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Alcoholism is a major health problem, and current 

methods of treatment have been only partially successful. 

One treatment approach is to teach coping skills for dealing 

with problematic situations. This study was designed to 

investigate the effectiveness of imagery techniques in 

teaching coping skills. 

Subjects included 60 male alcoholics, ranging in age 

from 22 to 63, in an inpatient alcoholism treatment program 

at a Veterans Administration Medical Center. Three groups 

were used: imagery (18 subjects), discussion (23 subjects) 

as an attention placebo, and control (19 subjects). All 

groups received the regular inpatient treatment program. In 

addition, discussion subjects met twice weekly for 3 weeks 

to discuss problematic situations, focusing on feelings, 

attitudes, and motivations. Imagery subjects participated 

in 3 to 4 imagery sessions per week for 3 weeks in which 

they imaged themselves and a model coping effectively with 

the same kinds of problematic situations presented in the 

discussion groups. Imagery was individualized for each sub-

ject and help was given in generating appropriate coping 

responses. Imagery questionnaires were used to evaluate 

quality and content of imagery. 



All subjects were given pre- and posttests on three 

scales of the California Psychological Inventory (CPI) 

(Sp, Sa, and Sc), a Semantic Differential measuring self-

perception, and a Coping Skills Test (CST) in which subjects 

were asked to verbalize how they would deal with selected 

problematic situations. Shortly before discharge, subjects 

were also rated by peers as to how likely they were to 

remain sober. It was hypothesized that the imagery group 

would show superior performance to the other groups on all 

outcome measures, that more imagery subjects would voluntar-

ily continue in treatment after their 3-week contracted par-

ticipation was completed, and that quality of imagery would 

be positively related to outcome on the other measures. 

The hypothesis that the imagery subjects would show 

superior performance was tested with an analysis of covari-

ance and was generally supported, with the imagery group 

scoring significantly better (p < 0.05 or more) than the 

control group on five measures, and than the discussion 

group on four measures - while the discussion group did sig-

nificantly better than controls on only one measure. Signi-

ficant treatment effects were found on both the CPI and the 

CST; no significant differences were found on the Semantic 

Differential. There was a strong tendency for imagery sub-

jects to show superior scores on all measures. 

The hypothesis that more imagery subjects would volun-

tarily continue in treatment was not supported since too few 



subjects volunteered continuance in treatment to allow 

analysis. The hypothesis that quality of imagery would be 

related to outcome was tested by Pearson product moment cor-

relation and was generally supported, with each of the four 

instruments correlating in the predicted direction at a sig-

nificant level (JD < 0.05 or more) with at least one measure 

of quality of imagery. 

Demographic data were analyzed by Pearson product 

moment correlation with outcome data. Education showed the 

most salient effect on outcome, significantly correlating 

with the CPI, the SD, and Peer Rating. 

Overall, results are supportive of the effectiveness of 

the imagery technique. Generalization of results are 

weakened by the finding of pretreatment differences between 

groups and nonrandom selection, but the potential of 

imagery, at least with selected subjects, is clearly shown. 
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IMAGERY AS A SKILLS TRAINING TECHNIQUE 

FOR ALCOHOLICS 

In 1978, the National Institute on Alcohol Abuse and 

Alcoholism (forthcoming) reported that an estimated 9.3 to 

10 million adults in the U.S.—or 7% of those 18 years of 

age or older—have been labeled alcoholics or problem 

drinkers. Of all adults who drink, 36% could be classified 

as either current or potential problem drinkers. Alcohol-

related deaths in the U. S. have been estimated to run as 

high as 205,000 per year, including deaths from accidents, 

homicides, suicides, and diseases such as cirrhosis. In 

1975, the cost to the U. S. of alcohol abuse and alcoholism 

was estimated at nearly $43 billion, including lost produc-

tion, health and medical costs, motor vehicle accidents, 

violent crimes, social response programs, and fire losses. 

Alcoholism is thus a major health problem in this country— 

and improved prevention and treatment techniques are criti-

cally needed to reverse the current upward trend of problem 

drinking. 

Recently the direction of treatment has been away from 

pharmaceutical intervention and toward the development of 

comprehensive, broad-spectrum behavior therapy programs. 

The general approach has included such methods as aversion, 

assertive training, biofeedback, and relaxation training. 



An approach to behavior therapy that has recently been 

receiving attention has been the use of imagery. Behavior 

modification techniques, used extensively in treatment of 

alcoholics, have relied heavily upon imagery generated by 

the patient. For example, the crucial feature of systematic 

desensitization has been imagery (produced by the patient) 

of the frightening events or situations that constituted a 

phobia. Many of the behavior modification techniques— 

desensitization, implosion, symbolic modeling—have depended 

on the creation of some type of imaginal experience by the 

patient. 

Sarbin (19 72) described the imagery process as muted 

roletaking, hypothetical instantiation, and "as if" behav-

ior. He stated that man possesses the capacity to function 

at various levels of hypotheticalness and has a hierarchy of 

"as if" skills that free him from the constraints of the 

immediate environment, allowing him to interact with events 

that are spatially and temporally remote. Imagining was 

thus action, a muted role-taking where the person enacted 

his role silently and in attenuated form. Under conditions 

of high involvement (focused attention and increased physio-

logical arousal, as produced by relaxation), the hypotheti-

cal behavior was rendered credible and seen by the patient 

as "real." 

Singer (1974) explained the value of mental imagery 

therapies in the following way: 



The symbolic mode seems to make it somewhat easier 

for the patient to approach the situation. 

He realizes that he endured the situation with 

little pain or with the addition of some magical 

gimmick from the guide; he now can mentally 

rehearse the reenactment of the same behavior, 

thus opening the way for more overt practice of 

the new behavioral approach. . . . It is 

likely that many of the important benefits accru-

ing from a variety of mental imagery techniques, 

as well as behavior modification methods, relate 

to the fact that conditions have been established 

whereby the patient not only can identify more 

clearly a specific area of difficulty and can 

entertain it mentally, but then is provided with a 

certain amount of "coaching" (McFall & Twenty-

man, 1973) in the form of suggested alternative 

behaviors, which can be used in both covert and 

overt rehearsal to modify behavior. (pp. 232-233) 

Singer suggested that the experiencing of mental imagery 

techniques also led to increased positive affect and a sense 

of self-control. 

Survey of Relevant Literature 

The survey of literature relevant to the research 

encompasses two areas: recent trends in the use of imagery 

in behavior therapy and traditional behavior therapy 



treatment of alcoholism. Techniques aimed at teaching con-

trolled drinking will not be covered since the focus of this 

study is on methods of decreasing drinking behavior with the 

goal of abstinence. 

Imagery in Behavior Therapy. The main impetus of the 

use of imagery techniques in the behavior therapy movement 

can be traced to Wolpe (1958) and his dramatically effective 

use of the method of desensitization in the treatment of 

phobias. Wolpe proposed that muscular relaxation during a 

phobic image produced a reciprocal inhibition effect and 

reduced the anxiety associated with the images. However, 

several studies seemed to contradict this interpretation of 

the dynamics underlying the desensitization effect (Singer, 

1974). Wilkins (1971), in a review of the data, suggested 

that evidence indicated that neither relaxation nor hier-

archy construction were necessary for successful therapy 

outcome, and the only necessary element of the desensitiza-

tion procedure was the imagination of fear-relevant scenes. 

In a thorough review of the literature on psychophysiologi-

cal measurements in desensitization treatment, Mathews 

(1971) concluded that "relaxation may augment both vividness 

and the autonomic effects of imagery, while at the same time 

maximizing the response decrement with repeated presenta-

tions" (p. 88). Thus, the critical element in the desensi-

tization procedure appeared to be imagery, and relaxation 

enhanced the effect of the exposure to imagery. 



Positive imagery has been used to substitute for 

relaxation. Lazarus and Abramowitz (1962) suggested that 

anxiety-inhibiting "emotive images" be used in desensitiza-

tion treatment of children because they had difficulty 

learning deep relaxation. The children were led to imagine 

increasingly strong phobic stimuli woven into progressively 

more enjoyable fantasies, with the expectation that the 

positive feelings aroused by the fantasy would compete with 

the anxiety aroused by the phobic stimuli in the manner nor-

mally assumed to occur with relaxation. Lazarus and Abramo-

witz applied this procedure to nine phobic children and 

reported recovery of seven of the children with no reported 

relapses or symptom substitution after 12 months. Due to 

the small number of subjects and lack of experimental con-

trol, caution should be taken in generalizing conclusions 

regarding the effectiveness of this use of "emotive 

imagery." 

Cautela (1967) described a technique he called "covert 

sensitization" in which both the undesirable stimulus and 

the aversive stimulus were presented in imagination only. 

In treating maladaptive approach behavior, the patient was 

taught to relax and then directed to image the pleasurable 

object (e.g., alcohol, food, sexually attractive person). 

Upon visualizing himself taking the object (committing the 

compulsive act), he was led to visualize a sequence of 

strongly aversive events. A feeling of relief was then 
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provided as he imagined turning away from the pleasurable 

object. An example of the procedure used for alcoholics was 

as follows: 

You are walking into a bar. You decide to have a 

glass of beer. As you are approaching the bar you 

have a funny feeling in the pit of your stomach. 

Your stomach feels all queasy and nauseous. Some 

liquid comes up your throat and it is very sour. 

You try to swallow it back down, but as you do 

this, food particles start coming up your throat 

to your mouth. You are now reaching the bar and 

you order a beer. As the bartender is pouring the 

beer, puke comes up into your mouth. You try to 

keep your mouth closed and swallow it down. You 

reach for the glass of beer to wash it down. As 

soon as your hand touches the glass, you can't 

hold it down any longer. You have to open your 

mouth and you puke. It goes all over your hand, 

all over the glass and the beer. You can see it 

floating around in the beer. Snots and mucous 

come out of your nose. Your shirt and pants are 

all full of vomit. The bartender has some on his 

shirt. You notice people looking at you. You get 

sick again and you vomit some more and more. You 

turn away from the beer and immediately you start 

to feel better. As you run out of the bar room, 



you start to feel better and better. When you get 

out into clean fresh air you feel wonderful. You 

go home and clean yourself up. (pp. 461-462) 

Anant (1967) used covert sensitization with 25 

alcoholics with long histories of alcoholism. Eleven of the 

patients were seen individually and the others were seen in 

four groups. The patients were trained in relaxation and, 

while deeply relaxed, asked to imagine scenes in which they 

saw themselves drinking, feeling sick, and vomiting. The 

scenes were arranged in hierarchical order in four phases. 

In the first phase, the subject imagined himself drinking in 

familiar situations and then getting sick. In the second 

phase, the subject imagined that the smell of liquor he was 

about to drink made him sick. In the third phase, he became 

sick after a mere desire to drink. In the final phase, the 

subject was taught to differentiate between liquor and soft 

drinks. He imagined that he started to feel sick when he 

wanted to drink liquor but felt fine as soon as he changed 

his mind and wanted a soft drink. Anant reported 100% 

improvement after a relatively few sessions, with all sub-

jects abstinent in follow-ups at 8 to 15 months. However, 

the findings were weakened by the fact that no control 

groups were used. Also, the follow-up data failed to spec-

ify details such as the percent abstinent at each contact 

and the validity of the follow-up procedures. 
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In a more controlled study, Ashem and Donner (1968) 

used covert sensitization to condition 23 male alcoholics. 

Subjects were divided into three groups: a treatment group 

that imagined the noxious scene after imagining the drinking 

scene, a treatment group that imagined the drinking scene 

after imagining the aversive scene, and an untreated control 

group. The second group was intended to constitute a 

pseudo-conditioning or placebo group, but it was found that 

an association quickly developed between the conditioned 

stimulus (alcohol) and the unconditioned stimulus (nausea) 

and both treatment groups began to respond comparably, so 

results were combined for the two treatment groups. The 

authors found that approximately 40% of treatment subjects 

were abstaining at the 6-month follow-up, whereas none of 

the control group showed any change. These results were 

especially striking when one considered the long drinking 

history (average of 18 years) and the relatively short 

period of treatment (nine 35-minute contacts over 3 weeks). 

Unfortunately, due to the lack of an attention placebo con-

trol group, the possibility of a Hawthorne effect cannot be 

eliminated. 

Weiner (1965) examined the relative effectiveness 

of verbal instructions to imagined cost and the actual 

occurrence of cost in suppression of interreinforcement 

responding. Two subjects were conditioned under 10-second 

fixed-interval schedules of point reinforcers. In a 



button-pressing task, the subjects were told they could 

score points by pressing or not pressing a button and were 

instructed to score as many points as possible with the 

least number of presses. In Phase I, subjects were condi-

tioned on a no-cost schedule (all responses could be emitted 

without point loss per response). In Phase II, subjects 

were conditioned under randomly altering 30-minute periods 

of no-cost and one-point cost. Under real cost, one point 

was subtracted from subjects' score for each response. In 

Phase III, subjects were conditioned under fixed-interval 

10-second no-cost, and fixed-interval 10-second no-cost with 

verbal instructions to imagine the real cost -1 contingency; 

these contingencies were randomly altered as 30-minute 

periods. Subjects were instructed to imagine that the yel-

low light (the real cost -1 light) was on and that they were 

losing one point each time they pressed the key. The 

results of the study showed that both real and imagined cost 

attenuated responses—i.e., both imagining aversive conse-

quences of a response and actually experiencing the aversive 

consequences of the response—produced a significant reduc-

tion in subsequent response rates compared with a control 

condition. This well-controlled experimental design, using 

repeated measures, provided strong evidence to support the 

hypothesis that imagined cost would be as effective as 

actual cost in suppressing responding. 
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Cautela (1970) introduced a procedure which he called 

"covert reinforcement." The purpose of this procedure was 

to increase response probability, and both the response to 

be increased and the reinforcing stimulus were presented in 

imagination by instructions. Reinforcers were identified 

for each subject in terms of stimuli he experienced as 

pleasurable—e.g., a favorite song or swimming on a hot 

day. The subject was then taught to obtain the image of the 

stimulus in response to the cue word "reinforcement." In 

the conditioning procedure, the subject was led through an 

imagined situation in which he performed desired behaviors. 

Each time he imagined himself performing such a behavior, he 

was cued to reinforce himself with the pleasurable rein-

forcement imagery. Cautela suggested that this procedure 

could be combined with covert sensitization in treating 

maladaptive approach behavior such as homosexuality and 

alcoholism. Cautela gave the following example of this 

technique: 

After employing the usual covert sensitization 

procedure in which a patient (a homosexual) is 

told that he is becoming sick and vomits as he is 

about to approach a male nude for homosexual 

behavior, he is instructed in the following 

manner: "As you turn away from the guy, you 

immediately start to feel better." ("Reinforce-

ment.") He signals when the scene is clear and 
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the therapist says, "You walk away." ("Reinforce-

ment.") "You say to yourself, what the hell, am I 

crazy to do something so disgusting?" ("Rein-

forcement.") (p. 41) 

Positive covert reinforcement was similarly used in treating 

homosexuals' approach behavior toward females. 

In a well-controlled study, Bellack, Glanz, and Simon 

(1976) examined the utility of covert imagery as self-

reinforcement in the treatment of obesity. Subjects were 

randomly assigned to one of three groups: minimal contact, 

self-reward followed by self-punishment, or self-punishment 

followed by self-reward. All subjects were presented with 

the same weight reduction program. Subjects in the minimal 

contact group were seen at an initial meeting and for weight 

checks after 6 and 11 weeks. Subjects in the two self-

reinforcement groups, in addition to the basic program, were 

instructed to apply either self-reward or self-punishment 

contingent upon their eating behavior. Self-reward subjects 

were to identify an affectively positive, diet-relevant 

image and to generate that image briefly whenever they 

resisted a temptation to eat or followed an appropriate 

diet. Self-punishment subjects identified an aversive image 

to be applied after inappropriate eating. Subjects were 

seen for weight checks at 3, 6, and 11 weeks. At the 3-week 

meeting, subjects who had been applying self-reward were 

instructed to stop using self-reward and begin using 
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self-punishment; self-punishment subjects were told to 

switch to self-reward. The results showed no differences 

between the two treatment groups. Subjects in the two self-

reinforcement groups lost significantly more weight than 

control subjects in the minimal contact group. Both self-

reinforcement procedures thus appeared to be effective. 

This conclusion must be tempered, however, by the relative 

brevity of the periods over which the procedures were 

applied. It was not determined whether the procedures would 

have continued to be effective over longer periods of appli-

cation. 

Bandura (1969, 19 71) emphasized the importance of 

symbolic modeling in learning. Cautela (19 72) proposed an 

explicit use of symbolic or covert modeling in which the 

patient was encouraged to develop imagery that could be used 

to change certain kinds of behavior. Specific scenes were 

constructed that portrayed a pattern of responses that might 

be used as an alternative to the pattern of behavior that 

was troubling the patient. The patient was instructed to 

practice these scenes extensively at home as well as in the 

sessions. For example, for a homosexual who was troubled by 

the urge to have sex with both males and females at the same 

time, Cautela suggested the following image: 

I want you to imagine you are watching a movie, 

and the male has a woman by one arm and a male on 

the other. He is walking with both of them toward 
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the bedroom. Just as he reaches the bedroom, he 

pushes the male aside and says, 'Get away from me; 

I don't want you!' He then takes the girl into 

the bedroom, puts his arms around her, and kisses 

her tenderly, and looks very happy. (p. 7) 

Cautela (19 74) pointed out the possibilities of combining 

covert modeling with covert reinforcement or covert sensiti-

zation and the likelihood that generalization of the effect 

could be enhanced by including scenes in which the subject 

himself was the significant model. 

Cautela, Flannery, and Hanley (19 74) compared the 

effects of covert modeling, overt modeling, and attention 

placebo in the reduction of fear of rats in a laboratory 

situation. Subjects were 30 female undergraduates who 

reported and demonstrated strong aversions to laboratory 

rats. Each subject was seen for three 50-minute sessions 

within a 7-day period. The overt modeling group observed a 

model interacting with the rat. Subjects in the covert 

modeling group were instructed to close their eyes and try 

to imagine as vividly as possible that they were observing 

the modeling situations read to them by the experimenter. 

The attention control group engaged in discussion of the 

origin and nature of fear of laboratory rats. Subjects were 

pre- and posttested on three behavioral measures (approach-

ing, stroking, and holding a rat), the Fear Intensity Scale, 

and two attitudinal measures. Analysis of the data revealed 
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no difference between the overt and covert groups on three 

behavioral or two subjective measures; only on the fear 

index was the overt group significantly superior to the 

covert group. The authors interpreted this as support for 

the hypothesis that covert and overt modeling were equally 

effective. Due to good controls and consistency of results 

over several meaures, these results were convincing evidence 

of the efficacy of covert modeling. 

Two well-controlled studies by Kazdin (1973, 1974) fur-

ther demonstrated the efficacy of covert modeling. In a 

1973 study, Kazdin investigated the effect of covert model-

ing in reducing snake avoidance. Subjects were 64 under-

graduate students who reported and demonstrated extreme fear 

of snakes. Subjects were randomly assigned to four condi-

tions. All subjects were told that they were to imagine 

various scenes but were not told that the procedures might 

effect behavior change. One group imagined a covert coping 

model, who was depicted as anxious and eventually coped with 

the task by taking deep breaths to relax and become confi-

dent. In another group, the covert mastery model was 

depicted as confident and at ease while performing the 

tasks. The no-model scene control group imagined a model 

and snake, with no interaction between the two. A delayed 

treatment control group received no treatment between the 

first two assessments (pretreatment and posttreatment) but 

imagined snake-model interaction, with coping or mastery 
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characteristics left unspecified, between posttreatment 

assessment and reassessment. All four groups received 

follow-up assessment. Results showed that all three covert 

modeling treatments significantly increased approach behav-

ior and reduced emotional arousal and anxiety, while control 

subjects failed to show improvements on any dependent meas-

ure. The coping covert model group tended to show greater 

change in approach behavior, while the mastery group tended 

to show greater changes in attitude measures. 

In a 1974 study, Kazdin used a similar experimental 

design to examine the effect of covert modeling in develop-

ing assertive behavior. Forty-five subjects evaluated as 

nonassertive were randomly assigned to one of four condi-

tions: (a) covert modeling (imagined scenes in which a 

model performed assertively), (b) covert modeling plus 

reinforcement (imagined scenes in which a model performed 

assertively and favorable consequences followed model per-

formance) , (c) no modeling (imagined scenes with no asser-

tive model or consequence), and (d) delayed treatment (no-

treatment controls who later received one of the two treat-

ment conditions). Assessment instruments included four 

self-report measures and a role-playing test of assertive-

ness. Both model and model reinforcement groups improved 

significantly on all measures, while no-model controls 

improved significantly only on self-perceived assertive 

ability. The model-reinforcement group tended to show 
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greater within-group increases in assertiveness than model 

subjects and were significantly more assertive than model 

subjects on the behavioral role-playing test. 

Both of Kazdin's studies were impressively well-

controlled, with two control groups and multiple assessment 

instruments, with pre- and posttesting. Subjects were care-

fully screened to ensure that they were deficient in the 

characteristics to be experimentally manipulated. These 

studies provided sound evidence of the efficacy of covert 

modeling and covert reinforcement. 

Meichenbaum (19 72) proposed a self-regulatory approach 

to behavior modification which incorporated covert modeling 

and methods for developing internal controls that were 

derived in part from desensitization. Meichenbaum's 

approach, which he called cognitive modification, consisted 

of a modified desensitization procedure which employed cop-

ing imagery, desensitization, and self-instructional train-

ing. In a comparison of group cognitive modification and 

group desensitization approaches to test anxiety, Meichen-

baum assigned 21 undergraduates to one of three groups: 

waiting-list control, standard systematic desensitization, 

or cognitive modification. Groups were matched on sex and 

test anxiety as shown on pretest measures. The cognitive 

modification group received two treatment techniques: an 

"insight" treatment approach which taught rational and posi-

tive self-verbalizations and self-instructions, and training 
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in relaxation and emission of task-relevant self-statements 

via imagery in which subjects saw themselves coping with 

anxiety (i.e., cognitively rehearsing ways of handling 

anxiety). There were pre- and posttests on two performance 

measures influenced by anxiety (digit symbol and Raven's 

Matrices) and two self-report measures of anxiety. Grade-

point averages were also utilized as a performance measure. 

A 1-month follow-up assessment on the Alpert-Haber test 

anxiety questionnaire was provided. Results indicated that 

the cognitive modification group was significantly more 

effective than either other group in reducing test anxiety 

as assessed by self-report measures and all performance 

measures except Raven's Matrices. This superiority was 

maintained at the 1-month follow-up. The desensitization 

group showed less consistent improvement but was signifi-

cantly more improved than the waiting-list control, which 

showed no significant change. The study was fairly well-

controlled but the small sample size (ri = 8, 8, and 5 in the 

two treatment and the control groups, respectively) makes 

conclusions tentative. 

Traditional behavior therapy with alcoholics. While 

some imagery techniques have begun to be applied to alcohol-

ics (Anant, 1967; Ashem and Donner, 1968; Cautela, 1967), 

these applications have almost solely involved covert aver-

sion therapy. The wider variety of imagery techniques have 

yet to be systematically investigated as treatment of alco-
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holism. Most therapy being provided to alcoholics today-

involves traditional behavior therapy methods. Therefore, a 

review will be made of the various behavior therapy tech-

niques that have been applied to alcoholics. 

Conditioned aversion therapy has received the most 

attention as a behavior modification technique for treating 

alcoholics. In this classical conditioning technique, the 

alcohol-drinking response was paired with an extremely aver-

sive stimulus. A number of aversive stimuli have been used. 

The most extensive application of chemical aversion has been 

that of Voegtlin and his associates (Lemere and Voegtlin, 

1 9 5 0 ; Voegtlin, 1 9 4 0 ; Voegtlin, Lemere, Broz, and 

O'Hollaren, 1 9 4 2 ) who treated more than 4 , 0 0 0 alcoholics 

using emetic drugs as the aversive stimulus. In the typical 

procedure, the patient was told that alcohol was intrinsi-

cally obnoxious to his body and that he would be given an 

injection which would sensitize his body so that he could 

become aware of the true effects of alcohol. He was told 

that after treatment he must never taste liquor again. Just 

prior to the extreme nausea that resulted from the injec-

tion, the patient was given a glass of alcohol and asked to 

smell, taste, and look at it, thereby causing the stimulus 

qualities of alcohol to become associated with severe vomit-

ing and retching. Two or three trials were held in each 4 5 -

minute session, with sessions usually being carried out on 

alternate days. The average number of sessions was 4 to 6, 
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over a period of about 10 days. Counseling on work and 

family stresses were also provided. Follow-up data were 

obtained on 4,096 patients, ranging from 1 to 13 years after 

treatment. They found that 60% had remained totally absti-

nent for at least 1 year, 51% for at least 2 years, 38% for 

at least 5 years, and 23% for at least 10 years after the 

first treatment. Patients who received two or more booster 

sessions during the year following initial treatment had a 

greatly improved chance of remaining abstinent over the 

course of the first year, with 95% abstinence of 84 patients 

receiving booster sessions as opposed to 73% abstinence of a 

group of 88 patients who did not receive booster sessions. 

While these results were very impressive, the study did not 

utilize a control group. Later studies of aversion therapy 

using control groups have tended to have much less encourag-

ing results. 

Miller, Dvorak, and Turner (1960) applied a similar 

chemical aversion treatment within a group therapy context. 

Subjects were 20 hospitalized male alcoholics. Treatment 

was conducted in groups of 4 and consisted of 10 daily ses-

sions over 2 weeks. Subjects were placed around a table 

upon which a variety of alcoholic beverages was placed. 

Shortly after being injected with an emetic, subjects were 

instructed to pour a glassful of beverage of their choice 

and sniff at it frequently. When gagging or nausea began, 

they were instructed to drink the liquor. Water was pro-
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vided to aid the emetic process, and the pour-sniff-drink 

routine continued until every participant was convinced he 

could not tolerate any more of the alcoholic beverages, 

usually about 30 to 45 minutes. All patients demonstrated 

successful conditioning, as determined by switching to 

placebo injections. Examination of the records of each ses-

sion indicated that the group condition seemed to potentiate 

ernes is, as there was a definite clustering of responses. 

Follow-up was available on only 10 of the patients; 8 months 

after inception of the study, 2 of the 10 had relapsed, 3 

had had brief relapses but returned to sobriety, and 5 had 

remained abstinent. This study had several weaknesses. 

First, there was no control group, and thus the treatment 

variable may easily have been confounded. Second, the size 

of the sample who reached follow-up status was small (n = 

10). Furthermore, the authors did not specify the length of 

posttreatment interval for the 10 patients followed up. 

Electrical aversion conditioning has been more exten-

sively studied than chemical aversion. Early studies (e.g., 

Blake, 1965; Hsu, 1965) reported positive results in treat-

ing alcoholism with electrical aversion conditioning 

methods, but the absence of control groups in these studies 

made it difficult to determine the degree of effectiveness 

of the conditioning treatment. A study by Vogler, Lunde, 

Johnson, and Martin (19 70) attempted to rectify this weak-

ness and also to evaluate the effects of booster sessions. 
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In an escape paradigm, 73 male alcoholics were assigned 

randomly to one of four groups: conditioning plus booster 

sessions; conditioning only; pseudoconditioning; sham condi-

tioning; and ward controls. The booster and conditioning-

only groups were situated in a simulated public bar with 

finger electrodes attached to the nondominant hand. Sub-

jects were given a drink and instructed to take a sip but 

not to swallow it. On reinforced trials, a shock was deliv-

ered at the same time as with the sip. The subject could 

terminate the shock by spitting out the drink. On the 

average, three out of four trials were reinforced. Subjects 

attended two 45-minute sessions per day for 10 days, usually 

over a 2-week period, and were instructed to take at least 

20 sips during each session. Booster subjects were sched-

uled for their first reconditioning session 2 weeks after 

leaving the hospital, with additional booster sessions given 

depending upon subjects' ability to keep appointments. The 

median number of appointments kept was three. Pseudo-

conditioning subjects received the same number and intensity 

of shocks but shocks were randomly programmed; this condi-

tion thus controlled for the treatment effect of associated 

environmental stimuli. Sham conditioning subjects received 

the same treatment as the two conditioning groups but were 

not shocked. Ward controls consisted of subjects receiving 

routine hospital treatment. Results indicated that relapse 

took significantly longer for both booster and conditioning-
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only subjects than for control subjects and also took 

significantly longer for booster subjects than for 

conditioning-only subjects. However, the latter finding 

must be interpreted with caution. Due to the fact that 

appointments for booster sessions were rarely kept, subse-

quent subjects assigned to the conditioning-only group were 

requested to return for booster sessions. Thus, the 

conditioning-only group was nonrandom in assignment since it 

consisted largely of subjects who failed to return for 

boosters. Furthermore, while relapse took significantly 

longer for the conditioning subjects, proportion of relapses 

for this group did not differ significantly from the con-

trols . 

Miller, Hersen, Eisler, and Hemphill (1973) used a 

matched-subjects design with pre- and posttreatment measures 

to evaluate electrical aversion therapy. Thirty hospital-

ized male alcoholics were matched on age, education, and 

length of problem drinking and assigned to one of three con-

ditions. Subjects in the electrical aversion conditioning 

group were seated at a table upon which was a glass contain-

ing an alcoholic beverage and a pan to spit in. An electric 

shock was delivered to the forearm contiguous with a sip and 

terminated with spitting the alcohol out. Each session 

included 30 pairings of sips with shock. Subjects received 

treatment sessions twice daily for 10 days, constituting a 

total of 20 trials. A control conditioning group underwent 
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the identical treatment except that the level of shock 

intensity was low, to the point where most subjects reported 

no sensation. In the group therapy condition, subjects 

received 6 treatment sessions during a 10-day period 

oriented toward confrontation of inappropriate behaviors and 

a better understanding of the social and emotional precipi-

tants of alcoholism. Alcohol consumption was measured by a 

"taste test" in which subjects were given a variety of alco-

holic and nonalcoholic beverages and instructed to rate each 

beverage on taste, drinking as much of each beverage as they 

liked. Data collected included the total number of cubic 

cm. consumed from each glass, and the score of the 

evaluative ratings for each beverage which assessed attitude 

toward the particular beverage. Analysis of the data 

revealed no significant differences in reduced consumption 

or attitudes toward alcohol when comparing the three groups. 

The percentage reductions in alcohol consumption were 

similar for all groups (36, 37, and 30%). The authors 

attributed the results to placebo effects and concluded that 

the data did not support the conditioning explanation for 

the clinical success of electrical aversion therapy with 

alcoholics. The tight controls used by Miller et al. lent 

credence to the results obtained. 

Barlow (1978), in a review of aversive procedures used 

in treating alcoholism, noted that, with the development of 

more sophisticated measures, the results of electrical aver-
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sion have not been encouraging, with abstinence rates for 

short follow-up periods seldom exceeding 50% and often being 

zero. He noted that the development of seminaturalistic 

living environments where the drinking behavior of alcohol-

ics could be studied has revealed the finding that the suc-

cess of aversion treatment was more closely related to the 

length of time that the contingencies remained in effect in 

the patient's environment, rather than to the type of aver-

sive stimulus or paradigm used. 

An example of this type of study was reported by Wilson 

and Tracey (1976), who compared an aversive imagery 

procedure to electrical aversive conditioning in a 

seminaturalistic, controlled environment. The research was 

conducted at the Alcohol Behavior Research Laboratory, Rut-

gers University, a four-bed inpatient facility which allowed 

continuous observation and measurement of alcoholics' free 

operant alcohol consumption. By pressing a buzzer located 

in a simulated bar setting, subjects could obtain one ounce 

of alcohol from a research assistant. A series of studies 

was conducted using a crossover design to allow between- and 

within-subject comparisons of the 19 treatments. A total of 

10 subjects participated in the studies. Three treatments 

were used: escape conditioning with electric shock contigu-

ously applied to subjects' imagining of alcohol-related 

scenes, an aversive imagery procedure in which subjects were 

instructed to imagine strong feelings of nausea associated 
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with imagined alcohol-related scenes, and an electric shock 

punishment procedure in which subjects were allowed free 

access to alcohol but were shocked each time they consumed a 

drink. Between treatment phases, subjects were allowed free 

access to alcohol and the quantity of alcohol consumed was 

measured. Overall, the results from these studies showed 

very little suppression of alcohol consumption following 

either the electrical escape conditioning or the aversive 

imagery treatment. In contrast, the operant electrical 

punishment procedure was successful in virtually eliminating 

drinking in the same subjects. The authors attributed the 

difference to the fact that in the punishment procedure, 

punishment contingency on alcohol consumption was in effect 

at all times drinking was available. The crossover design 

and objective behavioral measure of alcohol consumption lent 

weight to the findings. Generalization, however, was weak-

ened by the small sample size. 

In light of the findings of the importance of maintain-

ing contingencies in the patient's environment, an interest-

ing recent development was the introduction of mildly aver-

sive procedures into alcoholics' environment as part of a 

comprehensive program. Hunt and Azrin (1973) applied a 

community-reinforcement approach to hospitalized male alco-

holics. Sixteen patients were matched on employment his-

tory, family stability, previous drinking history, age, and 

education. One member of each pair was randomly assigned to 
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the community-reinforcement group and the other member was 

assigned to the control group. Both groups received the 

regular inpatient treatment, which was primarily a didactic 

program; the community-reinforcement group received the 

experimental treatment as well. The community-reinforcement 

program was designed to rearrange the vocational, family, 

and social reinforcement so that time-out from these rein-

forcers would occur if he began to drink. In order to 

increase the density of such reinforcement, patients were 

provided intensive vocational counseling, marital and family 

counseling, social counseling, and encouragement to engage 

in social interactions. Reinforcer-access counseling 

encouraged the patients to obtain a radio or television, 

subscribe to newspaper and magazines, obtain a car or 

driver's license, and have a telephone installed. If neces-

sary, the counselor paid for the initial costs. These steps 

were intended to increase the ease with which the alcoholic 

could engage in vocational, marital, and social activities. 

The program was maintained after the patient left the hospi-

tal, with the counselor visiting the patient once or twice a 

week for the first month, then about twice a month, and 

finally once a month. During visits, the counselor reminded 

the patient of the reinforcers and counseled him regarding 

any problems he was experiencing. On each visit, informa-

tion was obtained about the days unemployed, days drinking 

occurred, and days spent away from home. This information 
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was verified at 6 months by an assistant who was unaware of 

the treatment. Results revealed that, in the first 6 months 

after discharge, the treatment group had spent less than 

half the mean percent of time than the control group in 

drinking, unemployment, absence from home, and institu-

tionalization. This improvement remained stable over the 

6-month period with no large fluctuations on monthly mea-

sures . Their average earnings were twice as great as the 

control group, and they spent more weekends engaging in 

acceptable social activities. The authors concluded that 

the community-reinforcement procedure raised the actual 

reinforcement density and thereby made the time-out produced 

by drinking more aversive. They supported this conclusion 

with two lines of evidence. First, the treatment subjects 

did receive more reinforcement as provided by more time 

employed, larger salaries, more time with families, and more 

time in social activities. Second, these patients often 

stated that they were more satisfied with their life. They 

all acknowledged that time-out would occur if they drank, 

and seemed to be deterred by this knowledge. One weakness 

of this study was the small sample size (n = 8). This weak-

ness was partially overcome by the matched-groups procedure. 

The evidence did not clearly identify time-out as the 

crucial element in the group outcome differences, however, 

since in many cases drinking never occurred. 
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Miller (1975) applied time-out procedures to chronic 

public drunkenness offenders, generally the most difficult 

population of alcoholics to treat. Criteria for subjects 

included a minimum of 8 public drunkenness arrests in the 

previous 12 months and a minimum history of 5 years of alco-

holism. These subjects did not have the usual sources of 

reinforcement in terms of families, steady employment, and 

nonalcoholic friends; all were unmarried and none had held 

steady employment in the previous 2 months. Twenty subjects 

were randomly assigned to either the treatment or the con-

trol group. Using ;t tests, no significant differences were 

found betwen the two groups on mean age, education, length 

of alcoholism, and number of public drunkenness arrests. 

All subjects received goods and services provided by govern-

ment and charitable agencies. Such services generally 

included housing, employment, medical care, clothing, meals, 

cigarettes, and counseling. For control subjects, these 

reinforcers were provided on a noncontingent basis. For 

treatment subjects, services were provided contingent upon 

sobriety. Sobriety was assessed in two ways: direct obser-

vation of gross intoxication, and blood/alcohol concentra-

tions as determined by breathalyzer tests randomly applied 

within 5-day intervals. Blood/alcohol concentrations of 

10 mg./lOO ml. of blood volume or less were accepted as 

indicating sobriety. Goods and services were discontinued 

for 5 days contingent upon evidence of intoxication as meas-
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ured by either of the two methods. After the 5-day time-out 

period, the subject was again eligible for services. Data 

on number of public drunkenness arrests and number of hours 

worked per week were collected for 2 months prior to and 2 

months subsequent to initiation of the treatment program for 

all subjects. Results revealed that the treatment group 

significantly decreased the mean number of arrests and 

increased the mean number of hours worked while control sub-

jects did not. There were two weaknesses in this study. 

One was that the sample size was relatively small (n = 10). 

The second results from the fact that the treatment subjects 

were given breathalyzer tests during the study and were told 

the results, while control subjects were not. Both the more 

extensive personal contact and the performance feedback may 

have influenced behavior patterns. 

Kraft and Al-Issa (196 7) submitted a case report of the 

use of systematic desensitization with a 20-year-old alco-

holic who suffered from long-standing severe anxiety related 

to talking to people, particularly strangers or before 

groups. Inducing relaxation by hypnosis and using Wolpe's 

(1958) hierarchical method of systematic desensitization, 

the patient was provided with 23 desensitization sessions, 

each of 1-hour duration. During treatment, the patient's 

social adjustment gradually improved and alcohol consumption 

reduced. After the 13th session, his craving for alcohol 

had disappeared and he found half a pint of beer sufficient. 
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As his addiction to alcohol decreased, his dependency on the 

therapist increased, and a hierarchical desensitization from 

the therapist was carried out. A 15-month follow-up found 

that the patient remained sober, occasionally drinking a 

small amount of beer. The authors suggested that, in this 

case, alcohol was a means of dealing with anxiety, tension, 

and other negative feelings—and that resolving the tensions 

removed the need of alcohol. While conclusions cannot be 

drawn from a case study, the account was interesting in its 

suggestion that treating the underlying causes of alcoholism 

might, at least in some cases, modify the alcoholism. 

In a brief article, Kraft and Wijesinghe (1970) 

reported a psychometric evaluation of change in nine alco-

holic patients whom they had treated with desensitization. 

On pre- and posttesting, the authors found significant 

reductions in the anxiety level on the Taylor Manifest 

Anxiety Scale, in the neuroticism scores on the Maudsley 

Personality Inventory, and on all scales on the Minnesota 

Multiphasic Personality Inventory. No change was found in 

extraversion or direction of hostility. They suggested that 

desensitization was effective in modifying symptoms and cer-

tain attitudes associated with them but had little or no 

effect on the central personality traits and attitudes. 

Since no controls were utilized in studying the subjects 

involved, generalizations could not be made. 
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Newton and Stein (1974) investigated the effects of 

implosive therapy in alcoholism. Sixty alcoholic men enter-

ing a broad-spectrum inpatient alcoholic treatment program 

were randomly assigned to one of three programs: regular 

treatment program only (29 patients), regular treatment 

program plus implosive therapy (16 patients), and regular 

treatment program and brief psychotherapy (16 patients). 

Treatment subjects each received 15 sessions of either 

implosive therapy or individual psychotherapy. There were 

pre- and posttreatment assessments on a number of measures, 

including (a) Gough's Adjective Check List, a self-concept 

measure; (b) the Standard Situations test in which subjects, 

after listening to scenes depicting situations that were 

common problems for alcoholics, verbalized their feelings 

about the situation, stated what they would say and do, and 

indicated on a scale their subjective distress and helpless-

ness feelings in response to the scene; and (c) the Medical 

Rounds Form, which is a daily rating by a physician of the 

patients' mood, physical or medical problems, and sleep. 

Using an analysis of covariance, no significant differences 

were found between the three groups on any of the meaures, 

and the authors concluded that the addition of implosive or 

brief psychotherapy to a milieu treatment program for male 

alcoholics failed to improve the results of the milieu 

treatment alone. The statistical analysis used was the most 

precise for this type of design and should have revealed any 
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differences present. Since the sample size was sufficient 

and a variety of scales were used to measure the subjects, 

the authors' conclusions appeared to be well-founded. 

On the theory that tension reduction plays an impor-

tant role in alcoholism as a reinforcement for drinking, 

some researchers have examined the effect of biofeedback and 

other relaxation training methods on alcoholics' drinking 

behavior. Steffen (1975) studied four male chronic alcohol-

ics in a quasi-naturalistic laboratory setting. He used a 

2 X 2 replicated Latin square design which allowed within-

and between-group comparisons and controlled for carry-over 

effects. Subjects were randomly assigned first to either an 

electromyographic feedback-assisted or attention placebo 

condition, consisting of 14 1-hour sessions of progressive 

training in deep muscle relaxation or 14 sessions of "con-

templation." After training, a 4-day free-drinking period 

was provided in which subjects were allowed unlimited access 

to whiskey. Frequent measures were made of the subject's 

blood alcohol level, muscle action potential level, and sub-

jective disturbance, and number of drinks requested was mon-

itored. A second treatment phase, in which the treatment 

condition was reversed for subjects, was followed by a sec-

ond free-drinking phase. Results revealed that subjects 

reached significantly lower blood alcohol level and reported 

themselves significantly less disturbed following training 

than following placebo; muscle action potential levels were 
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significantly lower following placebo; and there was no 

difference in number of drinks ordered. These results were 

relatively unimpressive since quantity of alcohol consump-

tion did not differ. Control conditions were sufficiently 

tight to enable generalization of results. 

Passini and associates (Passini, Watson, Dehnel, 

Herder, & Watkins, 1977; Watson, Herder, & Passini, 1978) 

used alpha wave biofeedback training therapy for 50 hospi-

talized male alcoholics. Subjects were assigned equally to 

matched control groups. Experimental subjects were given a 

12-day biofeedback training program. Experimentals did 

significantly increase their alpha production but the 

results were disappointing. Significant differences in 

favor of treatment subjects were found only on State Anxiety 

and Trait Anxiety Scales and the Suspiciousness scale on the 

Brief Psychiatric Rating Scale. No significant differences 

were found on the Brief Psychiatric Rating Scale Tension and 

Anxiety Scales, the Multiple Affect Adjective Check List 

(hostility, depression, and anxiety scales), the Anhedonia 

Scale, the Sensation-Seeking Scales, or any of the 10 MMPI 

criteria scales except Paranoia, in which the controls 

showed more improvement. An 18-month follow-up revealed 

that the greater reduction of the treatment subjects on 

State and Trait Anxiety was maintained. The Alcohol 

Consumption Follow-up Questionnaire found a significant 

difference in drinking behavior only concerning the longest 
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period of time without drinking during the follow-up period, 

which differed in favor of the treatment subjects; no dif-

ferences were found on the other 12 variables related to 

drinking behavior such as total number of abstinent days, 

number of excessive-consumption days, number of alcohol-

related rehospitalizations, and number of weeks employed. 

The results suggested that the therapeutic effect of alpha 

biofeedback training was very limited. A serious weakness 

of the study was the lack of a placebo group. The mainte-

nance of effects after 18 months, however, suggested that 

the changes in State and Trait Anxiety were not due to pla-

cebo effects. The tension-reduction hypothesis of alcohol-

ism was not supported, since almost no difference between 

the two groups was found on the variables related to drink-

ing behavior. The fact that only one of the 13 differences 

was significant suggested that the difference could have 

been due to chance. 

Skills training has been developing as a combination of 

methods to teach the generation and performance of new 

behaviors. Methods generally have included instruction, 

modeling, coaching, and role-playing. Hirsch, von Rosen-

berg, Phelan, and Dudley (1978) assessed the effectiveness 

of assertive training with alcoholics, under the assumption 

that assertive social and interpersonal skills would enable 

alcoholics to deal more effectively with their environment 

so that they have less need to utilize alcohol. Subjects 
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were 102 hospitalized alcoholics who scored low in asser-

tiveness on pretreatment assessment and were randomly 

assigned to 3 groups with 34 subjects per group. The asser-

tiveness training group received, in addition to the regular 

treatment program, 10 hours of assertiveness training over a 

2-week period, utilizing such techniques as instructions, 

modeling, coaching, role reversal, and feedback. Much of 

the focus was on situations each patient was having diffi-

culties with in his own life. A minimal assertiveness 

training group, in addition to the regular treatment pro-

gram, received 2 hours of didactic presentation and group 

discussion on how to behave assertively. The control group 

participated in all regular treatment program activities 

except those involving assertiveness training. All subjects 

were pre- and posttested with the Rathus Assertiveness 

Scale, a self-report attitudinal measure; the Behavioral 

Assertiveness Test, which assesses subjects1 reactions to 

tape-recorded role-played threatening or irritating social 

or interpersonal situations; and the Assertive Behavior 

Index, which measures several verbal and nonverbal 

components of assertiveness such as eye contact, facial 

expression, and body movement. Results revealed that the 

assertiveness training group scored significantly higher 

than the control group on pre/post changes on all three 

measures. The minimal assertiveness training group scored 

significantly higher on the Behavioral Assertiveness Test 
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than the control group but was significantly lower on this 

measure than the assertiveness training group. The authors 

interpreted these results as suggesting the potential 

usefulness of assertiveness training in the treatment of 

alcoholics. The design of this study was relatively strong, 

with inclusion of a placebo group. However, the authors did 

not state whether the pretest scores of the three groups 

were analyzed to determine whether differences existed prior 

to training. Also, the authors reported that the Assertive 

Behavior Index raters may sometimes have been aware of which 

group a patient was in, thus introducing the possibility of 

experimenter bias. 

Chaney, O'Leary, and Marlatt (1978) examined the effi-

cacy of teaching alcoholics improved skills in responding to 

situations associated with drinking behavior and relapse. 

Forty alcoholics enrolled in an intensive inpatient treat-

ment program were randomly assigned to one of three groups: 

experimental skill training, discussion control, and no 

additional treatment control. The experimental group used 

modeling, role-playing, and coaching techniques to practice 

the problem-solving steps of problem definition and formula-

tion, generation of alternatives, and decision-making, and 

to rehearse alternative behaviors. The discussion group 

talked about the same situations that the experimental group 

practiced solving but focused on feelings, reactions, and 

motivations. The second control group received the regular 
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treatment regimen only. Both pre- and posttreatment 

assessments were provided in which subjects responded to 

descriptions of situations associated with drinking behav-

ior, ending with the phrase "What would you do or say?" 

The situations were different from those used in training, 

thus providing a measure of generalization, and involved 

four categories: frustration and anger, interpersonal 

temptation, negative emotional state, and intrapersonal 

temptation. Measures included latency of response, duration 

of response, compliance (whether the subject gave in to the 

situation or attempted to exert control) and specification 

of new behavior (providing a single alternative rather than 

a class of alternatives). This assessment was given again 3 

months following discharge to assess maintenance of skills. 

A follow-up questionnaire was administered at 1-, 3-, 6-, 

and 12-month intervals after training to assess occupational 

stability, living situation, use of therapeutic supports, 

periods and rates of drinking, and periods of hospitaliza-

tion and incarceration. Results revealed significant dif-

ferences in favor of the experimental group on latency, 

duration, and specificity. The measure of compliance showed 

a ceiling effect, with both pre- and posttreatment responses 

of most subjects indicating that they would exercise control 

over the situation. The follow-up data revealed a decline 

of training effects but a continuing beneficial impact on 

drinking outcome as measured by days drunk, amount drunk, 
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and length of drinking periods, while no change was found on 

these measures for the two control groups. An analysis of 

the meaures used in the behavioral assessment showed that 

for all outcome indices, the predictive value of the latency 

measure was comparable or superior to that of the most 

highly related demographic and drinking history measures, 

with significant correlations with days employed, days hospi-

talized, weeks in aftercare, days abstinent, days drunk, 

total amount drunk, and average drinking period length. The 

authors concluded that skills training generalized to novel 

situations and had a beneficial impact on alcohol consump-

tion, and that ability to respond to problematic drinking-

related situations on a verbal roleplaying instrument was 

related to actual drinking-related behavior following treat-

ment. This study was well-controlled, and the findings were 

impressive evidence of the efficacy of skill training in the 

treatment of alcoholics and of the ability of verbal role-

playing performance to predict actual drinking outcome. The 

present study followed that of Chaney et al. and attempted 

to replicate, in part, their findings on the efficacy of 

skills training with alcoholics by using covert modeling and 

roleplay rather than the overt methods used by Chaney et al. 

Purpose and Scope of the Study 

There were two major objectives of this study. The 

first objective was to determine whether covert skills 

training would produce positive changes in alcoholics in 
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terms of their effectiveness in responding to stressful 

situations, their self-concept, and selected personality 

characteristics. The second objective was to determine 

whether alcoholics subjectively experience the imagery 

approach as beneficial. The statistical design also evalu-

ated whether the effectiveness of the treatment fluctuated 

as a function of age, education, chronicity of alcohol prob-

lem, number of rehabilitation attempts, and environmental 

support as measured by the presence of a family or job 

awaiting the alcoholic's return. 

Two important questions this study did not attempt to 

address were whether the skills attained would be applied to 

real situations once the patient returned to the community, 

and whether this training would enhance the alcoholic's 

ability to maintain his sobriety. Wilson and Tracey (1976) 

contended that attempting to evaluate outcome effects of 

behavior therapy techniques with alcoholics was premature 

until such effects were demonstrated to exist. They pointed 

out that the evaluation of the treatment of alcoholics by 

behavior therapy techniques has been hindered by conceptual 

problems. With few exceptions, evaluation has been made on 

the basis of unreliable judgments of whether the patient was 

abstinent or not at different follow-up contacts. However, 

the finding of absence of effects several months after ter-

mination of therapy would not necessarily imply that the 

treatment methods were ineffective; as Bandura (1969) 
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pointed out, initial gains induced by these methods might 

disappear because of the failure to provide appropriate con-

ditions for their maintenance. The accuracy of self-reports 

from subjects who have received an experimental treatment 

has been in question, and the development and verification 

of reliable follow-up methods has been an issue awaiting 

further investigation (Davidson, 1974). 

The basic hypothesis of the present study was that 

positive changes in personality, self-concept, and skills 

could be induced in alcoholics by imagery techniques, and 

that such techniques would be experienced as facilitative. 

Accordingly, the logical first step in conducting outcome 

research on this technique would be to demonstrate this 

effect in the laboratory setting before conducting complex 

clinical outcome studies. 

In accordance with the stated objectives, there were 

three major hypotheses specifically considered in this 

experiment. 

1. The imagery group will demonstrate significantly 

greater change subsequent to treatment that the two control 

groups as measured by the Coping Skills Test, the Semantic 

Differential, the CPI (Scales 4, 5, and 9), and Peer Rating. 

Such change will be in the positive direction. 

2. Significantly more subjects will volunteer contin-

uance in the imagery group than in the discussion group. 
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3. The quality of imagery as assessed by Imagery Ques-

tionnaires will relate positively to outcome on other meas-

ures (CPI, Semantic Differential, Coping Skills Test, Peer 

Rating, and Voluntary Continuance). 

Method 

Subjects 

The population from which subjects were selected was 

defined by the following criteria: alcoholics admitted to 

the Alcoholic Rehabilitation Unit (ARU) of the Veterans 

Administration Medical Center, Waco, Texas, who agreed to 

participate in the study. The treatment program of the 

ARU was broad-spectrum, providing education on alcohol and 

alcoholism, group therapy, individual counseling as 

required, encouragement of group cohesiveness and mutual 

help, required assignments to such activities as occupa-

tional therapy and incentive therapy (paid work) , and a 

heavy emphasis on Alcoholics Anonymous. Criteria for alco-

holics admitted to the ARU were that the person had a drink-

ing problem which had caused significant damage to his 

health or personal or social function, was in good reality 

contact, was relatively free of medical problems which would 

prevent full participation in the ARU program, was capable 

of functioning with minimal supervision, had a potential for 

functioning outside an institution if sobriety could be 

achieved, and agreed to stay in the program for 63 days. 
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Sixty subjects were utilized, including 19 in the con-

trol group, 23 in discussion groups, and 18 in imagery 

groups. Subjects were males ranging in age from 22 to 63. 

The ARU is small (30 beds), and only approximately 10 

patients at any given time are in that portion of the ARU 

program critical to this study (the fourth to sixth week). 

The population size was, therefore, too small to fill all 

three groups simultaneously by random asignment of subjects, 

and selection was perforce nonrandom. It was necessary to 

fill the groups sequentially, with the control subjects 

being drawn first, then discussion subjects, then imagery 

subj ects. 

Measures 

Six assessment devices were used in this research, 

including two self-report measures, one standardized meas-

ure, and three behavioral measures. All tests except Peer 

Rating and Voluntary Continuance were given during the 

fourth to sixth week of the program, and again just before 

discharge. 

Coping Skills Test. A behavioral interview was devel-

oped similar to that of Chaney et al. (1978) (see Appendix 

A). Subjects responded spontaneously to prerecorded situa-

tions which have been determined to be commonly inducive to 

drinking. Six situations were used, representing four types 

of problematic situations as identified by Chaney et al.: 

frustration and anger, interpersonal temptation, negative 
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emotional states, and intrapersonal temptation. The selec-

tion of situations for this study was made from examples 

generated by several sources, including interviews with 

alcoholics on the ARU, suggestions of ARU staff members, and 

examples provided by Chaney et al. as a result of extensive 

research on drinking-related situations. 

The stimulus situations were presented to the subject 

by tape recorder. At the end of each situation description, 

the subject was cued to respond by the question, "What do 

you do or say?" The subject was instructed to respond as 

though the situation were happening to him. After com-

pleting the interview, the subject was asked to rate his 

attitude during assessment on a 6-point scale, where 1 = 

"very unsure how to deal with the situations," 6 = "very 

confident about how to deal with the situations." Subjects' 

responses were tape recorded and later condensed and typed 

for rating. 

Five scoring measures were used: self-rating, latency, 

specificity, effectiveness, and variability. Self-rating 

was described above. Latency of response was defined as the 

elapsed time from the termination of the recorded situation 

to the semantic beginning of the subject's reponse, exclud-

ing disfluencies and hedging. Specificity of behavior was a 

dichotomous score indicating whether the description of the 

coping behavior to be performed was given in sufficient 

detail so that someone else could use the description as a 
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guide to perform the behavior, i.e., the degree to which a 

response specified one alternative rather than a class of 

alternatives: "I would call a friend and arrange to go over 

for awhile" rather than "I would get busy." Effectiveness 

of behavior was rated on a 4-point scale (1 = "very ineffec-

tive/inappropriate," 4 = "very effective/appropriate") and 

defined as the degree to which the proposed behavior was 

likely to be effective in enhancing maintenance of sobriety 

and was socially and rationally appropriate in the given 

situation. Variability was intended to assess flexibility 

and extensiveness of the subject's repertoire of coping 

skills and was defined by the number of differing responses. 

For example, if the subject responded with a different cop-

ing behavior for each of the six situations, he received a 

variability score of 6; if he used the same response for two 

of the situations but different ones for the other four, he 

received a score of 5. 

After all data were collected, each situation response 

was blindrated as to effectiveness and appropriateness by 

two judges. Judges were rehabilitated alcoholics who had 

been "dry" for at least 1 year and could, therefore, be 

considered "experts." ARU staff provided a list of sober 

alcoholics who, in their opinion, had good coping skills and 

were able to assess rationally the coping skills of others. 

Persons from this list were asked to act as judges. 
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Prior to rating, judges were oriented to the kinds of 

situations they would be rating, and they developed and 

agreed on criteria to be used in rating. Criteria for rat-

ing included the following: 

1. If an action was implied but not stated (e.g., "I 

have a lot of friends," implying "I would call one"), no 

assumption was made about the implications, and the answer 

was rated as expressed. 

2. If a subject mentioned preventive measures that he 

stated or implied would prevent the situation from arising 

(e.g., "I will go to AA a lot"), this would not be consid-

ered an adequate response to the situation as posed and 

would be scored a maximum of 2 (somewhat ineffective or 

inappropriate). 

3. Responses suggesting multiple alternatives (e.g., 

"I would play golf or watch TV or call someone") were rated 

as a group, and seriousness of the situation was considered; 

for example, if there was a bottle next to one while one was 

seriously depressed, to even consider "watching TV" as an 

adequate coping strategy would be underreacting. 

4. The effectiveness of an action in maintaining 

sobriety was given more weight in rating than its appropri-

ateness to the situation (e.g., throwing an offered drink on 

the ground would be effective, and this would be more impor-

tant than the fact that it was not appropriate). 
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5. The attitude expressed was taken into consideration 

in rating the proposed action (e.g., an assertive "I don't 

drink" would be better than an evasive "Well, maybe later"). 

6. Examples of 1 and 4 situations were agreed on for 

comparison purposes. A 1 response was staying in a place 

around liquor, e.g. a bar, when one had no legitimate busi-

ness there; or remaining in a dangerous situation when one 

was aware of oneself getting "uptight." Examples of 4 

responses were to remove oneself physically from a poten-

tially dangerous situation and utilization of AA (e.g., 

calling one's sponsor for support). 

Responses of "I don't know" or which indicated the sub-

ject would drink were not given to judges. Such responses 

were scored 1. 

To increase interresponse rating consistency, each 

judge rated all the responses for a particular item. A 

Pearson product moment correlation was done to determine 

interjudge reliability. Judges rating interpersonal tempta-

tion items (Items 1 and 6 on Coping Skills Test and Week 1 

on the Weekly Imagery Questionnaire, described below) had an 

r of 0.65; judges rating anger or frustration situations 

(Items 3 and 5 on Coping Skills Test and Week 2 on Weekly 

Imagery Questionnaire) had an r of 0.56; and judges rating 

mood state and internal temptation situations (Items 2 and 4 

on Coping Skills Test and Weeks 3 and 4 on Weekly Imagery 
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Questionnaire) had an r of 0.64. All correlations were 

significant (p < 0.001). 

California Psychological Inventory (CPI). Developed by 

Megargee (1972), the CPI was based on the Minnesota Multi-

phasic Personality Inventory, drawing about half its items 

from that instrument. It was developed for use with normal 

populations aged 13 and older. The CPI consists of 480 

items to be answered True or False and contains 18 scales, 

three of which are "validity" scales designed to assess test 

taking attitudes: (a) sense of well-being, to assess "fak-

ing bad"; (b) good impression, to assess "faking good"; and 

(c) communality, consisting of highly popular responses. 

The remaining scales include such personality dimensions as 

dominance, capacity for status, sociability, social pre-

sence, self-acceptance, responsibility, socialization, self-

control, and tolerance. 

For 11 of the 15 personality scales, items were 

selected on the basis of contrasted group responses, using 

such criteria as course grades, social class membership, 

participation in extracurricular activities, and ratings by 

peers. For the remaining four scales, items were grouped 

subjectively and checked for internal consistency. Cross-

validation of all scales was conducted on large samples and 

revealed significant group differences. There was consider-

able overlapping of contrasted criterion groups, and crite-

rion correlations were often low. 
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Scores were reported as standard scores with a mean of 

50 and an SD of 10, derived from a heterogeneous normative 

sample of 6,000 males and 7,000 females. Retest and inter-

nal consistency reliability coefficients of the individual 

scales compared favorably with those of other personality 

inventories (Megargee, 19 72). Intercorrelations among 

scales were relatively high, with all but four correlating 

at least .50 with one or more other scales. 

Overall, the CPI has been considered one of the best 

personality inventories currently available (Anastasi, 

1976). Its technical development was of a high order and it 

has been extensively researched and continuously improved. 

This study investigated three scales which were 

expected to be affected by experiencing simulated coping 

behaviors. These included social presence: poise, sponta-

neity, and self-confidence in personal and social interac-

tion; self-acceptance: sense of personal worth, self-

acceptance, and capacity for independent thinking and 

action; and self-control: self-regulation, self-control, 

and freedom from impulsivity and from self-centeredness. An 

abridged form of the CPI was used containing the 115 items 

constituting these three scales. 

Semantic Differential. This instrument was developed 

by Osgood, Suci, and Tannenbaum (195 7) as a research tool 

but was soon utilized for personality assessment as well as 

many other uses. The Semantic Differential was designed as 
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a standardized and quantified procedure for measuring an 

individual's perception of any given concept. Each concept 

was rated on a 7-point graphic scale as being more similar 

to one or the other of a pair of bipolar adjectives. Gener-

ally, at least 15 scales were used. 

As originally developed by Osgood et al. , intercorrela-

tions and factorial analyses of the original 50 scales 

revealed three major factors: evaluative (good-bad, clean-

dirty) , potency (strong-weak, large-small), and activity 

(active-passive, fast-slow). In this study, 16 scales were 

used (see Appendix B). Four of the word pairs were chosen 

to represent the evaluation factor, four from the potency 

factor, and four from the activity factor. Four other word 

sets were chosen to target qualities it was felt might be 

affected by the treatment: confident-unsure, effective-

ineffective, assertive-submissive, and able-helpless. By 

face validity, one would expect that imagery of oneself 

coping successfully would result in a change in these four 

adjective pairs. Subjects were instructed to indicate on 

the scale how they saw themselves in relation to the word 

pairs. Each scale was assigned values from 1 (hardly 

relates at all) to 7 (relates very much). Mean scores were 

calculated for each of the four factors, and an overall mean 

score was also calculated. It was expected that treatment 

would result in a change in all four categories in a posi-

tive direction. 
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Peer Rating. A sample of at least five peers in a sub-

ject's regular therapy group was asked to rate the subject 

on a 7-point scale with the following instructions: "Con-

sidering your overall impression of this person, rate him on 

a scale of 1 to 7 as to how likely you think it is that he 

will 'make it1 when he returns to the drinking world (1 = 

extremely unlikely, 7 = extremely likely)." To "make it" 

has been a term frequently used by ARU patients to indicate 

staying sober, and was selected by a sample of patients as 

the most meaningful to them of several variations of word-

ing. The instructions and scale were printed on pieces of 

paper which were distributed during group therapy shortly 

before or after a subject's discharge. 

Voluntary Continuance. The subject's perception of the 

helpfulness of each experimental condition was to be 

assessed by the number of subjects who voluntarily continued 

in the treatment group after the three weeks' contracted 

participation had been completed. This behavioral measure 

was felt to be a more valid measure of perceived effective-

ness than mere verbal evaluation of the treatment. 

Imagery Questionnaires. The predictions of the study 

were based on scenes imagined by subjects in the imagery 

group. Therefore, it was important to determine whether 

subjects imagined scenes appropriate to their instructions 

and whether their imageries were clear and vivid. After 

each session, a short daily questionnaire was completed by 
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each subject. A second questionnaire was added to the daily 

one once a week. (See Appendix C.) 

Three self-report scores were obtained from the daily 

questionnaire: clarity (rating on a scale from 1 to 5 how 

clearly the scene was imagined), control (rating on a scale 

from 1 to 5 how much of the scene was imagined), and vivid-

ness (amount of detail imaged, as measured by the sum of 

affirmative responses on the six "detail" queries). From 

the weekly questionnaire, three scores were obtained: a 

dichotomous self-report score of clarity (whether or not a 

specific person was seen as model) and externally rated 

scores of effectiveness and appropriateness of the imaged 

coping strategies ascribed to the model, and of the coping 

response the subject imaged himself making to the problem-

atic situation. Judges were selected and trained, and the 

effectiveness and appropriateness of coping behaviors were 

rated, as described for the Coping Skills Test. Information 

about imaged reinforcing consequences was gathered for 

informal analysis and was not used to test the experimental 

hypothesis. 

Procedure 

After a patient was admitted to the ARU, he was asked 

to participate in the study. Control subjects were told 

they would be interviewed and tested twice during their stay 

in the ARU program. Discussion subjects, in addition to 

taking the tests, were asked to participate in two group 
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discussions each week for 3 weeks and were asked to miss no 

more than one group session. Imagery subjects were asked to 

take the tests and to attend at least three of the four 

imagery sessions each week for 3 weeks. At the end of the 

3 weeks' participation for treatment subjects, they were 

invited to continue treatment on a voluntary basis. 

Subjects entered the study no earlier than the fourth 

week in the ARU program, by which time it was assumed they 

were fully detoxified and in reasonably good mental condi-

tion, and no later than their sixth week of the 9-week pro-

gram. Due to the open-ended nature of the ARU program, the 

groups were open-ended—that is, patients entered and left 

the group as they reached the appropriate point in their ARU 

program, so that the composition of the group changed from 

week to week. As a result, each subject was exposed to a 

different treatment in terms of number and identity of group 

members. To assess the possible impact of this fact on out-

come, records were kept of the number of group members par-

ticipating each week of a given subject's participation, and 

post hoc checks of the data were made. 

To control for experimenter effect, half of the imagery 

subjects and half of the discussion subjects were exposed to 

the experimenter as group leader (Leader #1), and the other 

half of each condition was led by another person (Leaders #2 

and #3). To increase interleader consistency, the two group 



53 

leaders for each condition agreed on a common format and 

approach. 

All subjects were administered the Coping Skills Test, 

the Semantic Differential, and the CPI before and after 

training or, in the case of control subjects, at similar 

points in their ARU program. Posttreatment assessments also 

included Peer Rating for all subjects. Imagery was assessed 

continuously during training as described in the Measures 

section. 

Imagery group. Subjects in the imagery group, in 

addition to the regular ARU program, received three to four 

20-minute sessions of imagery per week. Each script (see 

Appendix D) contained five parts: relaxation instructions, 

a guided practice scene, a brief educational message, the 

imagery situations, and a positive suggestion. The imagery 

presented a drinking-inducive situation and instructed the 

subject to imagine first himself and then a model coping 

with the situation. A second, similar situation was then 

presented for the subject to imagine himself coping with. 

The behavior of the model and of himself was left unstruc-

tured to allow him to try out alternative responses. 

The experimenter met with new subjects before their 

first imagery session to explain the purpose of the training 

and discussed coping strategies, stressing specificity, 

effectiveness, and appropriateness. Suggestions were given 

for increasing vividness of imagery. Subjects were 
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encouraged to choose as a model one or more sober alcoholics 

or other patients in the program whom they knew and whose 

coping ability they respected. They were advised that, 

while they could learn from the model or models they chose, 

they must devise their own strategies that were comfortable 

and effective for them individually. 

The taped script was played in a small group setting 

(three to eight subjects) while subjects relaxed in chairs 

or lay on the floor. Each script was presented on 4 consec-

utive days (one script per week). Each week for 4 weeks, 

the script dealt with a different topic area, corresponding 

to the four types of problematic situations posted on the 

CST (social pressure, negative mood states, frustration and 

anger, and intrapersonal temptation). At the end of each 

week, subjects were given a typed description of the type of 

situation to be encountered the following week, along with a 

list of suggested coping strategies, so they would have time 

to plan strategies before the imagery session (Appendix E). 

New subjects were given the list after pretesting, a few 

days before beginning treatment. At the end of each ses-

sion, subjects briefly described their imagery verbally and 

then completed a questionnaire, with a longer questionnaire 

being completed on the third or fourth session each week. 

Subjects were encouraged to experiment with alternative 

strategies on subsequent repetitions of the script. The 

group leader worked with each subject to help him improve 



55 

his imagery skills, to individualize the taped situations to 

fit that subject's life, and to help the subject generate 

appropriate coping techniques. 

Discussion group. Subjects in the discussion group, in 

addition to the regular ARU program, received two 40-minute 

group discussion sessions each week. Each week one of four 

topics was presented corresponding to the four types of 

drinking-inducive situations presented in the imagery condi-

tion. The same problematic situations used in the imagery 

group were presented to discussion groups. One or more 

discussion questions relating to the topic were posed each 

session, and subjects were encouraged to discuss them in 

relation to their own lives. The orientation of the 

discussion group was to uncover the feelings, attitudes, and 

motivations that may have been present in such situations 

and to focus on similar situations subjects had encountered 

in the past. The rationale of the procedure was that self-

understanding and more effective coping behavior should 

result. Subjects fairly often brought up the subject of how 

to cope with particular kinds of situations. When this 

occurred, the group leader allowed free discussion but 

encouraged a refocusing on expression and discussion of 

feelings relevant to the situation. Group leaders provided 

structure via topic presentation but took a passively 

unobtrusive role in discussions. For some sessions, taped 



56 

discussion topics and exercises were used to further mini-

mize group leader influence. 

Control group. Subjects in the control group partici-

pated in all regular ARU treatment and activities. Since 

control subjects were receiving treatment in the ARU, it was 

expected that positive changes would occur in the control 

group as well as the treatment groups but to a lesser 

extent. 

Results 

Appendix F shows means and standard deviations for each 

group. An analysis of variance was done on pretreatment 

scores to determine if there were initial differences among 

the groups (Table 1). A significant difference (p < 0.01) 

was found between groups on the CPI (self-control). Tukey's 

test reveals significant differences at the 0.05 level 

between the imagery group and the other two groups on pre-

treatment scores on CPI (self-control), with both control 

and discussion groups scoring higher on self-control than 

the imagery group prior to treatment. This indication of 

preexisting personality differences must be taken into 

account in interpreting the results. 

An analysis of covariance was done to statistically 

control for pretreatment variance, using pretreatment scores 

as covariants (see Table 2). On the CPI, a significant 

treatment effect was found on self-control (p < 0.05). 

Means were compared by Tukey's test. Imagery subjects 
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Table 1 

Comparison Among Groups on Pretreatment Measures 
and on Peer Rating Measure 

Response Measure 

Treatment 
Effect 

(£ Test) 

Group Means 

Control Discussion 

SD1 

Ia 

Social presence 1. .0623 28. ,83333 31 .65217 31. ,31250 

Self-acceptance 1. ,3120 16. 88889 18 .78261 19. 00000 

Self-control 

3 

4. 9201* 28. 11111 27 .00000 21. 68750 

Potency 0. 4457 4. 89053 4 .80435 4. 59722 

Evaluation 0. 1514 5. 57895 5 .43478 5. 45833 

Activity 1. 3013 5. 56579 5 .08348 5. 38889 

Experimental 0. 3917 5. 21474 5 .19565 4. 93333 

Overall 0. 3591 5. 31105 5 .13869 5. 09833 

)ing Skills Test 

Latency 1. 8278 13. 12842 8 .64261 13. 23611 

Variabili ty 2. 0586 4. 73684 5 .39130 4. 83333 

Self-rating 0. 1262 5. 42105 5 .17391 5. 33333 

Specificity 0. 1808 0. 84789 0 .83609 0. 81444 

Effectiveness 0. 7632 2. 52526 2, .65956 2. 50000 

r Rating 3. 2411** 5. 49000 5 .11130 5. 88222 

*p < 0.01 **p < 0.05 
a = California Psychological Inventory 
b = Semantic Differential 
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Table 1 - Continued 

Comparisons Among Means 
(Tukey's Test) 

Response Measure 
Control vs. Control vs. Discussion vs, 
Discussion Imagery Imaqerv 

CPIa 

Social presence 2.81884 2.47917 0.33967 

Self-acceptance 1.89372 2.11111 0.21739 

Self-control 1.11111 6.42361** C>I 5.31250* 

SDb 

Potency 0.08618 0.29330 0.20713 

Evaluat ion 0.14417 0.12061 0.02355 

Activity 0.48231 0.17690 0.30541 

Experiential 0.01908 0.28140 0.26232 

Overall 0.17236 0.21272 0.04036 

Coping Skills Test 

Latency 4.48581 0.10769 4.59350 

Variabili ty 0.65446 0.09649 0.55797 

Self-rating 0.24714 0.08 772 0.15942 

Specif icity 0.01181 0.03345 0.02164 

Effectiveness 0.13430 0.02526 0.15957 

Peer Rating 0.37870 C>D 0.39222 C<I 0.77092** 
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Table 2 

Significance of Treatment Effects 
and Intergroup Differences 

Adjusted Means 

Response Measure 

Treatment 
Effect 
(JF Test) Control Discussion Imagery 

CPIa 

Social presence 0.1237 29.9393 30.6041 30.4032 

Self-acceptance 1.1621 18.2328 18.4586 19.3904 

Self-control 4.2522* 26.2249 23.1754 28.0939 

SDb 

Potency 0.4579 4.9151 5.0162 5.1660 

Evaluative 0.2930 5.7558 5.5770 5.74 26 

Act ivity 0.3314 5.3712 5.4286 5.5743 

Experimental 0.3037 5.4090 5.4148 5.5938 

Overall 0.3003 5.3552 5.3961 5.5267 

Coping Skills Test 

Latency 2.0703 4.7861 7.5008 5.6154 

Variability 2.2691 5.4716 5.4106 5.8664 

Self-rating 2.2732 5.7533 6.1681 6.3789 

Specif icity 0.8405 0.8172 0.8825 0.8709 

Effect iveness 6.5023*** 2.5534 2.8712 2.9292 

*p < 0.05 **p < 0.001 ***p < 0.01 

a = California Psychological Inventory 

b = Semantic Differential 
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C o m p a r i s o n s Among Means 
( T u k e y ' s T e s t ) 

C o n t r o l v s . 
D i s c u s s i o n 

C o n t r o l v s . 
I m a g e r y 

D i s c u s s i o n v s . 
I m a g e r y 

0 . 6 7 9 1 C<D 0 . 4 7 3 9 C<I 0 . 2 0 5 3 D>I 

0 . 4 0 4 8 C<D 2 . 0 7 4 8 * C<I 1 . 6 7 0 0 D< I 

2 . 5 0 5 5 * C>D 1 . 5 3 5 6 C<I 4 . 0 4 1 1 * * D< I 

0 . 5 6 3 3 C<D 1 . 3 9 7 7 C<I 0 . 8 3 4 4 D< I 

0 . 9 3 5 8 C>D 0 . 0 6 8 9 C>I 0 . 8 6 6 9 D< I 

0 . 3 2 2 8 C<D 1 . 1 4 2 0 C<I 0 . 8 1 9 2 D< I 

0 . 0 3 1 4 C<D 0 . 9 9 6 6 C<I 0 . 9 6 5 2 D< I 

0 . 2 5 9 0 C<D 1 . 0 8 4 6 C<I 0 . 8 3 5 6 D< I 

2 . 7 4 5 1 * * * C<D 0 . 8 3 8 7 C<I 1 . 9 0 6 5 D>I 

0 . 3 7 3 6 C>D 2 . 4 1 9 7 * C<I 2 . 7 9 3 3 * * * D< I 

2 . 0 1 9 5 C<D 3 . 0 4 5 6 * * * C<I 1 . 0 2 6 1 D< I 

1 . 7 1 0 9 C<D 1 . 4 0 5 7 C<I 0 . 3 0 5 2 D>I 

4 . 0 5 3 0 * * C<D 4 . 7 9 2 7 * * C<I 0 . 7 3 9 7 D< I 
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scored significantly higher than control subjects on self-

acceptance (p < 0.05) and higher than discussion subjects on 

self-control (p < 0.001). Control subjects scored higher 

than discussion subjects on self-control (p < 0.05). Thus, 

imagery subjects showed more general improvement on 

personality factors, while discussion subjects scored 

significantly lower on self-control than either imagery or 

control subjects. 

The Semantic Differential (SD) did not reflect any 

significant differences between groups. The experimental 

dimension did show a significant positive change for all 

three groups at the 0.001 level of probability (control t = 

17.5579, discussion t = 23.1675, imagery t = 43.0086) but 

failed to reflect differences among the three groups. 

On the Coping Skills Test (CST), shown on Table 2, a 

significant treatment effect was found for effectiveness 

(P ^ 0.01) . When means were compared, imagery subjects 

showed significantly superior performance on variability 

than either control subjects (p < 0.05) or discussion 

subjects (p < 0.01) and scored higher than controls on self-

rating (p < 0.01) and effectiveness (p < 0.001). Discussion 

subjects also scored significantly higher than controls on 

effectiveness (p < 0.001) but lower than controls on latency 

(p < 0.01). Thus, imagery subjects generated a larger 

variety of coping strategies and felt more confident about 

their ability to do so, while the coping strategies of both 
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discussion and imagery subjects were more effective and/or 

appropriate than those of control subjects. 

An analysis of variance on Peer Rating scores (Table 1) 

yields a significant treatment effect (p < 0.05). Tukey's 

test shows that, to a significant degree (p < 0.05), imagery 

subjects were perceived by peers as being more likely than 

discussion subjects to remain sober. 

Table 3 shows results of t. tests on the two treatment 

conditions to compare differences between subjects with 

different leaders. In the discussion condition, no 

differences were found between subjects assigned to Leader 

#1 and those assigned to Leader #2. In the imagery condi-

tion, a significant difference was found between subjects 

assigned to Leader #1 and those assigned to Leader #3. This 

difference was on the measure of SD (experimental), with 

subjects under Leader #1 scoring higher than subjects under 

Leader #3. That is, subjects under Leader #1 rated them-

selves higher on the experimental measure (confident, 

assertive, effective, and able) than did subjects under 

Leader #3. Thus, group leader effects may have constituted 

a confounding variable. 

Table 4 shows Pearson correlation coefficients of 

number in group versus outcome on response measures. A 

significant negative correlation was found between number in 

group and outcome on CST (variability) (r = -0.2783, p < 

0.05) and Peer Rating (r = -0.3531, p < 0.05). Subjects who 
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Table 3 

Significance of Leader Effects^ 

Discussion Groups 2 

Leader #1 (n = 11) Leader #2 (n = 11) 

Response Measure Mean £D Mean SD t 

CPI a 

Social presence 30.1818 9.495 34.9091 5.822 -1.41 

Self-acceptance 18.6364 4.032 20.2727 4.174 -0.94 

Self-control 26.0909 5.839 25.7273 9.253 0.11 

SDb 

Potency 4.8636 0.719 5.0909 0.562 -0.83 

Evaluative 5.2273 1.132 5.7955 0.459 -1.54 

Activity 5.0000 1.101 5.6136 0.595 -1.63 

Experimental 5.3182 1.031 5.6136 0.4 52 -0.87 

Overall 5.0982 0.839 5.6218 0.484 -1.79 

Coping Skills Test 

Latency 7.4855 8.457 6.7273 4.453 0.26 

Variability 5.2727 1.191 5.6364 0.505 -0.93 

Self-rating 5.9091 0.831 6.2727 0.786 -1.05 

Specificity 0.8318 0.198 0.9236 0.115 -1.33 

Effectiveness 2.8482 0.532 2.9318 0.288 -0.46 

Peer Rating 4.9909 1.303 5.1809 0.759 -0.42 

*p < 0.05 
a = California Psychological Inventory 
b = Semantic Differential 
1 = t tests were done on posttreatment test scores. 
2 = One discussion subject was exposed to both leaders 

and is omitted from this analysis. 
3 = Three imagery subjects were exposed to both leaders 

and are omitted from this analysis. 
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Table 3 - Continued 

Response Measure 

Imagery Groups 3 

Response Measure 

Leader #1 (n = 9) Leader #3 (n = 6) 

t Response Measure Mean SD Mean SD t 

CPIa 

Social presence 4.1111 5.183 33.0000 6.450 0.37 

Self-acceptance 1.4444 4.216 22.1667 5.419 -0.29 

Self-control 4.5556 7.970 26.8333 2.137 -0.68 

SDb 

Potency 5.0833 0.893 5.3438 0.706 -0.66 

Evaluative 6.0278 0.755 5.5625 0.9 80 1.10 

Activity 5.8333 0.829 5.4688 0.930 0.85 

Experimental 6.0278 0.690 5.0938 1.077 2.16 

Overall 5.7378 0.736 5.3675 0.846 0.97 

Coping Skills Test 

Latency 6.5733 2.880 4.8537 2.231 1.36 

Variability 5.7778 0.441 6.0000 0.000 -1.42 

Self-rating 6.5556 0.527 6.3750 0.518 0. 71 

Specif icity 0.8833 0.088 0.8537 0.2 26 0.36 

Effectiveness 2.9256 0.336 2.9275 0.316 -0.01 

Peer Rating 5.8389 0.582 5.875 1.136 -0.08 
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Correlation of Number in Group 
to Outcome Measures 
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Response Measure 
Number 
in Group Response Measure 

Number 
in Group 

CPIa 
Coping Skills Test (Cont.) 

Social presence 0.0264 Self-rating -0.1766 

Self-acceptance -0.1926 Specificity 0.1079 

Self-control -0.0227 Effeet iveness -0.0599 

SDb 
Peer Rating -0.3531* 

Potency -0.1208 Daily Imagery Quest • 

Evaluative 0.0253 Clarity 0.0880 

Activity 0.0152 Control 0.1345 

Experimental 0.1356 Vividness 0.0581 

Overall 0.0354 Overall 0.0930 

Coping Skills Test Weekly Imagery Quest. 

Latency 0.1635 Clarity 0.1985 

Variability -0.2783* Effectiveness 0.2316 

*p < 0.05 

a = California Psychological Inventory 

b = Semantic Differential 

Note. Data on CPI, SD, CST, and Peer Rating gathered 

from all subjects combined, N = 60. Data on imagery ques-

tionnaires gathered from imagery subjects, n = 18. 
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experienced treatment in smaller groups generated a larger 

number of different coping strategies and were rated by 

peers as more likely to remain sober. 

Visual analysis of the between-group comparisons 

(Tables 1 and 2) suggests a strong tendency for imagery 

subjects to show more change in a positive direction than 

subjects in other groups. On 14 response measures, out of 

28 comparisons, the imagery group showed a superior score 24 

times and an inferior score four times. A chi square test 

was done on these comparisons and yielded a 2 value of 

16.1334 (df = 1, p < 0.001). 

Table 5 shows the Pearson correlation coefficients of 

imagery scores compared to other outcome measures for the 

imagery group. The CPI shows significant correlations with 

the Weekly Imagery Questionnaire (WIQ). A negative correla-

tion is found between WIQ (clarity) and CPI (self-control) 

(r = -0.6567, jp < 0.01). Subjects who were better able to 

image a specific model thus scored lower on self-control 

factors. No significant correlation was found between the 

CPI and the Daily Imagery Questionnaire (DIQ). 

The Semantic Differential (SD) does not correlate sig-

nificantly with the WIQ but does show positive significant 

correlations with a number of measures on the DIQ. The SD 

(potency) correlates to DIQ (clarity) at the 0.05 level of 

probability. There are also correlations at the 0.01 level 

of probability or better between SD (activity, experimental, 
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and overall) and DIQ (clarity and control), and at the 0.05 

level between SD (activity, experimental, and overall) and 

DIQ (overall). Thus, subjects who reported imaging the 

practice situations more clearly and more fully (and who 

overall reported better imagery) also rated themselves more 

positively in general and especially in terms of being 

active and able, while clearness of imagery was also related 

to rating oneself as more potent. 

Three of the measures on the CST correlate signifi-

cantly with imagery scores. CST (latency and variability) 

correlate with DIQ (clarity, vividness, and overall) and 

with WIQ (clarity), while CST (self-rating) correlates with 

WIQ (clarity). Overall quality of imagery, ability to image 

clearly, and ability to image in detail were thus related to 

faster reaction time on the CST and ability to generate more 

coping strategies; ability to image a specific model on 

practice imagery was also associated with a tendency to feel 

more confident about knowing how to cope with problematic 

situations. 

Peer Rating correlates significantly at the 0.05 level 

of probability with two measures on the DIQ, clarity and 

control. Subjects who reported imaging the practice situa-

tions more clearly and completely were seen by peers as more 

likely to stay sober. 

The Daily Imagery Questionnaire is significantly 

related to more outcome measures than the Weekly Imagery 
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Questionnaire. Clarity, while demonstrating lower cor-

relation coefficients on the significant correlations than 

either control or vividness, correlates with more measures 

than either of the other two. 

Figure 1 shows a frequency distribution of subjects' 

responses regarding consequences of imaged coping behavior. 

Subjects failed to image a model in a situation more often 

than they failed to image themselves. However, when they 

did image a model interacting in the situation, they were 

more likely to image consequences of the model's actions, 

and those consequences were more often favorable than the 

consequences they reported for their own imaged coping. 

The effectiveness and appropriateness of the coping 

behavior imaged were, surprisingly, rated by judges as no 

higher than the pretreatment effectiveness scores on the CST 

for those subjects: 

Mean SD 

Weekly Imagery Questionnaire 2.468 0.4192 

Coping Skills Test, pretreatment 2.500 0.5215 

Coping Skills Test, posttreatment 2.914 0.3116 

Demographic data were collected (see Appendix G) and 

were analyzed by means of Pearson correlation with outcome 

data (Table 6). On the CPI, Social Presence shows signifi-

cant correlations with age (r = -0.3705, p < 0.01) and 

education (r = 0.3293, p < 0.01). Self-acceptance is 

related to education (r = 0.2749, p < 0.05) and years of 
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drinking problem (r = -0.2832, £ < 0.05). Self-control is 

related to age (r = 0.2351, £ < 0.05), years of drinking 

problem (r = 0.2476, p < 0.05), number of rehabilitation 

attempts (r = -0.4009, p < 0.05), and environmental support 

(r = -0.2967, p < 0.05). Thus, older men showed less social 

presence and more self—control. More highly educated men 

were more socially confident and more self—accepting. Men 

who had had a drinking problem for a longer time were less 

self-accepting but more self-controlling, and men who had 

been hospitalized more often for treatment of alcoholism, 

as well as those who had less environmental support in terms 

of family or job waiting, tended to be less self-controlled. 

The Semantic Differential correlates significantly with 

two demographic dimensions, education and environmental 

support. Potency was positively related to education (r = 

0.2428, p < 0.05) and environmental support (r = 0.3555, p 

< 0.05). Activity was positively related to education (r = 

0.3178, p < 0.01). The experimental scale was positively 

related to education (r = 0.2313, p < 0.05). Overall 

measure was positively related to education (r = 0.2369, p < 

0.05) and environmental support (r = 0.3021, p < 0.05). The 

evaluative dimension was not significantly related to any 

of the demographic dimensions. More highly educated men 

evaluated themselves more positively overall and in par-

ticular as being potent, active, and able. Men with jobs 
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or families waiting were more likely to see themselves as 

potent and in a generally positive light overall. 

On the CST, only effectiveness showed significant 

correlations with the demographic data. Effectiveness was 

negatively related to age (r = -0.3104, p < 0.01) and posi-

tively related to environmental support (r = 0.3369, p < 

0.05). Younger men who had jobs or families tended to 

generate coping strategies that were more effective and 

appropriate. 

Peer Rating showed a significant positive correlation 

with education (r = 0.2378, p < 0.05). More highly educated 

men were seen by their peers as more likely to stay sober. 

Both imagery questionnaires were also compared to 

demographic data by means of Pearson correlations (Table 7). 

The DIQ showed significant correlations with all demographic 

dimensions except environmental support. Clarity was 

positively related to age (r = 0.4983, p < 0.05), education 

(r = 0.4762, p < 0.05), and years of drinking problem (r = 

0.5392, p < 0.05). Control was positively related to age 

(r = 0.4270, p < 0.05), education (r = 0.5701, p < 0.01), 

and years of problem (r = 0.5626, p < 0.01). Vividness was 

positively related to education (r = 0.5667, p < 0.01) and 

number of rehabilitation attempts (r = 0.6443, p < 0.05). 

The overall DIQ score was positively related to education 

(r = 0.5934, p < 0.01), years of problem (r = 0.4544, JD < 

0.05), and number of rehabilitation attempts (r = 0.5847, 
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p < 0.05). Thus, older men reported imaging the practice 

situations more clearly and more completely. More highly 

educated men were able to image the situations more clearly, 

completely, and in detail and showed a better overall 

ability to image. Men who had had a drinking problem for a 

longer time imaged more clearly and completely and reported 

better overall quality of imagery. Men who had been 

hospitalized more frequently for alcoholism were able to 

image the situations in more detail and reported higher 

overall quality of imagery. 

Only one significant correlation was found between 

demographic data and the WIQ. Effectiveness was positively 

related to education (r = 0.5475, p < 0.01), indicating that 

more highly educated men generated coping strategies that 

were more effective and/or appropriate. 

Discussion 

Overall, results tend to support the prediction that 

imagery subjects will show greater positive change than 

other subjects and that quality of imagery will relate 

positively to other measures; the prediction that more 

imagery subjects would volunteer continuance could not be 

tested since only three discussion subjects and two imagery 

subjects voluntarily participated in extra treatment ses-

sions. Discussion subjects did significantly better than 

controls on only one measure, while imagery subjects did 

significantly better than controls on 4 of 14 measures and 
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significantly better than discussion subjects on 3 of 14 

measures. On all comparisons among means which yielded 

significant differences, the differences were in favor of 

the imagery subjects. Furthermore, a strong tendency is 

shown at a nonsignificant level for imagery subjects to do 

better on almost all measures than either control or discus-

sion subjects. Three of the four response measures (SD, 

CST, and Peer Rating) correlate at a significant level of 

probability with at least one measure of quality of imagery, 

and all significant differences except that on CPI (self-

control) are in the predicted direction; i.e., quality of 

imagery is positively related to good scores on other 

measures. Quality of imagery seems to be the most clearly 

related to outcome on the SD and on the latency and 

variability measures on the CST. Support for the efficacy 

of the imagery technique is further strengthened when one 

looks at the analysis of the quality of imagery (Table 7). 

Those measures on which the imagery subjects scored sig-

nificantly better than did discussion subjects are also 

measures which show a significant correlation with quality 

of imagery. It is thus clearly demonstrated that the supe-

rior performance of imagery subjects is actually due to the 

treatment effect of imagery. 

It is not clear why the discussion group did more 

poorly than control subjects on CPI (self-control) and CST 

(latency). Possibly the fact that the discussion group 



79 

treatment encouraged expression of feelings contributed to 

a loosening of self-control. It may also be that, having 

heard many differing opinions and ideas in the discussion 

groups about how to handle drinking-related situations, dis-

cussion subjects were more uncertain about what constitutes 

a "proper" response to a given situation. 

Both treatment groups did better than controls on the 

CST (effectiveness) measure. This suggests that both types 

of intervention increased the skill of the subjects in 

generating effective and appropriate ways of coping with 

drinking-related situations. 

Looking at the response measures, it appears that the 

effect of the imagery treatment is most clearly reflected on 

the CPI, the CST, and Peer Rating, thus showing an effect on 

personality, skill, and how one is perceived by others. The 

SD, including the experimental dimension, does not con-

tribute any useful information to a comparison of the three 

groups. However, the fact that quality of imagery as 

reflected on the DIQ is positively related to self-

evaluation on the SD (Table 7) suggests that some effect 

exists. Perhaps the SD is less sensitive to the imagery 

effect and overall quality of imagery among the subjects is 

not high enough for the imagery subjects as a group to show 

significant differences on the SD. 

Voluntary Continuance also proved to be an ineffective 

measure of subjective liking for either technique. For both 
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treatments, sessions were conducted in the evening during 

subjects' free time so as to avoid disrupting the regular 

alcoholism treatment program. Apparently neither technique 

was sufficiently appealing to entice many subjects to volun-

teer their free time for more than 3 weeks. 

The Coping Skills Test reflected effects of imagery 

treatment on variability, self-rating, and effectiveness. 

Imagery training appears to increase the ability of subjects 

to generate both quantity and quality of coping strategies, 

while the discussion treatment improved only quality. The 

imagery treatment also appears to have a greater effect on 

subjects' confidence in their knowledge of how to cope with 

critical situations. The specificity measure does not 

appear to be useful in reflecting treatment differences. 

Latency is the measure which Chaney et al. (1978) found to 

have a high predictive value regarding actual drinking 

behavior after treatment, and disappointingly, the imagery 

subjects showed no significant difference when compared to 

the other two groups. Thus, while imagery subjects gen-

erated more variability of coping strategies than discussion 

or control subjects, more effective strategies than control 

subjects, and rated themselves more confident about gener-

ating coping strategies to the test situations, they did 

not have significantly faster reaction times to the test 

si tuat ions. 
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Peer Rating also proved a discriminatory measure, with 

imagery subjects being seen by peers as more likely than 

discussion subjects to remain sober. The fact that Peer 

Rating correlates significantly with clarity and control 

measures on the DIQ suggests that it is imagery which 

affects this measure rather than number in group. Perhaps 

the fact that imagery subjects feel more confident of their 

ability to respond to the CST critical situations general-

izes to their attitude toward the situations they are 

actually likely to encounter when they leave the ARU and 

this confident self-evaluation is perceived and endorsed by 

their peers. 

Among the demographic dimensions analyzed, education 

appears to have the most salient effect on outcome scores, 

showing a relationship with every measurement instrument 

except the CST. This may reflect the greater ability of 

more highly educated subjects to comprehend the written test 

instruments. Only on the CST, the only nonwritten measure 

except for Peer Rating, was there no significant relation 

with education. 

Group size is significantly related in a negative 

direction to two measures, CST (variability) and Peer 

Rating. The negative relation to CST (variability) means 

that as the size of the group increases, the variability 

of coping techniques generated (or expressed on the test) 

decreases. The generation of coping techniques is a very 
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individual matter, and both the discussion groups and the 

imagery groups approached it in an individualized manner, to 

help each individual devise coping strategies that would fit 

his own situation. Group size may thus have a direct 

effect, by allowing discussion to focus more frequently on a 

given subject in the discussion condition, or by allowing 

the leader to spend more time working on individualized 

imagery situations in the imagery condition. 

The negative relation of group size to Peer Rating 

(i.e., that as the size of the group increases, the rating 

by peers becomes more critical) may reflect the traditional 

finding in social psychology that better-known persons are 

more positively rated than less well-known persons since 

members of small groups are more likely to become familiar 

with each other. 

On the other hand, an alternative explanation of the 

findings involving group size may simply be that these 

findings are artifacts of the imagery treatment effects. 

Imagery groups on the whole tended to be smaller than dis-

cussion groups, and both CST (variability) and Peer Rating 

are measures on which the imagery group showed significant 

superiority to the discussion group. 

Several conditions weaken the interpretation of the 

results of this study. There are several indications that 

the three groups differed prior to treatment. Demographic 

data (see Appendix G) reveals that control subjects tend to 
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be older and to have a longer history of problem drinking 

than treatment subjects. The analysis of variance on pre-

treatment measures also indicates that the imagery group is 

different in composition from the other two groups. These 

pretreatment differences may be a result of the nonrandom 

selection forced by the small population size. In addition, 

the imagery group suffers a much greater attrition rate than 

the other two groups, with 12 subjects dropping out of the 

study as compared to two subjects in the discussion group 

and none in the control group. The reasons for dropping 

out varied; some subjects discharged from the entire ARU 

program, some did not like the imagery sessions, and a few 

appeared unable to learn to relax and/or image sufficiently 

well to benefit from the training. The higher attrition 

rate may well be related to the fact that imagery subjects 

appeared to be lower in self-control. In summary, it is 

apparent that differences existed between groups that are 

unrelated to treatment effects, and interpretation of the 

results must be qualified accordingly. 

Findings of the present study suggest a number of 

implications for future research. One obvious implication 

is that random selection of subjects should be made to 

enable a more confident interpretation of the results. A 

larger population would enable simultaneous drawing of 

groups. 
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The finding of an effect due to imagery leader differ-

ences on SD (experimental) suggests that better training of 

imagery leaders is indicated. Leader #1 is the author of 

this study, experienced in group techniques in general and 

imagery in particular. Leader #2 is a graduate intern in 

clinical psychology and is also experienced in group tech-

niques. Leader #3 is an undergraduate psychology student 

given minimal training in group imagery techniques. Using 

leaders with equivalent amounts of training and experience 

would enable a better control of leader effects. 

A factor not considered in this study is the extra 

individual attention received by imagery subjects. Imagery 

might be called "individual therapy provided in a group 

setting." This is one of its values, as it is very effi-

cient as to personnel man hours, but it also introduces a 

possible confounding variable. It would be useful to add 

another attention-placebo group which receives individual 

therapy, in addition to the group receiving group treatment. 

Several difficulties in the procedure emerged in the 

course of this study which have implications for future 

research. First of all, a number of the subjects had 

trouble learning the relaxation and imagery techniques. 

During the relaxation phase of the session, some subjects 

tended to fall asleep while others could not relax fully. 

Such subjects had to be worked with individually to 

determine the most effective way for that subject to relax 
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appropriately. The imagery itself also provided diffi-

culties for some subjects, who were able to image the 

situations vaguely or not at all and had to be coached. For 

some subjects, a significant portion of the 3 weeks' experi-

ence was engaged in learning to relax and image, and their 

outcome scores therefore reflect less than 3 weeks' actual 

imagery practice. Pretreatment training in imagery 

techniques has been found to be effective (Achterberg and 

Lawlis, 1980) and would probably have improved the ability 

of the subjects to utilize the imagery technique effec-

tively. 

Another part of the procedure which would benefit from 

change involves the imagery session tapes, which were found 

to be too structured. The situations recorded did not 

always fit the life realities of a given subject, and the 

subject then had to be helped to restructure the imagery 

situation to better fit his own life. In such cases, it was 

necessary to instruct the subject to ignore portions of the 

tape and substitute his own imaged scenario. The tapes 

would be more versatile if the situations were described in 

more general terms and left open to the subject to develop 

to fit his own life. 

The surprisingly low-rated effectiveness scores on the 

Weekly Imagery Questionnaires suggest that more care must be 

given to monitoring the content of the imagery, to be sure 

the subject is imaging behavior that is actually effective 
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and appropriate. The relatively low scores may also reflect 

a weakness in the Weekly Imagery Questionnaire format, 

namely that subjects tended to write answers far briefer and 

less fully explained than those given verbally on the CST. 

Also, since subjects were sometimes responding to individ-

ualized versions of the taped situations, their coping 

strategy was not always in response to the situation for 

which it was being rated, and this was not always clear on 

the questionnaire. More accurate data could have been 

collected had the Weekly Imagery Questionnaires been admin-

istered verbally, with both the imaged situation and the 

imaged coping behavior clearly described. 

Overall, the results of this study are very encourag-

ing. Imagery is a technique that is seldom consciously used 

by most people in their daily life, and many of the subjects 

expressed doubts and some discomfort about both their ability 

to image and the relevancy of imagery to their alcohol 

rehabilitation. Despite this initial mildly negative or 

skeptical mental set, and with only informal imagery train-

ing, most of the subjects became quite adept by the end of 

the 3-week period and several described attempts to apply 

the technique during weekend visits home. Two of the sub-

jects requested copies of the imagery tapes to use after 

discharge. 

The data obtained in this study clearly demonstrate the 

superior performance of the imagery group on measures of 



87 

self- and other-percept ion and of ability to actually 

generate effective coping skills. While a number of 

weaknesses became apparent in the methodology and temper 

generalizations of the results, the data are sufficiently 

encouraging to strongly support the advisability of further 

research on the use of imagery as a treatment in alcoholism. 
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Appendix A 

Coping Skills Test 

1. The guys at work start passing a bottle or popping 

beers, and soneone hands you a drink; there you are with it 

in your hand. You say, "No thanks," and try to hand it 

back. They won't take it—they say, "Hey, come on, loosen 

up." What do you do or say? 

2. You've given up your old drinking friends and 

haven't made any new friends yet. You find yourself driving 

home one Friday evening, with no one to do anything with 

that weekend, and you feel very lonely and depressed. What 

do you do or say? 

3. Your wife or a friend starts getting on your case, 

telling you what to do and pressing you. You start getting 

mad, resent what they are doing. What do you do or say? 

4. You've been home from the ARU for a while and doing 

OK with your sobriety. You start wondering if the treatment 

worked, if you really could handle drinking now. You get to 

feeling like testing it out. What do you do or say? 

5. Your boss keeps asking you to put in overtime. 

You're overworked as it is and don't want to put in so much 

overtime, but you need the job and know your boss is demand-

ing and has a short temper. What do you do or say? 

6. You're eating out at a fancy restaurant on a 

special occasion with a group of friends. When the waitress 
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comes over, everyone orders a drink before dinner. The 

waitress looks at you and waits for your order. Everyone 

seems to be looking at you. What do you do or say? 
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Semantic Different ia l 
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strong 

d i r ty 

f a s t 

deep 

unsure 

valuable 

submissive 

passive 

large 

ineffect ive 

hot 

so f t 

ugly 

able 

dull 

tas ty 

weak 

clean 

slow 

shallow 

confident 

worthless 

assert ive 

active 

small 

e f fec t ive 

cold 

hard 

beautiful 

helpless 

sharp 

d i s t a s t e fu l 
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INSTRUCTIONS FOR THE SEMANTIC DIFFERENTIAL 

This scale is to indicate how you see yourself in relation to a number 
of qualities or ideas. It consists of sets of words that are opposites. 
Cn each set of words, put a checkmark near whichever word describes or 
relates to you more. Show how much the word relates to you or describes 
you by how close you put your checkmark. 

If you feel that one word of the pair relates to you VERY MUCH ard the 
other relates to you HARDLY AT ALL, you should place your checkmark as 
follows: 

fair x : : : : : : unfair 

If you feel that one word MOSTLY relates to you, place your checkmark as 
follows: 

fair : x : : : : : unfair 

If one word seems ONLY SLIGHTLY more related to you than the other, 
check as follows: 

fair ' : x : : : : unfair 

or 

fair : : : : x : : unfair 

If both words relate to you equally well, check the middle space: 

fair : : : x : : : unfair 

Vfork fairly quickly. It is your first impression that is important. If 
a set of words doesn't seem to fit you, choose between them on the basis 
of which one "feels" irore right or seems more related to you. 

Mark every one of the 16 word sets. Never put more than one checkmark 
on a single scale. Put your checkmarks IN THE MIDDLE OF SPACES, not 
between them: 

fair : : x : : : : unfair 

NOT 

fair J • x : : : unfair 
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Appendix C 

Name 

Date 

DAILY IMAGERY QUESTIONNAIRE 

Cn a scale from 1 to 5, ra te how clearly you imagined the scenes (1 = 
not able to imagine them a t a l l ; 5 = able to imagine them very c lear ly) . 

Not a t a l l 1 2 3 4 5 Very clearly 

On a scale from 1 to 5, rate how much of the s i tuat ion you were able to 
imagine (1 = almost none of i t ; 5 = a l l of i t ) . 

Almost none 1 2 3 4 5 All of i t 

On the following questions, c i rc le the answer that f i t s you: (yes) or 
(no). If you c i rc le "yes", give a very brief description. 

Did you notice what kind of a day i t was in the scene (sunny, cold, 
e tc . )? (yes) (no) Briefly describe. 

Did you notice the clothes you were wearing? (yes) (no) Briefly 
describe. 

Did you see any of the people clearly (e .g . , color of eyes or ha i r , 
short or t a l l , thin or fa t )? (yes) (no) Briefly describe. 

Did you see expressions on people's faces (smiling, angry, e tc . )? (yes) 
(no) Briefly describe. 

Did you hear any sounds (music in the background, people talking, e tc . )? 
(yes) (no) Briefly describe. 

Were you aware of any feelings in reaction to what you imagined? (yes) 
(no) Briefly describe. 
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Name 

Date 

WEEKLY IMAGERY QUESTIONNAIRE 

Who was the model you saw? 

What did he do to cope with the situation? 

Did anything happen after the model acted? (yes) (no) 

If sanething happened as a result of what the model did, indicate by 
circling whether the results were (favorable) (neutral) (unfavorable) 
(no consequences), and briefly describe what happened. 

What did YOU do to cope with the LAST situation? 

Did anything happen after you acted? (yes) (no) 

If something happened as a result of what the you did, indicate by 
circling whether the results were (favorable) (neutral) (unfavorable) 
(no consequences), and briefly describe what happened. 
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Appendix D 

Imagery Script* 

Relaxation Instructions: 

Sit or lie in a comfortable position, with your head 

and arms supported. Take a moment to get comfortable ... 

Pick a spot on the wall and look at it. While I count down 

from 10, let your eyes grow tired and heavy. 10, 9, 8, 7, 

6, 5, 4, 3, 2, 1. Let your eyes close gently and let your 

body relax. Concentrate on your breathing. Breathe deeply 

and slowly, comfortably ... every time you let a breath out, 

let out your tension with it ... breathe in, breathe out your 

tension ... with each breath, feel more and more of your 

tension leave your body, so you are more and more relaxed 

... each time you breathe out, tell yourself R-E-L-A-X ... 

I'm going to count down from 3, and when I reach 1, I want 

you to feel twice as relaxed as you do now. 3, 2, 1 ... 

Now, while you continue to breathe deeply and slowly, turn 

your attention to your feet. Let your feet relax, let all 

of the tension flow out of your feet ... let them become 

loose and warm, all the muscles relaxed ... Now your legs, 

all down your legs, let the tension drain out ... let all 

the muscles relax, let go ... feel your legs and feet warm 

and heavy, wonderfully relaxed ... Your hips, let them 

*Scripts are reported as verbally taped and do not 
always reflect correct grammar. 



Appendix D - Continued 95 

relax ... your stomach, relax ... all of your body from your 

waist down, let the tension flow down and out through your 

feet ... feel how all of your lower body is loose, warm and 

heavy ... Enjoy the wonderful feeling, letting go ... Con-

tinue to breath, slowly and deeply ... Now your arms, let 

all the tension flow out of your arms, flow down and out of 

your fingertips, so that your arms and hands are loose and 

relaxed ... Your shoulders, let go of the muscles in your 

shoulders, let them slump ... now all down your back, all 

the little knots of tension, let them loosen and melt away 

... your chest ... let all of your body enjoy the wonderful 

feeling, the relief, of letting go ... Let your neck relax, 

let your head sag loosely, as all the muscles in your neck 

go loose and relaxed ... all the tiny muscles in your scalp, 

let your scalp be loose and smooth ... the muscles in your 

face, around your eyes and jaw, let them relax ... let your 

jaw sag gently as the muscles let go ... Now if there is 

any tension anywhere in your body, pay attention to that 

part and let it relax ... continue to breathe slowly and 

deeply ... feel your body floating, heavy and loose, wonder-

fully relaxed ... feel the blood flowing through your body, 

warming all the parts of your body, to the tips of your 

fingers and down to your toes ... Take a moment to enjoy 

the feeling of wonderful relaxation, of peace ... 
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Imagery Script #1 

II. I'd like you to imagine that you're walking on a beach 

by the ocean in the summertime ... the sand is hot and 

gritty under your bare feet as you dig your toes into it ... 

the waves roll in, sparkling in the sun ... hear the gentle 

rush of the waves ... the hoarse caw of the seagulls gliding 

over the water ... smell the salt in the air, the sour sea-

weed ... feel the heat of the sun beating down on your 

head, your shoulders ... turn your face up to the sun and 

let it warm your face as you squint your eyes against its 

brightness ... on your face you feel a smile as you drink in 

the heat, the brightness, the sounds and smells ... 

III. Now, while your body is relaxed and your mind is quiet, 

I'd like you to think about what you're learning here at the 

ARU. While of course you will try to stay away from drink-

ing situations, this is a drinking society and sometimes you 

will find yourself around people who are drinking or will 

feel a social pressure to take a drink. At these times you 

must "dare to be different," you must not be controlled by 

the influence of other people. Each time you choose to be 

different, to not drink, you will make yourself stronger and 

it will be easier the next time. 

IV. Now I want you to imagine that you're back at home and 

have gone back to work. It's a Friday afternoon and you're 

riding home from work with several of the guys you work 

with. They pass a bar and on an impulse decide to stop and 
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have a few drinks before going home. They immediately turn 

the car around, pull up in front of the bar and get out. I 

want you to see yourself standing there in the parking lot, 

looking at the bar. See the bar in your mind's eye ... the 

neon signs in the window ... the door is open and the sounds 

spill out—the music, the people talking ... the smell of 

liquor ... you see it dark inside, people sitting at the 

bar, the jukebox bright ... your friends are walking toward 

the door and you feel a pull to go in, to follow them 

through the door ... Now see yourself becoming aware and 

coping with this situation ... notice how you feel ... 

Now I want you to think of a model, a sober alcoholic 

you think could handle this situation, and see this happen-

ing to him. See him standing outside the bar with you—take 

a moment to get the scene clearly in your mind ... now see 

how he handles it, see him handling it effectively, and see 

what happens ... 

Now I want you to imagine a different situation. I 

want you to see yourself at a party. Picture the room ... 

it's a small room, a living room in someone's home ... the 

furniture is moved back, to make room ... the lights are dim 

... people are moving around, talking and laughing, with 

drinks in their hands ... there is a hum of conversation, 

music playing ... see yourself standing there, watching the 

people having fun ... you look at them, loose and getting 

high, getting a little silly, and you feel kind of out of 
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place and awkward, awfully sober and stiff while everyone is 

having fun ... a drink or two would loosen you up, then you 

could relax and fit in, could have fun too ... Now become 

aware and respond to this situation—do what you need to do 

to handle it .. . see what happens, how you feel ... 

V. Every time you take responsibility and choose not to 

drink, you make yourself stronger and stronger. By practic-

ing in your mind making good decisions, by all that you are 

doing here in the ARU, you are doing good things for your-

self. Every day will be a little better and you'll be a 

little stronger and like yourself more. Take a moment to 

feel good about the good things you are doing for yourself, 

making yourself stronger and better ... 

In a moment I will count to 3. When I reach 3, you 

will open your eyes and will feel alert and refreshed. 1 

... 2 ... 3. 
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Imagery Script #2 

II. I'd like you to imagine that you're standing face to 

face with someone you love that loves you—take a moment to 

see them clearly in your mind ... see their face, eyes 

looking into yours ... mouth curved in a smile, gentle and 

loving ... hair blowing gently in the wind, gleaming in the 

sun ... looking at you with love, eyes speaking to you ... 

reach out and touch their shoulder or face, feel the warmth 

... tell them what you want to say and hear their answer ... 

III. Now I'd like you to think about what you've been learn-

ing at the ARU. When things happen that frustrate us or 

make us really angry, sometimes it is hard to make ourselves 

say something about it—we want to avoid an argument, or are 

afraid we'll lose our cool. But this kind of frustration 

and resentment can tempt us into drinking if we don't deal 

with it. We need to get these things out in the open, 

calmly tell people how we feel, stand up for ourselves 

calmly rather than just feel angry and powerless. 

IV. I want you to imagine that you have been promised that 

a job will be waiting for you when you go home from the ARU. 

Soon after you get home, you get up in the morning and get 

dressed and go down to see the boss. He waves you into the 

office and offers you a chair. See yourself sitting there. 

See the office around you, the furniture ... see the boss, 

his face ... he's not looking you in the eye, he looks 

uncomfortable, he shuffles papers around ... you suddenly 
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get an apprehensive feeling, something is wrong ... He says, 

"Listen, I couldn't wait for you, I had to give that job to 

someone else." You sit there and look at him ... he 

PROMISED, it was supposed to be all set, now what are you 

going to do, what are you going to tell people—you feel 

betrayed, angry, frustrated ... See yourself coping with 

this situation--say and do what is appropriate ... notice 

how you feel after you have acted ... 

Now imagine that this is happening to a sober alcoholic 

that you want to use as a model ... see him sitting in the 

office ... the boss has just told him he gave the job to 

someone else ... see the expression on your friend's face, 

the anger and shock ... now see him cope with the situation 

effectively and appropriately, see what he says and does ... 

imagine how the boss responds ... 

Now I'd like you to imagine another situation. Think 

about when you leave the ARU and go home. Imagine how your 

family and friends will be glad to have you home, will wel-

come you. You'll feel a little strange at first, being back 

home, but it'll be a good feeling too, back with the people 

who care about you. Imagine for a moment what it'll be like 

going home ... After a while, though, you start noticing 

that people are acting differently toward you. Your family, 

or your friends or your boss, seem to be acting kind of 

careful around you, maybe looking at you a little funny like 

they're looking to see if you're different, or if you're 



Appendix D - Continued 101 

really going to stay sober ... They go out of their way to 

not drink around you ... treat you extra nice like they 

think they have to coddle you. You come into a room and 

people stop talking and give you a guilty look, and you know 

they were talking about you. Your friends start to suggest 

stopping for a few beers, then they suddenly look at you or 

are uncomfortable and uneasy ... you begin to feel like 

everyone is tiptoing around you ... you start feeling guilty 

at making people uncomfortable or disrupting the routine. 

You feel resentful that they should treat you as though 

suddenly you're a different person than you were before, 

like they have to be extra polite or careful around you. 

You start feeling in the way. Take a moment to imagine how 

you will feel ... Now do something about this situation, 

cope with it as effectively as you can ... 

V. Every time you take responsibility and choose to cope 

with situations rather than to drink, you make yourself 

stronger and stronger. By practicing in your mind making 

good decisions, by all that you are doing here in the ARU, 

you are doing good things for yourself. Every day will be a 

little better and you'll be a little stronger and like your-

self more. Take a moment to feel good about the good things 

you are doing for yourself, making yourself stronger and 

better ... 

In a moment I will count to 3. When I reach 3, you 

will open your eyes and will feel alert and refreshed. 
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1 ... 2 ... 3. 
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Imagery Script #3 

II. I'd like you to imagine that you're walking outdoors on 

a crisp autumn day. Look around you and see the fall colors 

of the trees—yellow, red, gold, brown ... you kick the 

fallen leaves as you walk ... see the breeze stir through 

the leaves ... feel it chill on your body, ruffling your 

hair, making you pull your sweater closer ... the sky is a 

brilliant blue, with wisps of cloud scudding across the sky 

... the sun is weak but feels good on your face as you turn 

your face up to it ... you feel very alive, stimulated by 

the chill and the bright day—the joy of being alive wells 

up in you ... 

III. Now I'd like you to think about what you've been learn-

ing at the ARU. You are responsible for your own life, for 

planning your life in such a way as to keep busy, feel use-

ful, and satisfy your needs. But even though you plan well, 

sometimes everything will seem to start going wrong and you 

will find yourself feeling down or uptight. This is a 

dangerous time when you will feel the old urge to drink; but 

you CAN do something about it, you still have the choice not 

to drink. 

IV. Imagine a day when everything has been going wrong, you 

feel discouraged and depressed. You keep going through the 

workday but the bad, depressed feelings are settling heavier 

and heavier on you. You feel restless and despairing; 

nothing seems to be worth it, despite all your efforts 
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nothing seems to be working out. You go home from work and 

find yourself alone in the house. The house is silent and 

empty. You feel all alone in the world, your life a fail-

ure, after all that you've done you aren't happy anyway, it 

doesn't seem like you've gained much by being sober. A 

drink would make you feel better, make you forget every-

thing, your depression, your loneliness ... what do you have 

to stay sober for anyway? ... Now see yourself become 

aware that you are in a B.U.D., see yourself coping with 

this situation the best you can ... notice how you feel as a 

result of what you did ... 

Now think of a model, a sober alcoholic you think could 

handle this situation—take a moment to see him in this 

situation, see him on a day when everything seems hopeless 

and not worth it, see him sitting in the silent house, 

slumped and depressed ... Now see him become aware and cope 

with the situation effectively, see how he handles it and 

what happens ... 

Now I'd like you to imagine yourself in another situa-

tion. Imagine that you're getting ready to go for a really 

important interview. Your boss in considering you for a 

promotion that you want very much, he's going to choose 

between you and another guy, and it all hangs on how you do 

in this interview. This promotion is really important to 

you, you want it very badly, and you're very nervous about 

how you're going to do in the interview, how you're going to 
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come across. As the time draws nearer, you get more and 

nervous. Your hands are sweating as you think about 

it, you feel your heart skipping, you're so tense and 

anxious your body feels tight and you can hardly sit still 

... The thought enters your mind, a drink would help, just 

one little drink to calm you down so you'll do well in this 

interview ... Now become aware and see yourself coping with 

this situation ... notice how you feel as a result of what 

you did ... 

V. Every time you take responsibility and choose to deal 

with things rather than to drink, you make yourself stronger 

and stronger. By practicing in your mind making good deci-

sions, by all that you are doing here in the ARU, you are 

doing good things for yourself. Every day will be a little 

better and you'll be a little stronger and like yourself 

more. Take a moment to feel good about the good things 

you are doing for yourself, making yourself stronger and 

better . .. 

In a moment I will count to 3. When I reach 3, you 

will open your eyes and will feel alert and refreshed. 1 

... 2 ... 3. 
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Imagery Script #4 

II. I'd like you to remember a time when you were lying in 

the sun, enjoying its heat and feeling peaceful. Maybe at a 

pool, or on the beach, or somewhere by yourself ... I'd 

like you to imagine that you're back in that time ... see 

yourself lying there ... see the sun, bright and glaring in 

the sky ... feel its heat on your body, soaking into your 

body ... hear the wind, feel it blowing cool across your 

body ... hear the birds, the noises around you ... see the 

deep blue of the sky, the white clouds drifting ... feel the 

sun and the peace soak into your body... 

III. Now I'd like you to think about what you have been 

learning here at the ARU. Drinking is a habit, a habit 

we've drummed in for a long time, and it's hard to break old 

habits. Even though you're determined to break this habit, 

sometimes you'll find yourself reaching for that drink or 

thinking of it without even realizing what you're doing. We 

have to REPLACE that habit with something better; when we 

find ourselves, out of habit, wanting a drink, we have to 

immediately become aware, remind ourselves why we don't 

intend to drink, and substitute some better activity. 

IV. Imagine that you've left the ARU, gone back home to 

your old life. Back in the same house, the same job or 

activities, the same people as before. It seems just like 

before, like nothing has changed, the ARU is just a memory 

and you're back in the routine of your life. See yourself 
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at work—the same routine, just like you hadn't been away. 

When the workday is over, you feel kind of funny—you used 

to go get a few drinks after work, but now you can't do 

that—it feels funny, almost lonely to have nothing to do 

after work ... you go home, get comfortable, and sit down in 

your chair ... it feels strange, you're sitting there with 

empty hands, you usually had a drink in your hand when you 

were sitting here—you put it next to you there ... later on 

you watch TV, get interested in the show, and during the 

commercial you suddenly find yourself walking into the 

kitchen—you realize you were heading for the refrigerater 

to get a drink, out of habit ... you suddenly feel adrift— 

everything's the same but it's all changed—it's like 

there's a big gap in your life that used to be filled with 

drinking ... Now handle this situation effectively—imagine 

what you tell yourself, what you do ... imagine how you feel 

now, after making a decision ... 

Now choose a model, a sober alcoholic, and imagine him 

in this situation. See him standing there in the kitchen 

doorway, his hands hanging down and a funny, surprised look 

on his face as he realizes he was about to get a drink ... 

see him thinking about what has happened that day and 

becoming aware of what he was doing ... imagine what he says 

to himself, what he does ... imagine what happens as a 

result of his decision ... 
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Now let's imagine another situation. Suppose you've 

been dry for a while, and gradually you start getting itchy, 

irritable and uptight. It seems like reminders of drinking 

are everywhere—everywhere you go, there's a commercial of 

people drinking, a big billboard with a picture of a bottle, 

bars with their bright neon inviting ... you're thinking 

about a drink more and more often ... you'll feel your mouth 

and throat dry, want a drink badly—everything seems to make 

you think about drinking ... you find yourself thinking, 

"What's the big deal, why SHOULDN'T I have a drink if I want 

one?" ... Now see yourself become aware and cope with the 

situation effectively—imagine what you tell yourself, what 

you do ... notice how you feel now and what happens ... 

V. Every time you take responsibility and choose not to 

drink, you make yourself stronger and stronger. By practic-

ing in your mind making good decisions, by all that you are 

doing here in the ARU, you are doing good things for your-

self. Every day will be a little better and you'll be a 

little stronger and like yourself more. Take a moment to 

feel good about the good things you are doing for yourself, 

making yourself stronger and better ... 

In a moment I will count to 3. When I reach 3, you 

will open your eyes and will feel alert and refreshed. 1 

... 2 ... 3. 
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Appendix E 

Week #1 

In this society, we encounter a lot of social pressure to drink. At 
times you will find yourself in situations where people are drinking in 
front of you and you are feeling tempted to join them. In seme situa-
tions, you want to fit in and get along with people and it seems like 
not drinking would make you the odd man out. At these times you must 
"Dare to be different." Here are some things you can do to help you 
through these situations: 

A. Get out of the situation 
1. Drive heme, or call a taxi 
2. Call someone to pick you up 
3. Ask someone to take you heme 

B. Let people know you don't drink, or ask for support 
1. "Thanks, but I never touch the stuff—I'm allergic to it." 

2. "No thanks, I don't drink beer any more—I don't like how it 
makes me feel." 

3. Tell a friend privately that you're trying to keep from drink-
ing; ask him to stick with you to help you resist the tempta-
tion, or just be aware that he is watching to see how well you 
handle it. 

C. Distract yourself from looking at or thinking about the alcoholic 
drinks 

1. Eat or drink something sweet 
2. Keep a glass of something in your hand—coke, coffee, etc. 
3. Keep busy—get involved in the talk, move around, dance, play 

pool 
4. Get interested in someone else; get your mind off yourself 
5. If at a private party, offer to help the host or hostess—but 

DON'T help with serving drinks I 
6. Go to the restroom or somewhere quiet and take a few minutes to 

go through the relaxation exercise until you feel relaxed and 
calm. 

D. Tell yourself things that will help you decide not to drink 
1. Gount up all the good things you have because of your sobriety— 

your self-respect, the respect of family and friends, your 
family itself, your job, etc.; tell yourself, "I can have these, 
or I can drink." 

2. Remember your last drunk or last sobering up 
3. Look at the alcohol, imagine a skull and crossbones, and tell 

yourself, "That's a deadly poison—to me, anyway." 
4. Remember that drinking puts you at a disadvantage in dealing 

with others 
5. Remind yourself of other alcoholics who started drinking after 

being sober, what happened to them 
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6. Remind yourself that it's easier to stay sober than to have to 
try to get sober again 

7. Decide not to drink just this one day—remind yourself that 
ANYONE can stay sober for one day 

8. Remind yourself that most people don't really care whether you 
have a drink or not 

9. Dare to be different—tell yourself, "I don't have to be like 
other people; in fact, there are all kinds of people. I am my 
own man, and I can choose to be the kind of person I want to be. 
I have a lot of good things going for me, and if someone doesn't 
like me the way I am, that's his loss." 
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Week #2 

This week we will deal with what to do when you get very angry or frus-
trated or resentful at someone or at things that happen to you. letting 
such feelings build up is dangerous; you may well end up either explod-
ing or drinking. There are two main rules in such situations. (1) If 
the situation isn't worth confronting (for example, if it is a one-time 
thing, or is only mildly irritating, or you are angry at a person you 
will seldom or never be around again), get rid of the anger or frustra-
tion indirectly; (2) if it IS worth confronting (for example, if the 
anger is great, or the situation is serious or is likely to happen 
again, or if the person is someone you often get irritated at), bring 
your feelings out in the open and do something directly to change the 
situation. NOTE: With people close to you (wife, girlfriend, parent, 
boss, close friend, etc.), it is usually best to follow Rule #2 for even 
small things if it happens more than once. This is because, with people 
close to us, little things can add up and become a big resentment. 

(1) If it isn't worth confronting, you can try one or more of the fol-
lowing: 

A. Get out of the situation 
1. Make an excuse—"Excuse me, I'm going to be late." "I'm going 

to walk down to the store." 
2. If you're too angry to talk, just walk out of the room. 

B. Get rid of the anger indirectly 
1. Engage in some physical activity—jog, mow the lawn, throw 

darts 
2. Practice relaxation techniques, telling yourself to be calm 
3. Tell someone else about it and blow off your steam to a 

sympathetic listener; if there's no one else to tell, call 
the "hot line" 

4. Put your attention on something else—listen to music, watch 
TV, count to 50, take a warm bath 

C. Use your reasoning ability to calm your anger 
1. Try to figure out the reason for the person's behavior—he 

didn't know how you felt, she was upset and didn't mean it 
personally, etc. 

2. Tell yourself that someone else's behavior doesn't have to 
control your feelings—if she acts like a fishwife, that's her 
problem, not yours 

(2) If it is worth confronting: 

A. NEVER confront while you are angry, if it can be avoided; wait 
until you are calm 
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B. ALWAYS confront calmly and reasonably; keep your cool; if it 
starts to develop into a heated argument, get away until you are 
both calm 

C. Tell the person specifically what he did (or does) that makes 
you angry 
1. "When you interrupt me while I'm talking, it makes me feel 

like you aren't listening and it makes me mad." 
2. "I think it's unfair for you to bring up things I can't 

change." 
3. "When you roll up your eyes like that, like you're dealing 

with an idiot, it makes me furious." 
4. "There's no need to tell me off in front of everyone; it's 

embarrassing and shows a lack of respect for me, and I resent 
it." 

5. "I think your passing me over for a promotion was unfair and I 
resent it." 

6. "What you just said makes me feel like you don't care about me 
and it hurts my feelings." 

D. Small things involving strangers can add up and be vented on 
people close to you. Don't let these things build up—stand up 
for yourself. 
1. If a person breaks into line: "Ihe end of the line is back 

there." 
2. If a waiter brings you a half-raw steak: "Waiter, this steak 

isn't cooked enough. Please have the kitchen cook it longer." 
3. If a salesclerk is snooty or rude: "Look, I'm the customer 

here, and I'd appreciate a little more courtesy." 
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Week #3 

Everyone has times when they get into moods, but sane moods are 
especially dangerous to alcoholics: depression, loneliness, boredom, 
hopelessness, helplessness, or nervousness. Such moods increase our 
vulnerability to drinking. Tb help AVOID these moods, we try to fill 
our life with interesting activities, make efforts to be around people 
and develop friendships, and do things for others that make us feel good 
and useful. When these moods occur, we must beccme alert and aware of 
the danger ard do something to counteract them. Below are some things 
you can do: 

A. Involve yourself with people 
1. Call a frierd, or someone you would like to be more friendly with; 

talk to them a few minutes, or arrange to get together 
2. Call your sponsor 
3. Call or write to a relative or old friend you don't see often 
4. Go somewhere that people are—an AA meeting, a baseball game, a 

church activity, a swinming pool—even the grocery store 
5. Call a volunteer agency and offer your services 
6. Find someone you can do something for—offer a favor to someone, 

ask elderly neighbors if they would like you to pick up something 
at the store for them, call a friend and offer to lend them a 
book or record you think they would like 

7. ASK a favor from someone—it makes us feel good to RECEIVE 
friendly favors as well as give them! 

B. Do something nice for yourself 
1. Listen to a favorite record, or re-read a favorite book 
2. Eat your favorite food 
3. Go get a massage at the health spa 
4. Go to the movie you have been wanting to see, or bi^ the thing you 

have been wanting 
5. Drive out to the country and enjoy the outdoors 

C. Take a look at the POSITIVE side of things 
1. Make a list of all the good things in your life, or all the good 

things tht have happened to you 
2. Make a list of all the good things in YOU—for example, kind, 

considerate to others, hard worker, etc. 
3. Tell yourself rational, encouraging things: 

"This is a down day, but I know from experience that it will 
pass and I will feel good again." 

"When I count up the good things, the reasons to hope, I know 
these feelings are irrational and therefore I will ignore them 
and do something to stop feeling them." 

"Everyone has moods like this—it's part of being human; but I 
don't have to let a ternporary thing cause me to ruin everything I 
have acccmplished—I'll wait it out." 



Appendix E - Con t inued 114 

D. Relax 
1. Use your relaxat ion techniques; enjoy the f loa t ing fee l ings 
2. Daydream o r fantas ize about some of your happiest memories, o r 

your hopes for the fu tu re 

E. ACT l i ke you fee l good—smile, de l ibera te ly put a jaunt iness into 
your s t ep , put on an a l e r t , in terested expression, make yourself 
t a l k cheerfu l ly t o people, hum or whistle a cheerful tune—often, 
when we ACT l ike we fee l good, we s t a r t FEELING good 
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Week #4 

Sometimes it's not the things around us or the things that happen to us 
that cause us to eventually start drinking again; it's something in 
OURSELVES. We may be influenced by old routines—being in the same job, 
the same situations, or around the same people that were associated 
with the habit of drinking. There may be times when a craving just 
rises in us for no particular reason. We may develop "false confidence" 
and convince ourselves that now we really can handle moderate drinking, 
or just be so sure we're "safe" that we're not prepared for a sudden 
temptation. Or we may persuade ourselves that we'd RATHER be drunk 
than sober. Remerrber that many of us have "addictive personalities" 
and must guard ourselves against ourselves as well as against outside 
influences. When you become aware that you are being tempted by such 
tendencies inside yourself, here are sane things you can do: 

A. Talk to yourself—use your reason to analyze these thoughts or feel-
ings 
1. "I'm trying to convince myself it's OK to drink, but I know from 

experience that I can't handle it—it would be stupid to prove it 
again." 

2. "There's an irrational part of me that wants to drink, but there's 
also a part of me that is rational, responsible and decent; THAT'S 
the strong part of me, and its the part I'm going to listen to." 

B. Tell yourself things that will help you decide not to drink 
(See the suggestions for Week #1) 

C. Talk to someone—get seme emotional support and encouragement 
1. Call your AA sponsor, a friend, a relative, a minister 
2. Talk to your wife or girlfriend 
3. Dial a "hot line" or "crisis line" 
4. Go to an AA meeting, church, or whatever gives you support 

D. If it's the old routines and habits affecting you, change them: 
1. Rearrange the furniture 
2. Change jobs or even cities 
3. Find new friends 
4. Make up new habits—for example, if you used to stop at a bar 

after work, join a health club and stop at the gym instead 

E. Set up reminders to keep yourself aware 
1. Put up signs in your heme or office—the Serenity Prayer, a list 

of things you have gained by sobriety, etc. 
2. Keep photos around (on the desk, the table, the wall) of what you 

have gained: pictures of your family, of the building where you 
work, of yourself looking healthy and happy 

3. Keep reminders to look at of what you're working toward—a picture 
from a magazine of a happy family, a picture of the car you have 
premised yourself, a drawing of the house you hope to build 
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4. If you used to keep your beer in the refrigerator, paint it red as 
a reminder that you have changed 

5. Keep a marble or an AA chip in your pocket 
6. Every morning—or even twice or three times a day—renew your vow 

of sobriety: 
a. Read the 24 Hours A Day Book 
b. Read a list of reasons why you don't want to drink 
c. Repeat aloud to yourself five times, "I am a decent person; God 

has plans for me and will sustain me", or "Every day in every 
way I grow better and stronger." 
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