The Beck Depression 

Inventory (BDI) was developed by Beck and his associates 

(Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) to provide 

a quantitative measure of the intensity of depression. 

The inventory is comprised of 21 multiple-choice cate

gories describing a range of symptoms and attitudes which 

are indicative of depression. Each category describes a 

specific behavioral manifestation of depression and 

consists of a graded series of four se 1 f-eva 1uative 

statements. The statements within each category are 

ranked to reflect the range of severity of the symptom 

from neutral (rating = 0^) to maximal severity (rating = 

3). Subjects are asked to choose the statement in each 

category which best describes the way they have been 

feeling during the past week. Numerical ratings across 

all 21 categories are then summed to produce a total BDI 

score which reflects the intensity of the depression. 

The more depressive symptomatology a person endorses, the 

higher the BDI score. Beck and his associates (Beck et 
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al., 1961; Beck, 1970) have provided ample evidence of 

the reliability and validity of this instrument. 

Personal Data Sheet. General demographic informa

tion for each subject was obtained from his or her hospi

tal chart. Personal information which was not regularly 

recorded in the patient's chart, however, was gathered 

using the Personal Data Sheet which was developed for 

this study and was administered to each subject along 

with the above measures. This questionnaire asks the 

subject to provide information in the following areas: 

marital; residential; financial; occupational; treatment 

history; legal; A.A. involvement; drinking patterns; 

drug and medication use; and perceptions of major life 

problems and of their drinking problem. Subjects also 

were asked to identify their reasons for entering treat-

m ent as well as their intentions regarding completion of 

the treatment program. Most of the items on this ques

tionnaire employed a yes-no or multiple-choice response 

format, although a few items did ask the subject to write 

a short, open-ended response. 

Outcome Measures. Length of stay in the treatment 

program was the first outcome measure assessed in this 

study. This variable was calculated as the number of 

days each subject remained in the hospital from the day 

of admission to the discharge date or the last day in 

attendance, if different from the discharge date. The 
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second outcome measure assessed was type of discharge 

WMA-I; WMA-U; or AMA-U. 

Procedure 

Subjects were generally approached within three days 

of their admission into the hospital and asked to parti

cipate in the study. The majority completed the forms 

within this time period (M = 2.16, S_U^ = 2.30) and in all 

but 13 cases they had not been officially admitted into 

the treatment program. 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. 

When a patient was discharged from treatment, the 

following information was obtained from their hospital 

records: date of discharge, date last attended the pro

gram (if different), and type of discharge as determined 

by the ADAP treatment staff. 

Patients who completed the 30-day program on schedule 

were asked to fill out the Outcome Expectation and 

Outcome Value Questionnaires, and the Beck Depression 

Inventory prior to their discharge to assess possible 

changes in their attitudes, expectations, and emotional 

status over the course of treatment. A total of 76 

completers were retested at the end of treatment. The 

average retest interval was 24.75 days (S^ = 1.66) and 
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most were retested within th 

date (M = 2.24, ^ D = .98). 

ree days of their dischar ge 



CHAPTER V 

RESULTS 

Descript ive Statistics 

General demographic information on the completer 

group, the two dropout groups, and the combined dropout 

group is presented in Table 1. Comparisons were made 

among these patient groups across 59 background and self-

report variables. (See Appendix B for descriptions of 

these 59 variables.) Differences among the groups on 

these variables will be discussed in detail below. 

The WMA-U and AMA-U dropout groups were compared 

initially to determine whether it would be possible to 

combine the two groups into -one dropout group. Statisti

cally reliable differences were found on only four of the 

59 comparisons that were made. Consequently, it was 

decided to collapse the two dropout groups into one group 

of 39 dropouts for purposes of comparison with the com

pleter group. Where statistically reliable differences 

were found between the WMA-U and the AMA-U dropouts, each 

group was contrasted separately with the completer group. 

Unless specific reference is made to one of the two 

dropout groups, the group descriptor "dropouts" will 

refer to the combined group of 39 dropouts who left the 

program with either a WMA-U or an AMA-U discharge. 

96 
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Table 1. Basic demographic information for 
alcoholics in each discharge group. 

All 
Completers Dropouts 

(n=78) (n=39) 

WMA-U 
Dropout s 
(n=19) 

AMA-U 
Dropout s 
(n=20) 

Age 
Me an 
SD 

33.7 
10.7 

3 1.0 
9 .6 

28 . 1 
8 .5 

33 .8 
9 .9 

Educat ion 
Me an 
SD 

12.0 
2 .0 

10.4 
1 .9 

10.2 
1 .6 

10.6 
2 .2 

Sex 
Male 
Female 

59 
19 

30 
9 

16 
3 

4 
6 

Race 
White 
Nonwh i t e 

59 
19 

26 
13 

1 1 
8 

5 
5 

Mar ital Status 
Neve r marr ied 
Marr ied or 
living with 

No longer 
marr ied 

20 

17 

4 1 

15 

10 

14 

1 

7 

4 

9 

7 

Annual Income 
Under $10,000 
$10, 000 & over 
Unknown 

Employment Status 
Employed 
Not employed 
Unknown 

37 
33 
8 

25 
52 
1 

22 
14 
3 

12 
27 
0 

10 
7 
2 

5 
14 
0 

12 
7 
1 

7 
13 
0 

Substance Abused 
Alcohol only 45 
Alcohol & drug 33 

2 1 
18 

9 
0 

2 
8 
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When the completer group was compared with this 

combined dropout group across the same set of variables, 

they were found to be very similar, in that only six of 

59 comparisons produced differences between the groups 

that were statistically reliable at the .05 level. Com

pleters had achieved a higher educational level than 

dropouts, J^(l,115) = 17.12, £ < .001. A second variable 

which reliably differentiated completers and dropouts was 

having a medical diagnosis at admission. Completers were 

less likely to enter treatment with some type of medical 

condition than those in the dropout group, Fisher's 

Exact test: X^(1,N=117) = 8.67, £ < .01. 

Statistically reliable differences between com

pleters and dropouts were found on four self-report 

variables. First, completers were far more likely to 

report having some prior contact with A.A. than the 

dropouts, X^(2,_N=117) = 11.38, £ < .0 1, and completers 

m ore often reported that their families had encouraged 

them to seek treatment than the dropout group did, 

X^(1,N=114) = 6.83, 2. ^ •^^' They also reported fewer 

public intoxication arrests than those in the dropout 

group, X^(1,N=116) = 5.78, £ < .02. Finally, completers 

rated their drinking problem as more serious than those 

in the dropout group, 2i (•»N_=116) = 3.89, £ <.05. 

The reader should keep in mind that the probability 

criterion of .05 is considered to be a fairly liberal 
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level of confidence given the large number of individual 

comparisons made. The use of a more stringent criterion 

would reduce the risk of making a Type I error (claiming 

a reliable difference where one does not exist). When a 

probability level of .0 1 is used, number of public 

intoxication arrests and self-report of drinking severity 

no longer differentiate the two groups reliably. Subse

quent group differences will be reported at the .05 

probability level; however, the reader should keep in 

mind that those differences which are not reliable at the 

.0 1 level are to be interpreted cautiously. 

Probably the most unexpected finding in comparing 

program completers and dropouts was the almost total lack 

of association between attrition and a number of factors 

that were previously reported as being related in the 

literature. For example, age, marital and family fac

tors, employment factors, and referral information all 

were found to be unrelated to attrition which was con

trary to expectations. In some cases, the occurrence of 

a negative response to a question was rare for members of 

either group. For example, when asked whether the pa

tient felt that the treatment staff would be able to help 

him or her, only 3 of 78 completers (3.9%) and 2 of 39 

dropouts (5.1%) indicated "no" or "not sure." Similarly, 

it was interesting to note that five (6.4%) of the com

pleters and only three (7.7%) of the dropouts stated that 
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they were either not sure about completing or did not 

intend to complete the treatment program. This statistic 

indicates that 36 or 92.3% of the dropouts falsely pre

dicted that they would complete the treatment program. 

As already noted above, the WMA-U dropout group was 

found to be reliably different from the AMA-U dropout 

group on four variables representing three content areas. 

First, when compared on current marital status members of 

the WMA-U dropout group had less often been married 

compared with AMA-U dropouts who were more likely to be 

married or living with a partner at the time of admis

sion, X'^(2,N_=39) = 9.65, £ < .01. Similarly, because 

they were less likely to have ever been married, the 

WMA-U dropouts also reported fewer years of marriage than 

the AMA-U group, X^(2,N=37) = 6.34, £ < .05. Almost 

twice as many patients in the WMA-U dropout group entered 

treatment with some type of current legal problem (e.g., 

a recent arrest, charges pending, being on probation, 

etc.) compared to those in the AMA-U dropout group, 

X (\,^=37) = 6.68, £ = .01, and, again, almost twice as 

many WMA-U dropouts reported being hospitalized for 

medical reasons over the past five years as compared with 

the AMA-U dropouts, X^(1,N_=37) = 4.94, £ < .03. 

Since none of the four variables noted above w ere 

found to distinguish completers from dropouts, separate 

comparisons between completers and the two dropout groups 
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were made to assess possible differences that might have 

been masked by combining the two groups. Completers were 

contrasted with each dropout group separately on each of 

the above variables (marital status, length of marriage, 

current legal involvement, and prior medical hospitaliza

tions). For each dropout group, the findings were con

sistent. None of the comparisons between the completers 

and the AMA-U dropouts produced statistically reliable 

differences; however, each variable did differentiate 

completers and WMA-U dropouts. Completers were more 

likely to have been married at some time in the past as 

compared with WMA-U dropouts, X^(1,N=97) = 7.31, 

£ < .01, and they also reported that their marriages were 

of longer duration than the WMA-U dropouts, X (2,N=94) = 

8.10, £ < .02. In addition, completers were more likely 

to report no prior hospitalizations for medical treatment 

in the past five years, X (1»N^=96) = 4.37, £ < .0.4, and 

they were less likely to have been admitted with legal 

problems as compared with the WMA-U dropouts, )C^(1,N_=96) 

= 3.75, £ = .05. Thus, marital factors as measured by 

marital status and duration of marriage do appear to be 

related to attrition but only for one type of dropout: 

the dropout who leaves treatment with staff approval. 

Given the fact that only the WMA-U dropout group was 

found to produce statistically reliable differences with 

the completer group, the question was raised as to 
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whether AMA-U dropouts alone would produce any reliable 

differences with the completer group. Consequently, it 

was decided to compare completers with the two dropout 

groups separately on the six variables that were reported 

earlier as differentiating completers from the combined 

dropout group. It was considered possible that these 

differences might be accounted for by differences between 

completers and WMA-U dropouts alone. This hypothesis was 

only partially supported by the data. In all cases, the 

completer group differed reliably from the WMA-U dropout 

group, while differences between completers and AMA-U 

dropouts were found on only two of these variables. 

Completers had achieved a higher educational level than 

either WMA-U dropouts, _F ( 1 ,9 5) = 13.55, £ < .001, or 

AMA-U dropouts, F̂( 1 ,9 6) = 7.30, £ < .0 1. Completers 

more often reported that their families had encouraged 

them to enter treatment as compared to the WMA-U drop

outs, X^(1>N=94) = 6.69, £ = .01, and they were more 

likely to enter treatment with no medical conditions than 

WMA-U dropouts, Fisher's Exact test: X (1,_N=97) = 9.00, 

£ = .ul. Completers also reported fewer arrests for 

public intoxication than the WMA-U dropouts, X (1,N=96) = 

4.94, £ < .03, and they tended to rate their drinking 

problem as more serious than the WMA-U dropouts did, 

X^(1,N=96) = 4.34, £ < .04. Finally, completers were 

more likely to report having attended A.A. in the past 
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than either WMA-U dropouts, X^(\,U = 97) = 5.08, £ < .04, 

or AMA-U dropouts, X^(1,N=98) = 8.84, £ < .01. 

Table 2 provides a summary of the findings reported 

in this section. As can be seen here, there were more 

differences noted between the completers and the WMA-U 

dropouts than between the completers and AMA-U dropouts. 

In fact, completers and AMA-U dropouts appear to be more 

similar to each other than the two dropout groups are to 

each other. 

Perception o f Personal Prob1 ems 

On the Personal Data Sheet, subjects were asked to 

respond to the following question: "At this time, what do 

you feel are the major problem areas in your life?" 

Subjects were asked to check one or more of 13 possible 

life problem areas as listed in Table 3. As before, 

differences between the two dropout groups were assessed 

first to determine whether it would be feasible to col

lapse the data into one dropout group. WMA-U dropouts 

and AMA-U dropouts were found to be reliably different on 

only one item (Se 1 f-Conf idence), X^(1,N=38) = 5.40, 

p = .02, with AMA-U dropouts admitting to difficulties 

with self-confidence nearly three times as often as the 

WMA-U dropouts. 

Since the two dropout groups differed according to 

their perception of having problems with self-confidence. 
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Table 2 

Var iable 

Probability levels for differences among 
the various discharge groups on selected 
demographic and self-report variables. 

Complet ers 
vs. Completers Completers WMA-U 
All vs. vs. vs. 

Dropouts WMA-U AMA-U AMA-U 

Educational Level < .00 1 < .00 1 < .0 1 n s 

Presence of a 

Medical Condition < .0 

Has Attended A.A. < .0 1 

= .0 1 

< .04 

ns 

< .0 1 

ns 

ns 

Family Encouragement 
to Enter Treatment < .01 = .0 1 ns ns 

Number of Public 
Intoxicat ion 
Arrests 

Marital Status 

Length of Marriage 

< .02 

Severity of Problem < .05 

ns 

ns 

< .03 

< .04 

< .0 1 

< .02 

ns 

ns 

ns 

ns 

ns 

ns < .0 1 

< .05 

Current Legal 
Problems ns = .05 ns = .0 1 

Hospitalized 
for Med ical 
Reasons 

Low Se1f-Confidence 

ns 

ns 

< .04 

< .03 

ns 

ns 

< .03 

= .02 

Legal Concerns 

Health Prob1 ems 
Due to Drinking 

< .04 

ns 

ns 

< .0 1 

< .03 

ns 

ns 

< .04 

Interpersonal 
Problems Due to 
Drinking ns ns < .0 1 < .03 
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Table 3. Percentage of alcoholics in each 
discharge group who endorsed each 
personal problem category. 

Probi em 
Category' 

All WMA-U AMA-U 
Completers Dropouts Dropouts Dropouts 

Alcohol/Drug 

Money 

Self-Confidence 

Marriage/Family 

Depressed/Moody 

Work 

Legal 

Health 

Temper 

Sexual 

Interpersonal 

Other 

School 

89 . 7 

52 .6 

50.0 

48 .7 

46 .2 

44 .9 

30.8 

19.2 

16.7 

10.3 

5.2 

3.8 

2 .6 

76.3 

60.5 

39.5 

42. 1 

52 .6 

50.0 

13.2^ 

26 . 3 

23.7 

18.4 

15.8 

5.3 

2 .6 

73.7 

63 .2 

21.1^ 

42 . 1 

52 .6 

42 . 1 

2 1.1^ 

2 1.1 

26 .3 

10.5 

15.8 

5.3 

0.0 

78.9 

57 .9 

57.9 

42 . 1 

52 .6 

57 .9 

5.1^ 

3 1.6 

2 1.1 

26 . 5 

15.8 

5 .3 

5 .3 

^Problem categories are listed in order of descending 
frequency of endorsement for the completer group. 

^Differences with the completer group, £ < .05. 

^Differences with the AMA-U dropout group, £ < .05 
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completers were contrasted with each dropout group 

separately. The analysis revealed that only the WMA-U 

dropouts differed reliably from the completers, 

X^(1,N=97) = 5.19, £ < .05, with the completers also 

reporting problems with self-confidence more often than 

the WMA-U dropouts. 

On all other items, completers were compared with 

the combined dropout group yielding a reliable difference 

only on admission of legal concerns. Members of the 

completer group reported legal problems as a major life 

concern over twice as often as dropouts, X (1,N_=116) = 

4.23, £ < .04. Completers also were compared separately 

with each dropout group on this item. Completers 

reported legal problems as a major life concern over six 

times as often as AMA-U dropouts, X^(1,N=97) = 5.20, 

£ < .03; however, completers and WMA-U dropouts were not 

reliably different on this item. Consequently, com

pleters and dropouts tend to report similar major life 

concerns. 

Group responses to these thirteen life problem cate

gories also were compared by rank ordering the items 

according to the frequency with which each item was en

dorsed by each discharge group. The correspondence among 

the rankings was then evaluated with Spearman's rank-

order correlation coefficient (rho). In each case, the 

rankings between completers and each dropout group 
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demonstrated a high level of concordance, rho ranged from 

.87 to .90, with all coefficients being statistically 

reliable at the .00 1 level or beyond. Spearman's rho 

between the item rankings for the two dropout groups also 

was high, rho = .80; £ < .001. Thus, completers and 

dropouts appear to respond to these life problem areas in 

a similar manner. 

Percept ion o f Prob1 ems 
Re 1 at ed to Dr inking 

Subjects were asked to respond to a similar question 

which inquired: "What area of your life do you feel has 

been affected the most by drinking?" Patients' were 

asked to check one or more of nine problem areas (see 

Table 4). Two item categories differentiated the two 

dropout groups: health problems and interpersonal prob

lems. Nearly twice as many WMA-U dropouts reported their 

health had been affected by their drinking compared to 

AMA-U dropouts, X^(1.N.= 39) = 4.36, £ < .04. In con

trast, three times as many AMA-U dropouts reported that 

drinking had caused them problems in getting along with 

others as compared with members of the WMA-U dropout 

group, X^(1,N=39) = 5.13, £ < .03. 

None of the options to this question differentiated 

completers from the combined dropout group, but differ

ences between completers and the separate dropout groups 

were found for the two items noted above. Here again 
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Table 4. Percentage of alcoholics in each 
discharge group who endorsed each 
drinking-re1 ated problem category. 

Problem 
Cat egory^ 

All WMA-U AMA-U 
Completers Dropouts Dropouts Dropouts 

Marriage/Family 70.5 66 . 7 57 .9 75.0 

Money 55. 1 5 1.3 52 .6 50.0 

Self-Confidence 46.2 48.7 36 .8 60.0 

Work 39.7 30.8 2 1.1 40.0 

Health 33.3 5 1.3 68 .4 be 35 .0 

Legal 

Int e rper sonal 

28.2 

20.5 

23 . 1 26 .3 

33.3 15.8^ 

20 .0 

50.0 

School 5. 1 7 .7 5.3 10.0 

Other 1 .3 2 .6 5 .3 0.0 

^Problem categories are listed in order of descending 
frequency of endorsement for the completer group. 

^Differences with the completer group, £ < .05. 

Differences with the AMA-U group, £ < .05 
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nearly twice as many WMA-U dropouts reported that 

drinking had caused them health problems as compared to 

the completer group, X^(1,N=97) = 7.82, £ <.01, but 

completers and AMA-U dropouts were not found to be dif

ferent on this item. Yet, over twice as many AMA-U 

dropouts reported having difficulties getting along with 

others due to drinking as compared to the completers, 

X^(1,N=98) = 7.10, £ < .01, whereas completers and WMA-U 

dropouts were not different from each other. 

When the rankings among these nine drinking-re 1 ated 

problem categories were correlated across groups, they 

were again uniformly high for completers and dropouts: 

rho ran g.e d from .80 to .86, with £ < .01 in all cases. 

In contrast, the rankings for the two dropout groups did 

not correlate as highly, rho = .60, £ < .10. Differ

ences among these correlation coefficients did not prove 

to be statistically reliable, however. 

Reasons for Entering Treatment 

Finally, subjects were asked the following question 

about their reason for entering treatment: "What was the 

major reason that lead you to seek treatment at this 

hospital?" They were provided with 10 possible responses 

as shown in Table 5. The most interesting finding with 

respect to this question was that only one item differ

entiated the two dropout groups (Other). The WMA-U 
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Table 5. Percentage of alcoholics in each 
discharge group who endorsed each 
reason-for-entering-treatment 
category. 

Reason 
Cat egory^ 

All WMA-U AMA-U 
Completers Dropouts Dropouts Dropouts 

Realized I Had 
a Problem 65.4 64 . 1 63.2 65.0 

Family Problems 32. 33.3 26.3 40.0 

Legal Problems 29.5 25 .6 36 .8 5.0 

Coping Problems 23. 28.2 35.0 

Health Problems 18.0 28.2 36 .8 20.0 

Work Problems 12.8 23. I 10.5 35.0^ 

Temper Problems 9.0 2.8 2 1.1 5.0 

Needed Detox 7 .7 7 . 7 5 .3 10.0 

Afraid of Dying 7 . 7 10.3 10.5 0.0 

Other P rob 1 ems 6 .4 10.3 0 .0 

Reason categories are listed in order of descending 
frequency of endorsement for the completer group. 

br.,-Differences with the completer group, £ < .05. 

^Differences with the AMA-U group, £ < .05 



dropouts were more likely to give some "other" response 

not listed as an option to the question than the AMA-U 

group, X^(1,_N = 39) = 4.69, £ < .05. Completers were not 

found to be reliably different from either WMA-U dropouts 

or AMA-U dropouts on this item nor were there any 

reliable differences found between completers and the 

combined dropout group on any of the other items. 

The rankings for frequency of item endorsement were 

compared among these discharge groups. It was found that 

the completer group rankings correlated highly with those 

for the WMA-U and the AMA-U dropout groups as well as 

with the combined dropout group (rho ranged from .74 to 

.92, £ < .02), while the rankings for the two dropout 

groups were less similar (rho = .47, £ > .10). 

Differences between the correlations of the rankings for 

completers and the combined dropout group and the two 

dropout groups were reliably different (£ < .02). Thus, 

completers and dropouts appear to provide a very similar 

picture in terms of the reasons they give for entering 

treatment, while the two types of dropouts examined here 

are more dissimilar. 

Que s t ionnaire Properties 

Since the expectancy questionnaires ( Se 1 f-Efficacy , 

Outcome Expectation, and Outcome Value) were developed 

specifically for this investigation, the psychometric 
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properties of these instruments will be examined first. 

Alpha reliability coefficients were computed and found to 

be very respectable for all three measures. The computed 

alpha coefficients were .85, .92, and .80 for the Self-

efficacy (SE), Outcome Expectation (OE), and Outcome 

Value (OV) questionnaires, respectively. These estimates 

of internal consistency compare favorably with those 

computed on the Beck Depression Inventory (BDI) which is 

a well-established measurement scale (Alpha = .90). Beck 

and Steer (1984) recently reported an alpha reliability 

coefficient of .86 for the BDI based on a sample of 248 

outpatients. Consequently, the internal consistency of 

the BDI for this sample of inpatient alcoholics is very 

similar. 

Spearman-Brown split-half reliability coefficients 

also were computed for each questionnaire and again these 

estimates of reliability were found to be quite good when 

compared with the BDI. For the three expectancy scales 

(SE, OE, and OV), the Spearman-Brown reliability coeffi

cients were .80, .92, and .77, respectively. Item-scale 

intercorre 1 at ions were computed for each measure as well 

resulting in a range of .31 to .74 for Se1f-Efficacy, .36 

to .80 for Outcome Expectation, and .17 to .63 for Out

come Value. These statistics are comparable to those 

obtained for the BDI in this study (.26 to .70) and those 

r epor ted by Beck and Steer (1984) previously (.14 to 
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.64). Consequently, it was felt that the reliability of 

these new expectancy measures was adequate for the 

purposes of this investigation. 

Interrelationships Among 
the Que s t ionnaire s 

Intercorre 1 at ions among the total scores for each 

questionnaire were calculated for the total sample and 

each discharge group. These data are presented in 

Table 6. Across each sample, it was found that Self-

Efficacy scores were correlated moderately and positively 

with Outcome Value scores. In only one sample, the 

completer group, were Se1f-Efficacy scores found to be 

positively and reliably correlated with Outcome Expecta

tion scores. Finally, a relatively strong and negative 

re lationship was found between Se1f-Efficacy and depres

sion scores in the AMA-U group only; however, this corre

lation just missed being statistically reliable (£ = .06) 

most likely due to the small sample size (n = 17). 

Outcome Expectation scores were negatively and reli

ably correlated with depression scores in three samples 

(the total sample, the combined dropout group, and the 

AMA-U dropout group) and fell short of being statisti

cally reliable in the WMA-U dropout group (£ = .07). 

What appears to emerge from these data is that: 

1) there is a fairly consistent relationship between 

alcoholics' expectations of treatment outcome and 
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n 

n 

li 

Table 6. Intercorre 1 at ion coefficients 
among the questionnaire scores 
for each s ample. 

SE SE SE OE OE OV 
vs. vs. vs. vs. vs. vs. 
OE OV • BDI OV BDI BDI 

Total Sample (N =_ 117) 

r .17 .43^ -.10 .05 -.3 1̂  -.18 

n 105 109 108 106 104 109 

Compl e t e r s ^n =_ 78 ) 

r .27^ .37^ .05 .09 -.16 -.14 

n 72 74 73 72 71 73 

Al 1 Dropout s ( n =_ 39 ) 

r .05 .54^ -.29 .00 -.44^ -.29 

n 33 35 35 34 33 36 

WMA-U Dropouts (n =_ 1 9 ) 

r . 14 .57^ -.20 .2 1 -.48 - .43 

15 17 18 15 15 17 

AMA-U Dropouts (n =_ 20) 

-.11 .55^ -.47 -.2 1 -.52^ -.08 

18 18 17 19 18 19 

< .05 
< .01 
< .00 1 
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depression scores, particularly for dropouts, such that 

those who enter treatment with less positive expectations 

of outcome also report more depressive symptoms; 2) there 

was a trend for Self-Efficacy to be negatively related to 

depression scores as well, particularly for dropouts, but 

in no group did these findings achieve statistical reli

ability; and 3) Se1f-Efficacy scores were found to be 

positively related to Outcome Value scores in all samples 

such that alcoholics who rate themselves high on efficacy 

for program completion also highly value the potential 

outcomes of treatment. Although this finding may rep

resent a true relationship between these two expectancy 

measures, it is felt that the concordance observed here 

is partly due to the similarity in rating scales used for 

each questionnaire. 

Predict ion o f Attrition from Treatment 

The primary purpose of this investigation was to 

determine whether patient expectations of treatment, 

either se1f-efficacy expectations alone or in combination 

with outcome expectations and outcome values, would be 

predictive of attrition from an alcohol inpatient treat

ment program. Evaluation of this hypothesis was carried 

out with two statistical techniques. Multiple regression 

analysis was used to evaluate the ability of these mea

sures to predict length of stay in treatment (LOS), while 
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discriminant function analysis was employed to predict 

group membership among the various discharge groups. For 

each type of analysis, three sets of predictors were 

evaluated: 1) questionnaire scores only (SE, OE, OV, and 

BDI); 2) selected demographic and self-report variables 

that distinguished completers and dropouts in prior 

analyses; and 3) a combination of questionnaire and 

patient characteristic variables. 

Mu1t ip1e Regress ion Ana lysis. The results of the 

three multiple regression analyses designed to predict 

LOS are presented in Table 7. As can be seen in this 

table, a total of four predictors were extracted from the 

three regression analyses: Beck Depression scores; 

educational level; presence of a medical condition at 

admission; and prior attendance at A.A. Therefore, the 

only assessment scale which provided any predictive util

ity with respect to LOS was the BDI while the expectancy 

measures did not prove to be useful in predicting attri

tion as measured by this criterion variable. 

Table 8 presents the mean total scores and standard 

deviations for all questionnaires across all groups. An 

e x a m i i n a t i o n o f t h i s t a b l e , i l l u s t r a t e s why t h e BDI w a s 

t h e o n l y s c a l e t o e m e r g e a s a r e l i a b l e p r e d i c t o r o f L O S . 

F o r a l l s a m p l e s , t h e m e a n e x p e c t a n c y s c o r e s w e r e u n i 

f o r m l y h i g h a n d s i m i l a r , w h i l e t h e m e a n s c o r e s o n t h e BDI 

w e r e m o r e v a r i a b l e a c r o s s s a m p l e s . I n p a r t i c u l a r , t h e 
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Table 7. Results of three stepwise multiple 
regression analyses to predict 
alcoholics' length of stay in 
t reatment. 

F-value Part ial 
Variable Multiple F-value for change Corre-
Entered R R-Square for R in R-Square lation 

Ques t ionna ire Scores 

Beck Score .20 04 4.33 4.33 -.20 

Demograph ic and Se1f-Report V ar iab1e s 

Educat ional 
Leve1 . 3 09 1 1.24 24 .28 

Presence of 
a Medical 
Condit ion ,42 . 18 1 1.73 11.17 -.33 

P rev ious 
At t endance 
at A.A. .49 .24 11.37 8 .93 .28 

Quest ionnaire Scores and Background Var iab1es 

Educ at ional 
Level .3 .09 0.52 10.52 28 

Presence of 
a Medical 
Cond it ion .42 18 1 0 . 9 7 1 0 . 4 5 - . 3 3 

P r e v i o u s 
At t e n d a n c e 
a t A .A . 4 9 24 1 0 . 6 3 8 . 3 5 . 3 0 

B e c k S c o r e . 5 4 29 1 0 . 1 2 6.75 ^ - . 2 5 

^ T h e s e ^ - v a l u e s m e e t t h e . 0 5 c r i t e r i o n l e v e l 
a n d 7 l l o t h e r s m e e t t h e . 0 1 l e v e l . 
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Table 8. Means, standard deviations, and 
minimum and maximum scores for each 
questionnaire across each sample. 

Group N Mean SD Min/Max 

Self Efficacy 

Total Sample 
Comp1et er s 
All Dropout s 
WMA-U Dropouts 
AMA-U Dropouts 

1 12 
76 
36 
18 
18 

82.54 
82.89 
8 1 .78 
82.22 
8 1.33 

9.6 1 
8.87 
11.10 
12.6 1 
9.7 1 

50/9 1 
5 1/9 1 
50/9 1 
50/9 1 
54/9 1 

Total Sample 
Comp1e t ers 
All Dropout s 
WMA-U Dropouts 
AMA-U Dropouts 

Out come Expect ancy 

108 
74 
34 
15 
19 

87.07 
89.20 
82.44 
82.93 
82.05 

18.27 
15.95 
22.06 
27.03 
1 7.99 

15/ 105 
15/105 
15/105 
15/105 
50/ 105 

Out come Value 

Total Sample 
Comp1eters 
All Dropout s 
WMA-U Dropouts 
AMA-U Dropouts 

1 13 
76 
37 
17 
20 

96.89 
96.83 
97.03 
99.82 
94.65 

8.87 
8.84 
9.04 
7.58 
9.67 

60/ 105 
60/ 105 
65/ 105 
75/ 105 
65/ 105 

Beck Depression Inventory 

Total Samp 1e 
Comp1eters 
All Dropout s 
WMA-U Dropouts 
AMA-U Dropouts 

1 12 
75 
37 
18 
19 

16.30 
15.35 
18.24 
12.44 
23.74 

10.25 
8.90 
12.48 
8.67 
13.22 

0/52 
0/35 
0/52 
0/32 
4/52 
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AMA-U dropout group produced a much higher mean 

depression score than either the WMA-U group or the 

completer group. The latter two samples obtained similar 

mean depression scores with the WMA-U dropout group 

having the lowest mean score. Consequently, in the first 

regression analysis, the Beck Depression Inventory 

emerged as the only reliable predictor of LOS when 

entered with the expectancy scale scores. However, the 

amount of variance explained in the criterion, LOS, is 

2 
only 4%, (R = .04). In contrast, the second regression 

analysis produced three predictors: two demographic 

variables (educational level and presence of a medical 

diagnosis at admission) and one self-report variable 

(prior attendance at A.A.). They combined to account for 

24% of the explained variance in LOS. When the ques

tionnaire scores were combined with the background 

variables as potential predictors in the third regression 

analysis, only the BDI added to the prediction of LOS. 

While addition of the BDI did improve the prediction of 

LOS, the amount of explained variance added to the 

equation was again minimal (5%). 

From an examination of the partial correlation coef

ficients presented for each predictor variable in 

Table 7, it can be suggested that the individual who 

remains longer in treatment will tend to have a higher 

educational level, will not have a medical diagnosis at 
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admission, will have attended A.A. previously, and will 

be less depressed at admission as compared to the person 

who is likely to leave prematurely. 

In short, it can be said that the expectancy ques

tionnaires developed for this study have little utility 

in predicting length of stay in treatment, while a com

bination of three demographic and self-report variables 

plus the Beck Depression Inventory emerged as the most 

effective predictors of this measure of attrition. How

ever, even these predictors proved to account for only a 

modest amount of the variance in the dependent variable. 

D i scr iminant Func t ion Ana lysis. Two sets of 

discriminant function analyses were performed to 

predict discharge group membership between program com

pleters and dropouts and also among completers, WMA-U 

dropouts, and AMA-U dropouts. The first set of analyses 

is presented in Tables 9 through 11. In the first 

analysis (Table 9), separation of completers and dropouts 

was attempted on the basis of expectancy and depression 

scores alone. Only one variable. Outcome Expectation, 

emerged as a discriminator in the function; however, the 

canonical correlation associated with this function was 

extremely weak (.16) indicating that it has very little 

discriminative power. Similarly, the Chi-square test of 

the Wilks' lambda statistic denotes that no reliable 

discriminatory power exists in the variable prior to 
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Table 9 Results of a stepwise discriminant 
function analysis for predicting group 
membership of completers and dropouts 
on the basis of questionnaire scores 
only (N = 99). 

V ar iab 1 e 
Ent ered 

S t andard 
Coefficient 

Wilks' 
Lambda 

Outcome Expectation 1 .00 . 97 

Func t ion 
C anon ical 

Correlat ion 
Wilks' 
Lambda 

Chi-
square d f 

0 97 
. 16 

2 . 56 1 1 

Group 

Classification Summary 

Number Percent 
Correct Correct 

Completers 

Dropout s 

Total 

67/78 

10/39 

77/117 

85 .9 

25 .6 

65.8 
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placing it into the function, X^(1,_N = 99) = 2.56, 

£ < .10). Therefore, it is not surprising to find that 

when the resulting classification function is used to 

classify known group members, the overall hit rate was 

not impressive (65.8%). In addition, the majority of 

those correctly classified were completers and the iden

tification rate for dropouts was extremely poor (25.6%). 

The second discriminant analysis shown in Table 10 

employed selected demographic and self-report variables 

as potential predictors. Six discriminators emerged from 

this analysis resulting in a fairly respectable canonical 

correlation (.58). In contrast to the previous analysis, 

the Wilks' lambda statistic indicates that a reasonable 

amount of discriminatory power exists in this group of 

six discriminators, X^(6,_N=107) = 41.21, £ < .01). In 

addition, an improvement in the overall correct classifi

cation rate was noted (74.4%) but more importantly the 

hit rate for dropouts more than doubled (66.7%). 

Examination of the standardized coefficients in 

Table 10 suggests some degree of overlap between the pre

dictors identified for length of stay in treatment using 

multiple regression analysis and those found here for 

discriminating discharge categories. Thus, the person 

most likely to be classified as a program dropout would 

have the following characteristics: 1) no prior involve

ment in A.A.; 2) a medical condition at admission; 
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Table 10 Results of a stepwise discriminant 
function analysis for predicting group 
membership of completers and dropouts 
on the basis of demographic and self-
report variables (N = 107). 

V ar iab1e 
Ent ered 

Has At tended A.A. 

Presence of a 
Medical Condition 

Educational Level 

S t andard 
Coefficient 

-.64 

.53 

-.36 

Wilks' 
Lambda 

.89 

.80 

. 73 

Number of Public 
Intox icat ion 
Arre s t s .38 70 

Previous Medical 
Hospitalizations 

Family Encouragement 
to Enter Treatment 

35 

-.20 

.68 

67 

Funct ion 
Canonical 

Correlat ion 
Wilks' Chi-
Lambda square df p 

0 
1 .58 

. 67 4 1.21 00 

Classification Summary 

Group 
Numbe r 
Correct 

Percent 
Correct 

Comp1e t e rs 

Dropout s 

Total 

6 1 /78 

26/39 

87/ 1 17 

78 .2 

66 . 7 

74 .4 
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3) a lower educational level; 4) a greater number of 

public intoxication arrests; 5) a greater number of prior 

medical hospitalizations; and 6) no family encouragement 

to enter treatment. 

Inclusion of the expectancy and depression scores 

with the background variables in the third analysis pro

vided no improvement in predictive power. In this 

discriminant function analysis (Table 11), only five of 

the six discriminators from the previous analysis were 

included in the function. The differences noted here 

between the results in Table 10 and 11 are due to two 

factors. First, by introducing the questionnaire scores 

to the analysis the sample size was reduced from 107 to 

92 as 15 subjects had missing scores on at least one 

questionnaire and could not be included for purposes of 

developing the discriminant function equation. This 

change in sample size caused the predictors to enter the 

equation in a slightly different order. Second, five 

instead of six discriminators were employed in the final 

function as this set of discriminators provided an 

optimal rate of correct classification for the program 

dropout group. For the purposes of this investigation, 

it was decided to use the smallest set of discriminators 

which emerged from the analysis and which also provided 

the best classification rate for dropouts. The rationale 

for this decision was based on the fact that practical 



25 

Table 1 1 Results of a stepwise discriminant 
function analysis for predicting 
group membership of completers and 
dropouts on the basis of questionnaire 
scores and background variables 
(N = 92). 

V ar iab 1 e 
Entered 

Educational Level 

Has At t ended A.A 

S t andard 
Coefficient 

Pre sence of a 
Medical Condition 54 

50 

5 1 

Wilks' 
Lambda 

.89 

.80 

.75 

Previous Medical 
Hospitalizations 

Number of Public 
Intox icat ion 
Arre s t s 

47 

42 

72 

.68 

Func t ion 
Canonical 

Correlation 
Wilks' Chi-
Lambda square df p 

0 
56 

68 33.26 00 

Group 

Classification Summary 

Numbe r 
Correct 

Percent 
Correct 

Comp1e t e rs 

Dropouts 

Total 

62/78 

28/39 

90/ 1 17 

79.5 

7 1.8 

76.9 
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use of such a prediction equation would rest primarily on 

its ability to identify potential dropouts and the mis-

classification of some completers was felt to be a less 

serious error. Thus, for this group of 92 alcoholics, a 

set of five discriminators provided the best classifica

tion rate for program dropouts, while the overall 

classification rate for the two functions were similar. 

However, the critical finding here is that the use of 

expectancy questionnaire scores either alone or in 

combination with background variables provides no contri

bution to the prediction of discharge classification in 

this sample of inpatient alcoholics. 

A second set of discriminant function analyses was 

performed to assess whether separation of the sample into 

three discharge categories would provide better group 

discrimination. In the first analysis (Table 12), which 

included expectancy and depression scores alone, only the 

Beck Depression Inventory emerged as a reliable discrim

inator. However, the disciminatory power of this 

function was limited resulting in a low overall correct 

classification rate (48.7%). It should be noted that the 

BDI did a better job of identifying dropouts (46.2%) than 

the Outcome Expectation questionnaire (25.6%) in the 

first analysis. This difference can be explained by the 

fact that AMA-U dropouts had higher scores on the BDI 

than the other two discharge groups which made separation 
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Table 12. Results of a stepwise discriminant 
function analysis for predicting 
group membership among the three 
discharge groups on the basis of 
questionnaire scores only (N = 99). 

Variable Standard Wilks' 
Entered Coefficient Lambda 

Beck Depression 1.00 .92 

Canonical Wilks' Chi-
Function Correlation Lambda square df 

0 .92 7 . 9 3 2 . 0 2 
1 . 29 

Classificat ion Summary 

Numbe r Percent 
Group Correct Correct 

Completers 39/78 50.0 

WMA-U Dropouts 8/19 42.1 

AMA-U Dropouts 10/20 50.0 

All Dropouts 18/39 46.2 

Total Dropouts 57/117 48.7 
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into three groups instead of two more effective in terms 

of identifying dropouts. 

For the final two discriminant function analyses, 

two discriminant function equations were derived instead 

of one. The number of functions derived in an analysis 

is always equal to either one less than the number of 

groups to be discriminated or the number of discriminator 

variables, whichever is the smaller of the two. Six 

discriminators were identified in the second analysis 

which included only background variables as potential 

predictors (Table 13). The discriminators which emerged 

from this analysis were similar to those identified pre

viously for separating completers from the total dropout 

group (see Table 10). It appears that when the task 

changes to the separation of three discharge categories, 

the variables current marital status and current legal 

involvement are more important. The canonical correla

tion for the first discriminant function was reasonably 

high (.56) and the test of the Wilks' Lambda statistic 

for this set of discriminators indicates that they 

combined to contribute a considerable amount of discrim

inatory power, x2(12,N=107) = 51.88, £ < .01). The 

second function does add a reliable amount of discrimina

tory power to the separation of the groups, but the 

contribution was smaller than the first. The overall 

correct classification rate was acceptable (70.1%), in 
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Table 13. Results of a stepwise discriminant 
function analysis for predicting group 
membership among the three discharge 
groups on the basis of demographic and 
self-report variables (N̂  = 107). 

Standard Standard 
Variable Coefficient Coefficient Wilks' 
Entered Function 1 Function 2 Lambda 

18 

10 

46 

54 

64 

. 79 

. 72 

. 68 

.63 

. 60 

Has Attended A.A. .52 .52 .88 

Presence of a 

Medical Condition -.56 

Educational Level .58 

Previous Medical 

Hospitalizations -.46 

Marital Status .33 

Legal Involvement -.09 

Canonical Wilks' Chi-
Function Correlation Lambda square df p 

0 .60 5 1 .88 12 .00 
1 .56 .88 12.75 5 . 0 3 
2 . 34 

Classification Summary 

Numbe r Percent 
Group Correct Correct 

Completers 58/78 74.4 

WMA-U Dropouts 12/19 63.2 

AMA-U Dropouts 12/20 60.0 

All Dropouts 24/39 6 1.5 

Total Sample 82/117 70.1 
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contrast to the previous analysis which used only 

questionnaire data. Correct classification rates 

improved across all discharge categories. On the other 

hand, classification rates were similar to those obtained 

when separating completers from the combined dropout 

group. 

The last discriminant function analysis included 

both questionnaire scores and background variables as 

predictors (Table 14). Adding the questionnaire data to 

the analysis caused one of the demographic variables to 

be eliminated as a discriminator (Current Legal Involve

ment) and another to enter (Public Intoxication Arrests). 

In addition, both BDI and Outcome Value scores entered as 

discriminators. Interpretation of the standard discrimi

nant function coefficients for these two discriminators 

indicates that AMA-U dropouts tend to have higher depres-

s 1 on scores when the effects of other discriminators are 

taken into account, while WMA-U dropouts tend to have 

higher Outcome Value scores. The canonical correlations 

for both functions are relatively high suggesting that 

both contribute a significant amount of discriminatory 

power. The addition of the questionnaire variables 

appears to improve the hit rate for AMA-U dropouts 

slightly over those obtained using demographic variables 

alone. If the objective is to identify specific types of 

dropouts, the use of the Beck Depression Inventory and 
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Table 14. Results of a stepwise discriminant 
function analysis for predicting group 
membership among the three discharge 
groups on the basis of questionnaire 
scores and background variables 
(N = 92) . 

Standard Standard 
Variable Coefficient Coefficient Wilks' 
Entered Function 1 Function 2 Lambda 

14 

1 1 

52 

5 1 

. 8 9 

. 8 0 

. 7 3 

. 6 8 

Presence of a 

Medical Condition .52 

Educational Level -.49 

Has Attended A.A. -.42 

Beck Depression .16 

Previous Medical 

Hospitalizations .52 -.45 .64 
Number of Public 

Intoxication 
Arrests .44 -.03 .60 

Marital Status -.24 .59 .57 

Outcome Value .33 -.28 .55 

Canonical Wilks' Chi-

Function Correlation Lambda square df p 

0 .55 51.44 16 .00 
1 .59 .84 15.47 7 . 0 3 
2 .4 1 

Classification Summary 

Numbe r Percent 
Group Correct Correct 

Completers 59/78 75.6 
WMA-U Dropouts 12/19 63.2 
AMA-U Dropouts 14/20 70.0 
All Dropouts 26/39 66.7 
Total Sample 85/ 117 72.6 
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possibly Outcome Value scores might be justified. 

However, if the goal is to identify any potential dropout 

then the use of demographic and self-report variables 

alone would provide comparable results. 

In summary, what can be surmised from this series of 

discriminant function analyses is that: 1) the ability 

to classify patients into either two or three discharge 

categories on the basis of expectancy questionnaire and 

depression scores alone is limited at best; 2) when 

groups are classified dichotomous1y into completers and 

dropouts, there is little difference in the success rate 

for classification when demographic variables are used 

alone or in conjunction with expectancy and depression 

scores; but 3) when the objective is to identify sub

types of dropouts, the addition of the Beck Depression 

scores and possibly Outcome Value scores may have some 

value. Thus, there is no support for the hypothesis that 

efficacy and outcome expectation scores would be related 

to attrition on the basis of these discriminant function 

analyses. Beck Depression scores appear to make a small 

contribution to the prediction of discharge categories 

when these groups are trichotomized, but again only in 

conjunction with other demographic variables. While the 

same can be said for Outcome Value scores, the evidence 

is less compe11ing. 
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Interact ion of Expectancy Pat terns 

The results of the multiple regression and discrim

inant function analyses suggest that expectation scores 

have no value in predicting either length of stay in 

treatment or discharge category when used apart from 

other variables. Therefore, additional analyses should 

provide little in the way of new information, but will be 

presented in this section simply to highlight the lack of 

support obtained for the specific hypotheses made in this 

investigation. Se1f-efficacy and outcome expectancies 

were assumed to interact to produce specific behaviors 

and reactions in response to treatment. Using a median 

split, patients were classified as either being high or 

low on se1f-efficacy to complete treatment and treatment 

outcome expectancy. On the basis of se1f-efficacy 

theory, it was predicted that persons who scored high on 

both efficacy and outcome expectations (high SE/high OE) 

would remain in treatment longer than those who were 

classified as either low SE/low OE, low SE/high OE, or 

high SE/low OE. The results of a two-factor analysis of 

V ar 1 ance (ANOVA) is shown in Table 15 for the dependent 

variable length of stay in treatment. As can be seen, 

neither the main effects nor the interaction between the 

two factors produced statistically reliable £-values 

indicating that LOS is not related to either 
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Table 15. Results of an ANOVA for high versus 
low self-efficacy and outcome 
expectation groups for length of 
stay in treatment. 

Effect df 

Self-Efficacy 

Interact ion 

0. 74 

Outcome Expectancy 0.20 

0.46 

1 / 1 0 1 

1 / 1 0 1 

1 / 1 0 1 

. 3 9 

. 6 5 

. 50 

Low 

Self-
E f f icacy 

High 

Mean 

n 

Mean 

n 

Low 

Out come 
Expectat ion 

24 . 10 

30 

23. 78 

23 

High 

26 .05 

2 1 

23.39 

3 1 
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self-efficacy or outcome expectations, or their 

interaction as predicted. 

Table 16 presents the percentages for each discharge 

group that were classified into each of these four expec

tancy conditions. For the completer group, the highest 

number of cases were located in the high SE/high OE con

dition as expected; however, a nearly equal portion of 

the completer group was classified as low SE/low OE. The 

resulting Chi-square analysis revealed no reliable dif

ferences among the frequencies for each condition for 

this group. It also was hypothesized on the basis of 

se1f-efficacy theory that WMA-U dropouts (the majority of 

whom had been asked to leave treatment by staff) would be 

classified more frequently as high SE/low OE. However, 

the data did not support this hypothesis. 

The last prediction made on the basis of self-

efficacy theory hypothesized that persons classified as 

low SE/high OE should have the highest depression scores. 

A two-factor ANOVA was performed to test this prediction 

and the results are shown in Table 17. Contrary to 

expectations, the _F-value for the interaction effect was 

not statistically reliable, while the main effect for 

Outcome Expectation was reliable, _F ( 1 ,9 7) = 8.24, 

£ = .005. Consequently, depression was not related to 

the interaction of Se1f-Efficacy and Outcome Expectations 

as predicted, but rather Outcome Expectation alone was 
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Table 16 Percentage of alcoholics classified 
in each expectancy condition for 
each discharge group. 

Discharge 
Group N 

Lo SE 
Lo OE 

Lo SE 
Hi OE 

Hi SE 
Lo OE 

Hi SE 
Hi OE 

Comple t e rs 72 27.8 22.2 20.8 29 .2 

WMA-U 
Dropout s 20.0 13.3 33.3 33 .3 

AMA-U 
Dropout s 18 38 .9 16.7 16.7 27 .8 
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Table 17. Results of an ANOVA for high versus 
low self-efficacy and outcome 
expectation groups for Beck 
Depression scores. 

Effect df 

Self-Efficacy 

Interact ion 

0.88 

Outcome Expectancy 8.24 

0.48 

1 / 9 7 

1 / 9 7 

1 / 9 7 

. 3 5 

. 0 0 5 

. 8 3 

Low 

Self-
Efficacy 

High 

Mean 

n 

Mean 

n 

Out come 
Expec t at ion 

Low 

19.6 1 

30 

18.22 

23 

High 

14 .50 

2 1 

12.27 

3 1 
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related to depression such that persons who entered 

treatment with low outcome expectations also rated them

selves as more depressed at admission. 

Changes £_v̂ _r the Course o f Treatment 

The final analyses to be presented were performed on 

the completer group alone to assess whether successful 

completion of treatment would alter patients' expecta

tions of treatment. Three repeated measures ANOVAs were 

performed on pre- and post-treatment scores for the two 

outcome expectancy questionnaires and the Beck Depression 

Inventory. It was expected that successful completion of 

treatment would reliably decrease depression scores among 

these alcoholics while the effects on Outcome Expectation 

and Outcome Value scores were not predicted. As can be 

seen in Table 18, the results of these analyses indicate 

that alcoholics' outcome expectations and values did not 

change appreciably over the course of this 30-day treat

ment program, while depression scores did show a reliable 

decline over this same period as expected, £(1,69) = 

8 1.81, £ = .000 1 . 



Table 18. Results of three repeated 
measures ANOVAs for pre-
versus post-treatment 
scores. 

Out come Expec t at ion 

Pre 
Mean 

Post 
Me an F-value df 

Out come Value 

Pre 
Mean 

Post 
Me an F-value df 

Beck Depress ion 

Pre 
Mean 

Post 
Mean F-value df 

39 

89 .69 89 .43 0.14 1 /65 

96 .59 94 .69 1 .39 1 /69 24 

15.42 5.67 8 1.81 1 /69 000 



CHAPTER VI 

DISCUSSION 

Self-Eff icacy Th eory and 
Pred ict ion of At t r it ion 

The primary purpose of this study was to assess the 

utility of three expectancy constructs, self-efficacy, 

outcome expectancy, and outcome value, for predicting 

attrition from an inpatient alcohol treatment program. 

It was hypothesized that each expectancy variable would 

contribute independently to the prediction of the treat

ment dropout such that a person scoring low on any one of 

these dimensions would be equally likely to leave treat

ment early. A multiple regression analysis designed to 

evaluate the degree of relationship between the expec

tancy measures used in this study and length of stay in 

treatment demonstrated that none of these variables 

contributed reliably to the prediction of attrition. 

Discriminant function analyses which used these expec

tancy measures to predict discharge group membership 

(either completer vs. dropout or completer vs. WMA-U 

dropout vs. AMA-U dropout) produced results that were 

equally disappointing. 

Within the context of Bandura's se1f-efficacy 

theory, it was hypothesized that efficacy expectations 

and outcome expectations would interact to produce dif

ferent emotional reactions to the treatment situation. 

140 
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In particular, it was predicted that those who entered 

treatment with perceptions of limited se1f-efficacy for 

program completion but positive expectations of treatment 

outcome would manifest a depressed or despondent reaction 

due to their perceived inability to obtain the expected 

outcomes of treatment. This hypothesis was not supported 

by the data. Instead, it was found that expectations of 

treatment outcome alone were related to depression scores 

on the BDI such that those who reported more depressive 

symptomatology at admission were more likely to have less 

positive expectations of treatment outcome. Thus, rather 

than persons being despondent because they believe they 

lack the skills to acquire the desired outcome, it is 

suggested here that persons who are more depressed at 

admission will have less positive expectations of 

treatment outcome because their view of the future, in 

general, is more negative (Beck, 1970). 

The lack of any reliable relationship between attri

tion, as measured in this study, and the expectancy 

constructs assessed, particularly se1f-efficacy, was sur

prising given the general success that has been reported 

in the literature to date using efficacy and outcome 

expectations to predict various domains of behavior. In 

particular, efficacy expectations have been shown to 

predict relapse after a period of abstinence by smokers 

(Condiotte & Lichtenstein, 1981; DiClemente, 1981) and by 
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alcoholics (Rist & Watzl, 1983) and it also has been 

shown to differentiate reliably those persons who drop 

out of aweight loss program from those who continue to 

participate (Mitchell & Stuart, 1984). 

The first logical place to turn to evaluate the rea

sons for the results of this study not conforming to 

those in the literature would be to the assessment of the 

se1f-efficacy construct itself. As was already noted, 

the reliability estimates for the three expectancy mea

sures developed for this study met acceptable levels for 

internal consistency, particularly when compared with a 

well-established instrument like the Beck Depression 

Inventory. However, confidence in the reliability of an 

assessment instrument does not ensure the validity of the 

construct measured. Can we be reasonably sure that per

ceptions of personal efficacy to complete treatment were 

being measured by this scale? Given that the use of 

self-efficacy judgments for predicting a person's 

perceived capability to complete a treatment program 

represents a fairly new application of the construct and 

that such a judgment may rest on a number of coping 

behaviors, issues on how to best measure this construct 

may still need to be resolved. 

One recent study by Flanders and McNamara (1984) 

which attempted to assess se1f-efficacy for adhering to a 

treatment regimen for acne reported no success in 
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predicting either compliance or attrition as measured by 

the failure to return for a follow-up visit after 

10-weeks of treatment. The se1f-efficacy measure devel

oped for this study assessed a subject's confidence in 

his or her ability to carry out various behavioral compo

nents of the regimen (e.g., being willing to wash their 

face and use the medication even when they were running 

late in the morning). The authors suggested that inade

quacies in scale development may have contributed to the 

predictive failure of self-efficacy in their study, and 

this attempt to measure self-efficacy was not unlike that 

approach used in the present study which assessed a 

subject's confidence with respect to meeting the various 

expectations of this particular treatment program. 

Another study by Brod and Hall (1984) also suggests 

that differences in scale development may be a factor in 

the failure to obtain positive results. They evaluated 

sm okers' perceptions of self-efficacy to quit smoking 

prior to entering a smoking treatment program using three 

separate se1f-efficacy scales. First, subjects completed 

the Pre-Treatment Confidence Questionnaire developed 

earlier by Condiotte and Lichtenstein (1981) which 

asses sed personal efficacy to resist the urge to smoke in 

various high-risk situations. Two additional measures of 

self-efficacy also were developed for this study. One 

questionnaire contained 17 statements dealing with 
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subjects' perceptions of their ability to quit smoking at 

a more general level. The other measure required sub

jects to list three characteristics which they felt a 

person needed in order to quit smoking. Then, they rated 

each of these items according to the degree to which they 

felt they possessed each characteristic. This last self-

efficacy measure, the Quality Possession Scale, was the 

only index to reliably differentiate treatment joiners 

from non-joiners. The unique feature of this scale is 

that it allowed each subject to personalize the "self-

efficacy construct to their own perceptions of the task 

demands. Eastman and Marzillier (1984) have noted that 

how an individual interprets or conceives of a task is 

critical to the assessment of the se1f-efficacy con

struct. In particular, they suggest that as the task 

becomes more complex the possibilities for distortion or 

uncertainty regarding the task demands increases. Thus, 

the researcher must not only address the problem of how 

subjects evaluate their own personal competence but also 

how they interpret the task at hand. Consequently, an 

attempt to personalize the se1f-efficacy construct to the 

patient's conception of what he or she feels is necessary 

for successful completion of a treatment program might 

produce better discriminatory power for separating com

pleters and dropouts. This line of reasoning implies 

that the decision to drop out of treatment is 
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multi-determined and that individual factors common to 

all persons who terminate prematurely may never be 

uncovered. 

Another possible explanation for the negative results 

in the present study can be suggested based on the find

ings of Brod and Hall's (1984) study. They reported that 

smokers who make the decision to enter treatment have 

higher se1f-efficacy scores (as measured by the Quality 

Possession Scale) than those who do not join. It was 

observed in the present study that the average score for 

each discharge group on the se1f-efficacy scale was 

relatively high (approximately 82 out of a possible 91 

points). This finding speaks to the possibility of a 

ceiling effect for this scale and implies that, on the 

whole, alcoholics enter treatment with high expectations 

regarding their ability to complete treatment. This 

effect limits the variability among se1f-efficacy scores 

which in turn compromises the utility of such a scale for 

differentiating among discharge groups. Consequently, it 

may be that perceptions of self-efficacy for program 

completion enter into the selection process for treatment 

resulting in a restricted distribution of self-efficacy 

scores that are skewed toward the high end of the scale 

am ong those who do enter treatment. Thus, perceptions of 

se1f-efficacy may be important for the decision-making 

process to enter treatment but they may not be relevant 
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for determining who will persist in treatment once they 

have made that choice. 

This explanation does not account for the fact that 

Mitchell and Stuart (1984) found efficacy expectations to 

be predictive of dropping out of a weight loss program. 

First, one might point to a number of methodological dif

ferences that may have contributed to the discrepancy 

between the findings of this study and those of Mitchell 

and Stuart (1984). For example, the latter study 

recruited only female subjects who were attending a 

weight loss program. This program is likely to have 

required a minimal time commitment each week while con

tinuing over an indefinite period of time. The current 

study assessed alcoholics in an inpatient treatment 

program, the majority of whom were males. The program 

required a total commitment for a limited period of time. 

In addition, the problem behaviors that were being 

treated in each of these settings differ in that the 

social and physical consequences of alcoholism are clear

ly more serious than those of obesity. Consequently, 

alcoholics may be pressed to be more optimistic or hope

ful about their ability to adjust to the demands of a 

treatment program than the overweight person. 

In Mitchell and Stuart's study, efficacy expecta

tions were confounded with the expected or desired 

outcome of treatment; that is, the subject's degree of 
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confidence in eventually achieving her weight goal 

(outcome) was measured as opposed to asking her about her 

confidence to meet the requirements of being a partici

pant in the weight loss program. A stringent test of 

self-efficacy theory requires that efficacy expectations 

be tied to the behavior that is required to reach the 

goal or outcome and not be dependent on the outcome of 

the behavior itself. Eastman and Marzillier (1984) argue 

that efficacy and outcome expectations are always inter

dependent and that, in reality, individuals rarely make 

judgments about their competencies without regard to the 

outcomes of those behaviors. On the basis of this argu

ment, they conclude "that self-efficacy theory is based 

upon premises of doubtful theoretical status" (p. 221). 

They suggest that when the potential outcomes of a task 

are more diverse and the complexity of the task demands 

increase, judgments of personal efficacy may be more 

difficult to make so that more weight would be placed on 

the expected outcomes in the decision-making process. In 

contrast, they acknowledge that when "tasks are discrete 

and outcomes are limited, people can make reliable pre

dictions about their future behavior" (p. 228). This 

reasoning supports the apparent success that self-

efficacy theory has achieved in the literature in terms 

of predicting more specific behaviors and may account for 

why prediction on the basis of weight loss efficacy 



48 

(outcome) was more effective than predictions of ability 

to conform to the requirements of an alcohol inpatient 

program. Although, the current study found no direct 

relationship between outcome expectations and attrition, 

an indirect relationship did emerge for one type of 

dropout. AMA-U dropouts produced higher depression 

scores at admission and depression scores were found to 

be negatively related to outcome expectations. 

Background Var iab1e s and 
Prediction o_f Attrition 

Selected demographic and self-report variables were 

found to be more promising for making group discrimina

tions than any of the assessment scales alone or in 

combination. Demographic variables were examined in two 

ways in this study. First, differences between com

pleters and dropouts as a whole were evaluated, since the 

majority of research data reported in the attrition 

literature has used this basic dichotomy. Then, compari

sons were made among completers and two distinct dropout 

groups: those who left treatment against the advice of 

the treatment staff (AMA-U) and those who left early with 

the permission of staff (WMA-U). This latter distinction 

was made because evidence is available that suggests 

prediction of attrition may be enhanced by identifying 

subtypes of the treatment dropout population. 
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Statistical contrasts between program completers and 

the combined dropout group allows us to draw the follow

ing conclusions about the treatment dropouts in this 

treatment setting with some degree of confidence. Drop

outs are 1) less educated, 2) more likely to have entered 

treatment with a medical condition, 3) less likely to 

have been involved in A.A. previously, and 4) less likely 

to have received encouragement from their families to 

enter treatment than program completers. In addition, 

several trends were noted in the data suggesting that 

dropouts were less likely to describe their drinking 

problem as serious, and they tended to admit to more 

public intoxication arrests than the treatment com

pleters. However, completers were more likely to 

identify legal problems as a major life concern than the 

dropout group. (Group differences which at least equaled 

the .05 level of significance but were greater than the 

.0 1 level will be reported as trends as a protection 

against producing an inflated experimentwise error rate 

due to multiple statistical comparisons.) 

Prior research has supported some of these findings. 

Beck et al. (1983) found that those who dropped out of 

treatment were less likely to be referred by relatives 

and Sullivan et al. (1981) reported that the family 

members of dropouts were less likely to be involved in 

the patient's treatment. Both of these findings are 
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consistent with the results reported here that alcoholics 

who do not complete treatment are less likely to report 

receiving support from their families to seek treatment. 

Roffe (1981) also noted that dropouts were less likely to 

evaluate their drinking problem as severe which is con

sistent with the present findings, and Hahn and King 

(1982) reported that having had several prior alcohol-

related arrests was predictive of attrition. The present 

findings were compatible in terms of the number of public 

intoxication arrests reported by these alcoholics, but 

not for driving while intoxicated arrests. 

Contrary to expectations, however, educational level 

and prior involvement in A.A. did differentiate com

pleters and dropouts reliably in this study. Prior 

research evidence has suggested that education was not 

reliably related to attrition and prior involvement in 

A.A. was either not related to attrition (Roffe, 1981; 

Sullivan et al., 1981) or was found to be related in the 

opposite direction (Hahn & King, 1982). The fact that 

educational level was lower among treatment dropouts in 

this study may suggest that the need for reading and 

writing skills in this program during the process of 

treatment (e.g., to develop and write out an aftercare 

plan) may have influenced some subjects' decisions to 

leave treatment early. Hahn and King (1982) reported 

that the dropouts in their study were more likely to have 
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been involved in A.A. prior to entering treatment. These 

authors suggested that since the treatment program empha

sized the A.A. philosophy and approach to achieving 

sobriety, those who were more familiar with A.A. proce

dures and doctrines may have found this type of treatment 

redundant and less beneficial than a different approach. 

The treatment program evaluated in this study did not 

place primary emphasis on methods used by A.A., although 

the philosophy was integrated into the program to some 

extent. Consequently, persons familiar with A.A. would 

not necessarily feel that they were getting a repetition 

of what they already knew and had tried. Thus, the 

higher completion rate of those who had previously been 

involved in A.A. in this treatment program suggests that 

Hahn and King's interpretation of their data was 

piaus ib1e . 

To date, no study has demonstrated a link between 

attrition and the presence of a medical condition at 

admission. While this result could be dismissed as pos

sibly spurious, other findings in this study suggest that 

the difference may be real. There was an overall trend 

for WMA-U dropouts to be more concerned about and report 

m ore difficulties with health and medical issues. This 

preoccupation with health problems was found even though 

the WMA-U dropouts tended to be younger than either 

completers or AMA-U dropouts (.05 < £ < .10). 
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When completers were compared separately with the 

two subtypes of dropouts, the basic finding was that 

WMA-U dropouts differed in more ways from program com

pleters than the AMA-U dropouts did and AMA-U dropouts 

were more similar to completers than they were to WMA-U 

dropouts. AMA-U dropouts were found to be reliably dif

ferent from completers on only three indices: educational 

level; prior involvement in A.A.; and admission of inter

personal problems due to drinking. Thus, AMA-U dropouts 

1) had achieved a lower educational level, 2) were less 

likely to have been involved in A.A. previously, and 

3) were more likely to report problems in getting along 

with others due to drinking than program completers. 

There also was a tendency for AMA-U dropouts to report 

concerns about legal problems less often than completers 

which was consistent with the observation that AMA-U 

dropouts were less likely to enter treatment with any 

type of current legal problem. The latter finding did 

not achieve standard levels of statistical reliability, 

howeve r. 

When the WMA-U group was compared with the completer 

group a different set of distinguishing characteristics 

emerged from the data with the exception of one variable: 

educational level. Both WMA-U and AMA-U dropouts had 

achieved a lower level of education than the treatment 

completers in this hospital setting. Otherwise, WMA-U 
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dropouts reported less often that their families had 

encouraged them to enter treatment and they were less 

likely to have ever been married as compared to program 

completers. The fact that marital status was only impor

tant in separating WMA-U dropouts from completers may 

help to explain why the evidence for this predictor has 

been contradictory in the research literature. In addi

tion, several trends were noted in the data which may be 

important in terms of discriminating WMA-U dropouts and 

completers. WMA-U dropouts 1) were more likely to enter 

treatment with a medical condition, 2) had shorter mar

riages, 3) reported more public intoxication arrests, 

4) reported fewer problems due"to low self-confidence, 

5) were less likely to have been involved in A.A., 

6) tended to rate their drinking problem as less serious, 

7) reported more prior hospitalizations for medical 

treatment, and 8) were more likely to enter treatment 

with some type of current legal problem than the program 

completers. Thus, it appears that by identifying differ

ent subtypes of treatment dropouts different predictors 

of attrition are obtained. 

Finally, WMA-U dropouts could be distinguished from 

AMA-U dropouts reliably on two indices: marital status 

and current legal involvement. Since WMA-U dropouts also 

were different from completers on these variables, it 

could be suggested that the individual who enters 
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treatment with some type of current legal problem and who 

has never been married is more likely to be a WMA-U 

dropout than he is an AMA-U dropout or a program com

pleter. Additionally, several trends were noted in the 

data with respect to separation of the WMA-U and AMA-U 

dropouts. WMA-U dropouts 1) were less likely to report 

concerns about self-confidence, 2) were more likely to 

report having been hospitalized for medical treatment, 

3) were less likely to report interpersonal problems due 

to drinking, 4) were more likely to report health prob

lems due to drinking, and 5) had marriages of shorter 

duration than the AMA-U dropouts. The AMA-U dropouts 

were not different from completers on any of these vari

ables with the exception of one: reported interpersonal 

problems due to drinking. Thus, AMA-U dropouts appear to 

share more characteristics in common with completers than 

they do with WMA-U dropouts. 

One surprising finding in this study was the com

plete lack of association between attrition and any of 

the employment factors assessed in this study (e.g., 

employment status, number of jobs, number of months on 

last job, etc.) which has been reported in a number of 

other studies (Altman et al., 1978; Hahn & King, 1982; 

Keil & Esters, 1982; Roffe, 1981; Sullivan et al., 1981). 

One possible reason for this lack of correspondence with 

prior research is the fact that the catchment area for 
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this hospital encompasses a section of the state which is 

economically depressed due to low oil and farm prices. 

These factors have lead to a high rate of unemployment in 

this area. Thus, failure of these alcoholics to be 

employed or to have maintained continuous employment may 

have little to do with their overall level of motivation 

or persistence on the job which may account for the 

apparent lack of relationship between employment factors 

and attrition in this study. 

What emerged from the multivariate analyses which 

attempted to predict attrition by length of stay in 

treatment and discharge category was a core of three 

variables, two background and one self-report, which 

provided the greatest amount of predictive power for 

attrition. These included 1) educational level, 

2) presence or absence of a medical condition at admis

sion, and 3) prior involvement in A.A. The data suggest 

that these three factors will identify the potential 

dropout in this particular treatment setting with a 

reasonable level of confidence. That is, the person who 

leaves treatment sooner is someone who has a lower educa

tional level, enters treatment with some type of medical 

condition, and has never been involved in A.A. 

For the multiple correlation analysis, the amount of 

V ar la nee in the criterion variable LOS that was explained 

n this study was 24% which is comparable to other 
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research findings. Altman et al. (1978) reported that on 

the basis of 20 predictor variables with a sample size of 

1233, they were able to account for 38% of the variance 

in LOS. The first predictor variable to enter the 

regression equation was "presence of missing data" which 

actually accounted for 26% of the variance alone. Conse

quently, the inclusion of 19 other predictors accounted 

for only 12% additional variance. 

Discriminant function analyses designed to predict 

discharge group membership on the basis of patient 

characteristics included the same three variables which 

emerged from the multiple regression analyses as the most 

powerful for predicting attrition. This finding was 

confirmed whether group membership was split between 

completers and dropouts or divided into the three 

discharge categories. 

Correct classification rates for the two discrimi

nant function analyses were similar (75% for two groups 

and 70% for three). These data are consistent with those 

reported in other studies. Roffe (1981) achieved a 77% 

overall correct classification rate using nine discrimi

nators to classify 54 completers and 22 dropouts. His 

results were particularly impressive as he was able to 

identify 81% of the dropouts when the base rate for 

dropping out of this program was 29%. Keil and Esters 

(1982) reported an overall hit rate of only 61%, but 
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their accuracy in predicting dropouts was 90%. Their 

findings were based on a statewide survey of alcohol 

treatment programs for which 57% of a sample of 21,350 

was labeled as treatment dropouts. 

The rate of correct classification for dropouts in 

this study was somewhat lower (66% for two discharge 

groups and 61% for three discharge groups). Thus, it 

would appear that making a simple discrimination between 

program completers and dropouts provides the best level 

of prediction. However, this conclusion would rest on 

whether the goal of prediction is to identify program 

dropouts in general or specific types of program drop

outs. It seems reasonable to suggest that the ability to 

identify persons who are likely to leave treatment 

against medical advice as opposed to those who will leave 

with the consent of staff or who may even be asked to 

leave treatment would have important implications as to 

how the treatment staff should deal with each type of 

patient. Efforts might be directed at keeping the AMA-U 

type of dropout in treatment longer while decisions may 

be made to discharge the WMA-U type of dropout sooner. 

It was demonstrated in the second set of discriminant 

function analyses that the addition of the Beck Depres

sion Inventory as a predictor did improve upon the rate 

of correct classification for AMA-U dropouts slightly 

(60% vs. 70%), although the overall correct 
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c1 assfication rate for patients did not change 

appreciably (70% vs. 72%). This improvement in the 

ability to identify the AMA-U dropouts may justify the 

additional effort required by staff to obtain this type 

of information from all new admissions, if the identifi

cation of the AMA-U dropout is viewed as a highly desir

able goal. It may be that direct and immediate efforts 

to deal with their depression at the time they enter 

treatment could have some beneficial effects in terms of 

keeping them in treatment longer. Also, in view of the 

evidence presented here regarding the greater frequency 

of health concerns and medical problems among the WMA-U 

dropout group members, it may prove advantageous from a 

COst-benefits perspective to keep these individuals in 

treatment longer as well. We may find in the future that 

the inordinate use of medical services by alcoholics in 

this country may involve only a specific segment of this 

population many of whom end up leaving treatment early 

under similar circumstances. 

Limitat ions of the Study 

A review of the research literature concerning the 

prediction of attrition from inpatient alcohol treatment 

programs revealed that there has been no lack of atten

tion to this issue. The present study was an attempt to 

m ake specific improvements upon the efforts of others in 
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order to address some of the discrepant findings 

reported. First, it was noted that the assessment of 

attrition has not always been consistent and one attempt 

to deal with this inconsistency was to evaluate differ

ences in prediction using two measures of attrition: 

length of stay and discharge type. The second strategy 

used in this study was to attempt to define specific 

subtypes of the dropout population in order to determine 

whether prediction could be improved by making such a 

distinction. While both of these issues have been exam

ined in the literature previously, their occurrence has 

been rare considering the large body of work devoted to 

this subject. Finally, the most unique contribution pro

vided by this study to the literature was the attempt to 

apply a cognitive-based model of human behavior, self-

efficacy theory, to make predictions about who would 

be most likely to leave treatment prematurely. 

Despite efforts to provide a we 11-designed and less 

flawed investigation, the present study unfortunately 

suffers from some of the same difficulties that have been 

recognized in previous work. The first problem involves 

the generalizabil ity issue which plagues all research 

that examines only one treatment population or setting. 

The conclusions drawn from this study cannot be applied 

to all treatment programs in all areas of the country. 

The suggestion that the depressed economy in this locale 
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may have contributed to the failure to find any 

relationship between attrition and employment factors in 

this study serves to highlight this point. 

Related to the genera 1izabi1ity problem is the issue 

of sample representativeness. Although a major effort 

was made to ensure the representativeness of this sample 

of inpatient alcoholics, success in obtaining all appro

priate persons was not achieved. Of those persons who 

fit the requirements for inclusion in this study, 15 

could not participate due to limited reading skills, 11 

refused to participate, 8 left treatment before they 

could be contacted about participation, 3 were not 

admitted to the program by the staff, and 2 persons were 

simply missed in error. In addition, it was decided to 

exclude the data for nine persons who had been given a 

diagnosis of dementia or who had a preexisting thought 

disorder (diagnosis of paranoia or schizophrenia). 

Finally, the data on eight patients had to be eliminated 

as they represented a highly unusual segment of the 

treatment population. They all left the treatment pro

gram early with a WMA-I discharge and there were ques

tions about whether they could best be described as 

completers or dropouts. For those who were excluded due 

to reading problems, refusal to participate, or a diagno

sis of dementia, the dropout rate was at least 50% or 

higher. Thus, when these dropouts are considered along 
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with the eight who left too early for participation, it 

can be seen that a fair number of dropouts in this set

ting were not included in this sample. This is a problem 

which is frequently encountered in prospective studies 

and indicates that the results of this study cannot be 

generalized to the entire population of treatment 

dropouts even in this treatment program. 

Finally, one statistical problem commonly found in 

prediction studies is the failure to employ a cross-

validation sample for substantiating the validity of the 

predictors which are identified. No such attempt at 

cross-validation was made in this study due to the 

limited sample size. In particular, it was felt that a 

division of the dropout sample could not be made for 

cross-validation purposes without the loss of 

considerable statistical power. 

Summary and Cone 1 us ions 

The primary purpose of this investigation was to 

assess the utility of Bandura's se1f-efficacy theory for 

making predictions about which alcoholics would be most 

likely to leave treatment prematurely. Bandura (1977) 

maintains that judgments of personal efficacy to perform 

a task or behavior dictates the type of activities one 

will choose and how long one will pursue those activities 

when frustrated or stressed. The results of this study 
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clearly indicate, however, that neither efficacy nor 

outcome expectancies can be directly linked to lack of 

persistence in this alcohol treatment program. Self-

efficacy for program completion was assessed in terms of 

the patient's perceived ability to meet the requirements 

and/or specific behavioral components of the program. 

Thus, it was felt that at least within the context of the 

theory, efficacy expectations were accurately conceptu

alized. Failure of this theory to make accurate predic

tions about program completion in this hospital can be 

explained in terms of the difficulty one faces in making 

such a complex judgment. First, Eastman and Marzillier 

(1984) suggest that as the complexity of a task 

increases, the probability of making accurate efficacy 

judgments decreases due to the increased potential for 

uncertainty or distortion. The data support the sugges

tion that alcoholics are likely to distort their capabil

ities regarding treatment completion in a direction that 

implies over confidence to meet the demands of the situa

tion. The fact that 92% of the dropouts reported that 

they intended to complete the program within the first 

three days of admission indicates the degree of this 

distortion. For this reason, se1f-efficacy theory may 

not be useful for making predictions about completing 

tasks with demands that are not easy to assess. In the 

case of a inpatient treatment program there are many 
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factors that must be taken into account by the patient in 

order for them to assess their ability to follow through 

with their chosen course of action. For some factors, 

such as the particular 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. Thus, as the 

findings of Brod and Hall's (1984) study suggest efficacy 

expectations may be important in determining choice to 

enter treatment but may have little to do with the 

decision to remain in treatment 
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Table 19. Number of alcoholics who did not 
participate in the study according 
to the reason they were excluded 
and the type of discharge they 
received from treatment. 

Reason Type o f 
Excluded Discharge Number 

Refused WMA-I 4 
Participation WMA-I early 1 

WMA-U 2 
AMA-U 4 

Unable to Read WMA-I 5 
WMA-I early 2 
WMA-U 5 
AMA-U 3 

Not Admitted WMA-I 1 
by Staff WMA-U 2 

Left Before They WMA-U 3 
Were Contacted AMA-U 5 

Missed in Error WMA-I 

Diagnosis of WMA-U 5 
Dementia AMA-U 1 

Thought Disorder WMA-I 2 
WMA-U 1 
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Table 20. List of nominal and ordinal 
level variables. 

179 

Descript ion Value 

Sex Male 
Female 

Race White 
Nonwh it e 

B irthplace Texas 
Other 

Mil it ary Veteran 
Not Veteran 

Principal Wage Earner Yes 
No 

Annual Income Under $10,000 
$10,000 & Above 

Primary Income Source Job 
Other 

Mar it al Status Never Marr ied 
Marr ied or 
L iv ing With 

No Longer Married 

Number of Years Married None 
Less Than 5 Years 
5 Years or More 

Type of Residence Own Home 
Rental 
Other 

Plan to Return to 
this Re s idence ? 

Yes 
No/Not Sure 

Number of Times Moved 
in the Past 5 Years 

0-2 Times 
3 Times or More 

Employment Status 
(Hospital Records) 

Employed 
Not Employed 
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Table 20. (Continued) List of nominal and 
ordinal level variables. 

Description Value 

Employment Status 
(Self-Report) 

Employed 
Not Employed 

Fired From Job for 
Drinking Alcohol? 

Yes 
No 

Substance Abused Alcohol Only 
Alcohol & Drug 

Mental Diagnosis None 
Personality 
Disorder 

Other 

Presence of a Medical 
Condition at Admission 

Yes 
No 

Taking Any Prescribed 
Med icat ion? 

Yes 
No 

Number of Public 
Intoxication Arrests 

0-5 Times 
6 T ime s or More 

Number of Times in Jail 0-5 Times 
6 Times or More 

Legal Problem at 
Admis s ion 

None 
DWI/PI 
Other 

Use Other Drugs ? Yes 
No 

Have a Drivers License? Yes 
No 

Change in Amount Drank 
Prior to Treatment? 

Less 
Same/More 
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Table 20. (Continued) List of nominal and 
ordinal level variables. 

Descript ion Value 

Pattern of Drinking 
Prior to Treatment? 

Not Dr ink ing 
or Moderate 

S teady/Heavy 

Style of Drinking Prior? Mos tly Alone 
With Other/Both 

Longest Period of 
Ab st inence 

Under 3 Months 
3 Months or More 

Type of Alcohol Used 
Most Often 

Beer 
L iquor 
Mixed 

Hospitalized for Medical 
Reasons in Past 5 Years? 

Yes 
No 

Prior Admission to Another 
Treatment Program? 

Number of Admits to 
this Program? 

Yes 
No 

Terminated Treatment 
Early Before? 

Referral Source 

Family Encouraged You 
to Enter Treatment? 

Yes 
No 

Legal 
Other 

Yes/Some 
No/None 

Your Decision to Enter 
Treatment ? 

Yes 
No/Not Really 

Type of Commitment Volunt ary 
Not Voluntary 

Brought to Hospital By? Legal 
Family 
Other 
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Table 20 (Continued) List of nominal and 
ordinal level variables. 

Descript ion 

Have Attended A.A.? 

Value 

Regularly 
Yes/Somet ime s 
Never 

Have an A.A. Sponsor? 

Describe Your Drinking 
Behav ior ? 

Health Status 

Can Staff Help You 

Yes 
No/Not Sure 

None/Social 
B inge/Steady 

Below Average 
Average or Above 

Yes 
No 

Severity of Problem No Prob1 em to 
Mode rate 
Serious 

How Much Will You Drink 
After Treatment? 

None 
Less 

Intend to Complete this 
Treatment Program? 

Yes 
No/Not Sure 
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Table 21. List of ratio level variables 

Descript ion 

Age 

Educational Level 

Number of Marriages 

Family Size 

Number of Jobs During the 

Past 5 Years 

Number of Months Spent on 
Last Job 

Number of Months Worked 
During the Past Year 

Number of Days Worked 
Last Month 

Number of Drinking While 
Intoxicated Arrests 

Age When First Started to Drink 

Age When First Started to 
Drink Heavy 

Length of Alcohol Use 

Age When First Sought Treatment 
for Drinking Problem 
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CONSENT FORM 

NAME OF PROJECT: Assessing Treatment Expectations Among 
Alcoholics in an Inpatient Treatment 
Program. 

I hereby give my consent and agree to participate in the 
research project entitled, "Assessing Treatment Expecta
tions Among Alcoholics in an Inpatient Treatment 
Program." The duration of the entire project will be 
approximately one year. However, my participation will 
take approximately one and one-half (1 1/2) hours. This 
time will be divided into two (2) sessions on two (2) 
different days. The first session will occur shortly 
after entering the Alcohol and Drug Abuse Program and 
should last approximately one (1) hour. The second ses
sion will occur just before discharge from the Alcohol 
and Drug Abuse Program and should last no longer than 
one-half hour (30 minutes). I also give my consent for 
Paulette Martin, Principal Investigator, to have access 
to my medical records. 

I UNDERSTAND THAT my participation in this study is 
voluntary and my choice to participate or not will in no 
way affect 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 this alcohol treatment program before and after 
participating in the program. 

I UNDERSTAND THAT the procedure requires my filling out a 
treatment expectation rating scale (requiring approxi
mately 20 minutes), a depression inventory (requiring 
approximately 10 minutes), and a personal data sheet 
(requiring approximately 30 minutes). At the second 
session, I understand that I will be required to take 
only the treatment expectation rating scale (20 minutes) 
and the depression inventory (10 minutes) again. This 
procedure has been judged to provide no discomfort or 
risks to the subjects who participate. 

I UNDERSTAND THAT this experiment will not harm me in any 
way and should not be upsetting in any manner. However, 
I am free to discontinue my participation in this project 
at any time without affecting my treatment here. 
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I UNDERSTAND THAT I may not receive any direct benefits 
as a result of my participation in this study. The 
investigator, Paulette Martin, will be available to 
answer any additional questions I may have concerning 
this study. 

I UNDERSTAND THAT I may consult with a member of the 
Institutional Review Board at any time concerning my 
treatment and welfare by writing P. 0. Box 231, Big 
Spring, Texas, 79720 or by calling the I.R.B. chairman at 
(915) 267-8216, Ext. 314, at Big Spring State Hospital. 

I UNDERSTAND 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 treat
ment are available to research subjects on the same basis 
that compensation and medical treatment are available to 
other patients of 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 Hospi
tal Institutional Review Board by writing P. 0. Box 231, 
Big Spring, Texas, 79720, or by calling (915) 267-8216, 
Ext. 3 14. 
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A. CERTIFICATE OF PERSON GIVING CONSENT: 

I understand each of the above items relating to the 
participation of in the research 
of "Assessing Treatment Expectations Among Alcoholics in 
an Inpatient Treatment Program", under the care of 
Paulette Martin, 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 believe that 
(Name of Person Giving Consent) 

(he / she) understands each of these items. 

Investigator's Signature Date 

We were present at the explanation of the above items to 

Name of CI lent 

and we believe that (he / she) understands each of the 

above it ems. 

Witness Date 

Witness Date 
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Please rate your current ability to do each of the 
following by circling the number which best indicates 
your degree of certainty at this moment. 

DO YOU FEEL THAT YOU WILL BE ABLE TO: Not 
Sure 

Very 
Sure 

participate in the groups offered 
by this program? 

1--2--3--4--5--6--7 

share your problems with other 
people in this program? 

1--2--3--4--5--6--7 

follow the rules of this program? 1--2--3--4--5--6--7 

stop using alcohol while you are 
in this program? 

--2--3--4--5--6--7 

follow the directions of the staff 
in this program? 

--2--3--4--5--6--7 

live with a large group of people 
while you are in this program? 

--2--3--4--5--6--7 

work on your problems while you 
are in this program? 

1--2--3--4--5--6--7 

participate in the activities 
provided in this program? 

--2--3--4--5--6--7 

get along with other people in 
this program? 

--2--3--4--5--6--7 

afford to stay in this program 
for as long as it takes to 
complete treatment? 

--2--3--4--5--6--7 

be out of work or away from your 
job for as long as it takes to 
complete this program? 

--2--3--4--5--6--
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b e away f rom y o u r f a m i l y o r f r i e n d s 
f o r a s l o n g a s i t t a k e s t o 
c o m p l e t e t h i s p r o g r a m ? 

1--2--3--4--5--6--7 

stop drinking after you complete 
this program? 

1--2--3--4--5--6--7 

stop drinking whenever you want to 
after you complete this program? 

--2--3--4--5--6--7 

have an occasional drink after you 
complete this program? 

1--2--3--4--5--6--7 

complete this treatment program? --2--3--4--5--6--7 
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Please rate each of the following pairs by circling 
the number which best indicates your own opinion. 

AFTER SOMEONE HAS COMPLETED THIS TREATMENT PROGRAM, 
COULD THEY EXPECT TO: 

enjoy the company 1 
of others more 

--2--3--4--5--6--7 enjoy the company 
of others less 

lose their family 1 
or spouse 

--2--3--4--5--6--7 remain with their 
family or spouse 

have dr iV ing 
privileges 

1--2--3--4--5--6--7 not have driving 
privileges 

do worse on their 
job 

--2--3--4--5--6--7 do better on their 
j ob 

have fewer 
problems home 

1--2--3--4--5--6--7 have more problems 
at home 

feel wor se 
phys ical1y 

1--2--3--4--5--6-- 7 feel better 
phys ical 1 y 

have a better 
sex life 

--2--3--4--5--6-- 7 have a worse 
sex life 

lose their 
frlends 

1--2--3--4--5--6--7 keep their 
f rlends 

have fewer money 
problems 

2--3--4--5--6 7 have more money 
problems 

have worse health 1--2--3--4--5--6--7 have better health 

feel better about 1--2--3--4--5--6--7 feel worse about 
themselves themselves 
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cope worse with 
prob1 ems 

1--2--3--4--5--6-- 7 cope better with 
problems 

have more fun 
with people 

1--2--3--4--5--6-- 7 have less fun 
with peop 1 e 

have a less happy 1--2--3--4--5--6--7 have a happier 
home life home life 

get a job or keep 1--2--3--4--5--6--7 lose their job 
their job 

stop dr inking 
a 1coho 1 

--2--3--4--5--6-- 7 continue drinking 
a 1coho 1 

increase the 1 
amount of alcohol 
they dr ink 

be able to dr ink 1 
alcohol sometimes 

--2--3--4--5--6--

--2--3--4--5--6--

7 decrease the amount 
of a 1coho 1 they 
dr ink 

7 not be able to drink 
a 1coho 1 at all 

change their 
drinking habits 

1--2--3--4--5--6--7 not change their 
drinking habits 
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Please circle the number which best indicates your 
response to each of the following statements. 

HOW IMPORTANT IS IT TO YOU Not 
Import ant 

Very 
Import ant 

to have fun with people? 

to get or keep at job? 

to remain with your spouse or 
family ? 

to feel good about yourself? 

to be heal thy? 

to cope well with your problems? 

to have a pleasant home life? 

to feel physically well? 

to keep your friends? 

to do well on your job? 

to enjoy the company of others? 

to have a good sex life? 

to have no money problems? 

to have driving privileges? 

to have no problems at homes? 

to stop drinking alcohol? 

to be able to drink alcohol 
some t ime s ? 

to decrease the amount of alcohol 
you dr ink? 

to change your drinking habits? 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

—2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 

--2--3--4--5--6--7 
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PERSONAL DATA SHEET 

1. Date of Birth 

Month Day Year 

Marital Information 

If you are (were) married, 
how long have you been 
(were you) married? 

NUMBER OF YEARS 

If you are separated, 
divorced, or widowed, how 
long have you been? 

NUMBER OF YEARS 

How many times have you 
been marr ied ? 

NUMBER OF TIMES 

If you are currently single 
or separated, are you: 

LIVING ALONE? 
LIVING WITH A PERSON 
OF THE OPPOSITE SEX? 
LIVING WITH FAMILY? 
LIVING WITH FRIENDS? 
OTHER ? 

Do you intend to return 
to this same address 
when you leave here? 

YES NO 

How many times have you 
moved in the past 5 
years? NUMBER 

4. Financial Information 

3. Residential Information 

What type of residence 
did you live in before 
you came here? 

OWN HOUSE 
RENTED HOUSE 
OTHER RENTAL 
GROUP LIVING SITUATION 
OTHER . 

How many persons were 
living at this address 
including yourself? 

NUMBER 

How long did you live: 
AT THIS ADDRESS? 
IN THIS CITY/TOWN? 
IN THIS STATE? 

What ] 
total 

percent of your 
household income 

last year was provided 
by : 

% 

% 

% 

% 

% 

% 

% 

% 

JOB EARNINGS 
SPOUSE EARNINGS 
FAMILY/FRIENDS 
PUBLIC ASSISTANCE/ 
WELFARE 
PENSION/ 
SOCIAL SECURITY 
INSURANCE/ 
WORKMAN'S COMP. 
UNEMPLOYMENT 
OTHER 

What was your approx
imate total income last 
month? $ 

5. Occupational Information 

What is your current 
work status? 

ON LEAVE FROM JOB 
RECENTLY FIRED/ 
LAID OFF 
UNEMPLOYED/ 
ABLE TO WORK 
UNEMPLOYED/ 
UNABLE TO WORK 
SELF-EMPLOYED 
RETIRED 
NEVER WORKED 
HOMEMAKER 
OTHER 



If you have been employed 
sometime within the last 
5 years, please answer 
the fo1lowing: 

How long did you work on 
your last or current job? 

NUMBER MONS/YEARS 

How many months did you 
work during the past year? 

NUMBER OF MONTHS 

How many days did you work 
last month ? 

NUMBER OF DAYS 

How many jobs have you had 
in the past 5 years? 

NUMBER 
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Other than this hospital, 
what other agencies have 
you contacted for help 
with your drinking 
problem? 

NONE 
DETOX ONLY 
NUMBER OF TIMES 
OUTPATIENT TREATMENT 
NUMBER OF TIMES 
LENGTH OF LAST 
TREATMENT 
DATE OF TERMINATION 

INPATIENT 
NUMBER OF 
LENGTH OF 
TREATMENT 
DATE OF TERMINATION 

TREATMENT 
TIMES 
LAST 

Have you ever been 
from a job because 
drinking alcohol? 

NO 
YES, HOW MANY 
TIMES? 

fired 
of 

If you are currently 
employed, how do you 
1 ike your job? 

DISSATISFIED, WOULD 
LIKE TO FIND A NEW JOB. 

AVERAGE, MY JOB IS OK. 
VERY HAPPY WITH MY JOB 

How old were you when 
you first received any 
treatment for your 
drinking problem? 

AGE 

Have you ever left a 
program before 
completing treatment? 

NO 
YES, WHAT MADE YOU 
DECIDE TO LEAVE? 

6. Treatment History 7. Legal Information 

How many times have you 
been hospitalized for 
medical treatment in 
the past 5 years ? 

NUMBER 

Have you ever been 
arrested for public 
intoxicat ion? 

NO 
YES, HOW MANY 
TIMES? 
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Have you ever been 
arrested for driving 
while under the 
influence of alcohol? 

NO 
YES, HOW MANY 
TIMES? 

How many times have you 
been in jail? 

Do you currently have 
a driver's license? 

YES 
NO, WAS YOUR LICENSE 
REVOKED FOR DRINKING 
& DRIVING? YES 

NO 

Before you entered this 
program, what type of 
alcohol did you drink 
mos t often? 

BEER 
WINE 
LIQUOR 
BEER & 
BEER & 
WINE & 

WINE 
LIQUOR 
LIQUOR 

ALL TYPES 

During the past month, 
do you feel that your 
dr ink ing has: 

INCREASED? 
DECREASED? 
STAYED THE SAME? 

8. Involvement in A.A 

Have 
A. A. 

Do y 
s pon 

you ever 
mee t ings ? 
REGULARLY 
OCCASIONA] 
ONCE-IN-A-
NEVER 

ou have an 
sor ? 

at t ende 

LLY 
-WHILE 

A. A. 
YES 
NO 

d 

How many years have you 
been a member of A.A.? 

NUMBER 

How many of your 
friends are active 
membe rs of A.A.? 

NUMBER 

9. Drinking Patterns 

At what age 
first start 
DRINK 
DRINK 
HEAVILY 

did 
to : 

you 

What was your drinking 
pattern during the month 
before you came here? 

NOT DRINKING 
LIGHT DRINKING 
(4 drinks a month) 
MODERATE DRINKING 
( 1-3 drinks a week) 
HEAVY, SHORT BINGES 
HEAVY, LONG BINGES 
HEAVY, STEADY, 
DAILY DRINKING 

When you were drinking, 
did you drink mostly: 

ALONE? 
WITH OTHERS? 

During the month before 
you came here, how many 
days did you: 

GET DRUNK? 
DRINK FIRST THING 
IN THE MORNING? 
HAVE A MEMORY LAPSE 
OR "BLACKOUT?" 
HAVE THE SHAKES? 
HAVE TROUBLE 
SLEEPING? 
GET INTO FIGHTS? 
MISS WORK OR COULD 
NOT FUNCTION DUE 
TO A HANGOVER? 
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What is the longest 
period of time you 
have gone without 
drinking any alcohol? 

DAYS/MONS/YEARS 

How would you describe 
your drinking at this 
t ime? 

A STEADY DRINKING 
PROBLEM 
PROBLEM DRINKING 
ON BINGES ONLY 
SOCIAL DRINKING 
ONLY 
NO PROBLEM 

10. Drug/Medication Use 

Do you use any other 
drugs or chemicals on 
a regular basis 
besides alcohol? 

MARIJUANA 
NARCOTICS 
HALLUCINOGENS 
STIMULANTS 
SEDATIVES 
OTHER 
NONE 

Are you currently 
taking any medica
tions prescribed 
by a doctor ? 

NO 
YES, WHAT KIND(S)? 

Personal Perceptions 

At this time, what do 
you feel are the major 
problem areas in your 
life? (Check more than 
one, if needed.) 

MARITAL/FAMILY 
WORK 
SCHOOL 
LEGAL 
MONEY 
HEALTH 
ALCOHOL/DRUG 
SEXUAL 
FEELING MOODY OR 
DEPRESSED TOO MUCH 
LACK OF SELF-
CONFIDENCE 
UNABLE TO CONTROL 
TEMPER 
CAN'T GET ALONG 
WITH OTHERS 
OTHER 

What area of your life 
do you feel has been 
affected the most by 
dr inking? 

HEALTH 
WORK 
SCHOOL 
MARRIAGE/FAMILY 
LEGAL 
MONEY 
GETTING ALONG 
WITH OTHERS 
HOW YOU FEEL 
ABOUT YOURSELF 
OTHER 
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How would you describe 
your health at this time? 

EXCELLENT, 
NEVER BETTER 
GOOD, ONLY 
MINOR PROBLEMS 
AVERAGE 
FAIR, PARTLY 
DISABLED 
POOR, DISABLED, 
OR VERY IMPAIRED 

What was the major reason 
that lead you to seek 
treatment at this hospital? 

REALIZED I HAD A 
DRINKING PROBLEM 
FELT I NEEDED TO 
BE DETOXIFIED 
FEAR OF DYING 
LOST CONTROL 
OF TEMPER 
NOT ABLE TO 
COPE ANY LONGER 
FAMILY TENSIONS 
& PROBLEMS 
LEGAL PROBLEMS 
DUE TO DRINKING 
CONCERNED ABOUT 
MY HEALTH 
PROBLEMS AT WORK/ 
UNABLE TO WORK 
OTHER 

Do you feel that the 
people who work in this 
program will be able 
to help you? 

YES 
NO, WHY NOT? 

At this moment, how 
serious a problem do you 
feel your drinking is? 

A SERIOUS PROBLEM 
A MODERATE PROBLEM 
A SLIGHT PROBLEM 
NO PROBLEM 

After you leave here, do 
you intend to: 

STOP DRINKING 
ALTOGETHER 
CUT DOWN ON 
YOUR DRINKING 
CONTINUE TO DRINK 
THE SAME AMOUNT 

Do you intend to complete 
this t reatment 

NOT SURE 
NO 
YES 

progr am 

Did your family encourage 
you to go into this 
t re atment 

NO 
YES 

program 

Do you feel that it was 
your decision to enter 
this program? 

YES 
NO 




