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The relationship was investigated between named staff

members and four measures of reported alocohol consumption

by alcoholics followed up one year after hospitalizstion in

state hospitals. The 559 representative subjects were

located, interviewed, and matched with 65 staff members named

as "most helpful" to determine social, economic, and drinking

aspects. Named personnel were administered the A-B Scale by

Campbell, Stevens, Uhlenhuth, and Johansson (1968). Subjects

naming A-staff members reported significantly lower levels of

alcohol consumption on two of four measures as compared to

subjects naming A/B- or B-staff members. Additional follow-

up variables tended to support this conclusion.
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ALCOHOLISM TREATMENT FOLLOW-UP RELATED TO

STAFF MEMBERS' EFFECTIVENESS

Alcoholism is the third largest health problem in the

United States. The National Institute of Alcohol Abuse and

Alcoholism (1972) estimated that over nine million people in

this country were afflicted directly--and many more millions

indirectly. Alcoholism is a significant correlate of many

other health and societal problems. Approximately 30%

of all suicides and homicides are committed by alcoholics.

In some penal institutions, 20% of the inmates are alcoholics.

Court surveys indicate that up to one-third of all divorce

and juvenile delinquency cases involve an alcoholic family

member. The relationship of alcohol and the automobile is

known to be especially incompatible.

Today, in Texas alone, alcoholism may directly affect

the lives of 425,000 individuals, their families, friends,

and co-workers. The Texas Department of Mental Health and

Mental Retardation is the largest single state agency pro-

viding services for the alcoholic and his family. In 1973,

1 This research was done in conjunction with a coopera-

tive study financed by the National Institute on Alcohol

Abuse and Alcoholism, Washington, D. C.; the Texas Commission

on Alcoholism, Austin, Texas; and the Texas Department of

Mental Health and Mental Retardation, Austin, Texas.
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this agency alone served a minimum of 12,872 alcoholic

clients. This number fails to account for the many thousands

more receiving treatment from private psychologists, pastors,

physicians, counselors, or social service agencies.

Even though alcoholism has become the third largest

health problem in the country, exactly what constitutes

effective treatment remains poorly delineated. Frank (1959)

stated that the therapist himself is the most important (and

unfortunately least understood) variable in psychotherapy.

His personality pervades any technique he may use, and

because of the patient's dependence on him for help, he may

influence the patient through subtle cues of which he may

not be aware.

Luborsky and Strupp (1962) state that it is incumbent

upon those involved in research, practice, and training to

devote considerable effort to discovering which therapists

and techniques are the best facilitators of change, which

clients benefit more readily, and which combinations of these

optimize positive results. In defining the nature of the

therapeutic influence, the researcher must assess the contri-

bution of the therapist's personality to the therapeutic

relationship and its outcome. A major question in all psy-

chotherapy research must be whether or not the therapist

actually is a factor in client improvement. Any such

research must also keep in mind the suggestion that "psycho-

therapy and counseling can be for better or worse" (Truax &
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Carkhuff, 1967)--that is to say, though some clients are

helped by therapeutic intervention, in specific instances,

other clients are harmed.

Strupp and Bergin (1969) state in their comprehensive

critical review, psychotherapy (as currently practiced) is

not a unitary process and is not applied to a unitary prob-

lem. This means that therapists bring about different

effects in different situations depending on variables in

the therapist's personality--and clients are differentially

receptive to different forms of therapeutic influence depend-

ing on variables in their personality. They state:

We have become convinced that the therapy of the

future will consist of a set of specific tech-

niques that can be differentially applied under

specifiable conditions to specific problems,

symptoms, or cases. In order for research

efforts to define and develop these techniques,

it is important to achieve greater clarifica-

tion of the nature of the therapeutic influence

and its effects. (p. 18)

In their attempt to establish a scientific base and lay

the necessary conceptual groundwork for coordinated psycho-

therapy research, Strupp and Bergin reviewed 2,500 references.

Among the variables they recommend as important therapist-

personality measures was the A-B Scale developed by Whitehorn

and Betz (1954, 1960), who found 23 items on the Strong
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Vocational Interest Blank which differentiated personality

and interest patterns between therapists who were most ("A")

and least ("B") successful with hospitalized schizophrenics.

In the initial study, seven psychiatrists who had averaged

an improvement rate of 75% in their 48 schizophrenic patients

(Group A--most successful) were contrasted with seven psychi-

atrists who had a 27% improvement rate with their 52 schizo-

phrenic patients (Group B--least successful), The patients

treated by both groups were initially clinically comparable.

McNair, Callahan, and Lorr (1962) used the Whitehorn-

Betz 23-item scale and found the B-therapists to be signifi-

cantly more successful with neurotic patients. Independent

ratings of the therapists' description of goals at the onset

of therapy revealed only one significant difference between

A- and B-therapists: A-therapists more frequently stated

problems and goals in concrete descriptive terms, This

singular difference contributed only minimal support to the

idea that differences in patient response were due to the

therapists' reaction to the patients.

An outgrowth of the work of Whitehorn and Betz and

McNair et al. has been the "interaction hypothesis" which

suggested that the A-B therapist "type" interacted with

patients exhibiting "neurotic" and "schizophrenic" character-

istics to produce different success rates. Several parallel

studies have shown A-type quasi-therapists to outperform B-

type quasi-therapists when interacting with simulated
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patients exhibiting schizoid characteristics while--on the

contrary--B-type quasi-therapists performed better with

simulated patients exhibiting neurotic characteristics

(Berzins & Seidman, 1968, 1969; Berzins, Seidman, & Welch,

1970; Kemp, 1966; Seidman, 1969, 1971) and substantiated the

work of McNair et al. (1962). The findings suggest that the

A-B Scale does not measure any general "aptitude" for ther-

apy--but, instead, may be measuring differential reactions

to schizoid and neurotic pathology.

A review of this literature revealed that almost all the

work had concerned itself with analogue study. While these

studies were by far the most numerous in the investiation of

the A-B phenomenon, they all differed in important ways from

what is found in natural psychotherapeutic contexts. Typi-

cally, these studies focused on the responses of quasi-

therapists (most often college students) who had obtained

extreme scores on one of the several forms of the A-B Scale.

These student quasi-therapists were usually asked to respond

in writing to passages descriptive of either the neurotic or

schizoid prototype. In several studies, the Phillips and

Rabinovitch (1958) patient-symptom clusters of "turning

against self" (TAS) or "avoidance of others" (AVOS) were used.

These studies usually paired A-quasi-therapists with AVOS

(schizoid) patient-type written stimuli and B-quasi-therapists

with TAS (neurotic-intropunitive) patient-type written stim-

uli. The above pairings were referred to as "compatablel"
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whereas opposite pairings of quasi-therapist/patient types

were referred to as "imcompatible."

Kemp (1966) conducted a study in which college students

were read descriptive passages of either TAS or AVOS patient

characteristics and then asked to listen to prerecorded inter-

views of two actors who role-played a patient and therapist.

The tape (identical for all subjects) was stopped at prede-

termined points to allow the students to choose "helpful"

responses from multiple-choice alternatives. The students

were then asked to fill out a multiple-choice questionnaire.

Although an apparently large number of multiple-choice ques-

tions were used, only two produced significant differences

between A and B college students. When A's were paired with

AVOS (schizoid) patients and when B's were paired with TAS

(neurotic) patients, Kemp found the students reported more

discomfort and difficulty in selecting helpful responses.

Kemp stated:

Results would suggest that therapists are more

uncomfortable with patients with whom they would

be most effective. . . . One possible explanation

is that the therapist-subjects in these particu-

lar pairings become more involved with, aroused

by, or more interested in their "patient," and

consequently more concerned and anxious about

the quality of their performance. (p. 516)
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Berzins and Seidman (1968) failed to replicate Kemp's

"paradoxical discomfort" finding when they made substitutions

of free-responses for therapists instead of multiple-choice

alternatives, and also separate and clearly distinguishable

recordings of actors depicting patient types. Berzins and

Seidman (1969) found that "compatible" pairings among student-

therapists produced significantly longer "therapeutic"

responses, more positive socio-emotional reactions, and more

declarative rather than interrogative statements. Berzins et

al. (1970) tested whether A or B male college students

responded more effectively with intropunitive or extrapuni-

tive modes of handling anger as depicted on contrived tape

recordings. Among these college students, "compatible" pair-

ings produced greater satisfaction with helping performance

than did "incompatable" pairings. The students who were more

satisfied with their "helping" responses were those who per-

ceived themselves as more opposite than the "patient" on the

anger expression dichotomy. In a later study, Seidman (1971)

failed to replicate the subjective findings of Berzins et al.

as reported.

Merhige (1974) found no interactions when therapists

experienced with alcoholics were grouped with the Schiffman,

Carson, and Falkenberg's (1967) A-B Scale and presented with

AVOS and TAS patient descriptions. However, when AVOS and

TAS patient descriptions included statements that the patient

might handle his problems by drinking, interactions were
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found in the expected direction--A's with AVOS, B's with

TAS.

Carson, Harden, and Shows (1964) utilized A and B col-

lege males to give information-gathering interviews to other

male college students. The student "patients" had been told

in preinterview instructions to present "neurotic" or "schiz-

oid" modes of interaction. Jacob and Levine (1968) were

unable to replicate these findings when they introduced only

slight design modifications.

Seidman (1969) found compatable pairings (when compared

to incompatable pairings) produced significantly higher

levels of empathetic understanding and respect. However,

Scott (1968) found no differences between A and B medical

students in levels of warmth, genuineness, and empathy in

interviews with outpatient neurotics. Chartier (1971), in

his review of A-B therapist research, stated:

The lack of consistent evidence would appear to

preclude interpretation of the possible role of

attitudinal reactions in mediating the assumed

differential effectiveness of A and B therapist

types with patient types. . . . It would seem

that methodological variables play a major role

in determining the results one obtains. (p. 29)

Heaton, Carr, and Hampson (1975) demanded greater specificity

of hypotheses and in research designs, emphasizing that

therapist A-B scores did not predict every kind of success
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with every kind of generically labeled "neurotic" or "schizo-

phrenic."

At least one of the aforementioned methodological vari-

ables involved in the research was that several versions of

the scale have been developed and used. The 23-item scale

by Whitehorn and Betz (1960) was a refinement of their earlier

research using the Strong Vocational Interest Blank. Kemp

(1964) developed a modification of the Whitehorn-Betz 23-item

scale that added 8 items from the Minnesota Multiphasic Per-

sonality Inventory.

Berzins and Seidman (1968) used a 15-item scale that

reportedly correlated significantly with Kemp's 31-item

scale according to an analysis by Schiffman et al. (1967).

In the Berzins and Seidman scale, 14 of the 15 items were

identical to those in a scale published by Lorr and McNair

in 1966. Jacob and Levine (1968) used Kemp's 1964 modifica-

tion but changed it to a true-false format.

The particular A-B scale used in the present study was

an extension and standardization of the 23-item Whitehorn-

Betz instrument by Campbell, Stevens, Uhlenhuth, and Johansson

(1968) and can be seen in Appendix A. This scale was chosen

because it used items from the new Strong Vocational Interest

Blank and offered the advantage of having been developed

using the original Whitehorn-Betz sample of doctors as well

as traditional item-analysis techniques. With this 80-item
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version, a standardized test is available along with norma-

tive data for other occupational groups.

Stephens et al. (1975) showed that both physician item-

response preference as well as client improvement rates were

systematically changing over this period of time. Schizo-

phrenic client-improvement rates at the clinic where these

scales were derived rose from 45% in 1944 to 84% in 1959.

Stephens et al. gave careful and sophisticated statistical

treatment to, and analysis of, the original data to devise

the optimum A-B scale and eliminate possible spurious corre-

lations reportedly found in both the Whitehorn-Betz and the

Campbell et al. versions. The Stephens et al. A-B scale

nevertheless had a correlation of .71 or approximately 50%

of its variability in common with the Campbell et al. scale.

Though Lhe Stephens et al. scale appears to be the research

instrument of choice, it had not been published when the

present research took place.

Attempts have been made to determine whether the A-B

scale gives reasonable results when applied to other samples.

Campbell et al. (1968) ranked occupational groups using the

A-B scale to provide valuable clues as to the interest pat-

terns underlying the scale. They found that verbally

oriented occupations (lawyers, librarians, author-journalists)

scored high in the A-direction as did advertising men and

ministers. The most extreme groups scoring in the B-direction

were the outdoor type (carpenters, pilots, veterinarians,
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farmers) as well as math-science and business education

teachers--all occupations characterized by a practical, non-

intellectual approach to problems--doers not thinkers. These

patterns of ranked-occupational scores clearly supported the

original work of Whitehorn and Betz with their interpreta-

tions of the differences between A and B doctors--namely,

that they differ along the verbal-intellectual versus

practical-mechanical dimension. Betz (1967) characterized

A-doctors more than B-doctors as grasping the motivation and

personal meaning of the patient's behavior. Betz found that

B-doctors provide the client with an emphasis on value sys-

tems weighted more heavily toward exactness and critique.

A-doctors were described as working out a patient's problem

through collaborative exploration of possibilities rather

than through the authoritative instruction of B-doctors.

Betz described the basic difference in attitude between A-

and B-physicians:

A-physicians whose attitudes expect and respect

spontaneity tend to evoke self-respectful social

-participation more effectively than B-physicians

whose attitudes tend to restrict spontaneity by

preferences for conventional expectations.

(p. 971)

Resnick and Berk (1975) lent only minimal support for

the hypothesis that the A-B dimension was related to authori-

tarianism when testing undergraduate students. Stern and



12

Bierman (1973) found the A-B variable unrelated to the core

facilitative-process variables of communicated empathetic

understanding, respect, and genuineness. They found A-

graduate students higher on immediacy of experience and B-

graduate students displayed more emotional reactivity, while

concentrating less on the inward experiencing of outside

events than on the events themselves. In an expermental

study of perception, Pollack and Kiev (1963) postulated that

A-physicians would be differentiated from B-physicians by

their mode of spatial orientation in a perceptual task

designed by Witkin (1954). By this independence measure,

B-physicians were shown to be significantly more field-

indepedent than A-physicians.

Berzins, Barnes, Cohen, and Ross (1971) indicated that

"A-type [subjects] . . . were characterized by cautious self-

expression, social ineptness, and a restricted cognitive

scope [while] B-type [subjects] . . . appear socially ascen-

dant and 'open' to complex experiences" (p. 367). Berzins

et al. discussed at length their results, indicating that

A-type subjects "conform poorly to cultural expectations

regarding the male role" (p. 367). Smith (1972) referred to

an unpublished manuscript by Welch and Berzins (1968) which

showed A-males to be low in extrapunitive reactions to frus-

tration, whereas B-males were extrapunitive in reaction to

frustration. Berzine, Dove, and Ross (1972) concluded that
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A and B subjects (professional and nonprofessional) were

"strikingly similar in personality characteristics" (p. 394).

Betz (1967) also tested the predictive validity of the

A-B distinction by employing an independent sample of 46

resident physicians. Strong Vocational Interest Blank test

scores were available on each of these physicians. Using a

screening device (a forerunner of the A-B Scale), predictions

were made on each physician as to whether or not each would

achieve improvement rates of 68% or more with their schizo-

phrenic patients. These predictions were then compared with

actual improvement rates. The A-doctor predictions were 80%

correct and.the B-doctor predictions 67% correct. More

specifically, of the 25 physicians predicted to meet the 68%

client improvement criterion, 8 did so (Betz, 1967). A

second predictive screen was devised that differentiated the

two doctor groups at levels of statistical significance.

These 23 items constituted the original A-B Scale. This

particular screen predicted A-doctors (i.e., doctors with

more than 68% improvement rates with schizophrenics) with 77%

accuracy and predicted B-doctors (i.e., doctors with less

than 68% improvement rates with schizophrenics) with 83%

accuracy. Specifically, of the 26 doctors predicted to meet

the 68% improvement criterion in treating schizophrenics,

only 6 failed to do so; of the 12 doctors predicted to fall

below this criterion, 10 did so. Later, at a separate psy-

chiatric treatment center, this second screen performed
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outstandingly well and was able to predict A-doctors with 80%

accuracy and B-doctors with 100% accuracy.

In 1974, May reported at least 18 extant versions of the

A-B scale. This may well contribute to the inconsistent

results found in the literature. This proliferation of scales

has undoubtedly caused an apparent decline of interest in

using the A-13 scale as a research tool to unravel the inher-

ent complexity involved in therapist-client interaction

effects. Chartier (1971) pointed out that "the potential

impact of such effects, if reliably demonstrated, on current

notions of professional training, therapist and patient selec-

tion, and psychotherapy process and outcome cannot be over-

estimated" (p. 22).

The purpose of the present study was to provide a basis

for possible systematic matching of alcoholic subjects in

state hospitals with the staff at these hospitals who had

the most positive effect on those subjects' alcohol consump-

tion. Measurements of the subjects' alcohol consumption were

made during the course of a follow-up interview approximately

one year after the subjects' hospitalization for the treat-

ment of alcoholism. There were four measures of the sub-

jects' reported alcohol consumption at follow-up including:

(a) length of time since last drink, (b) has subject been

drinking since release?, (c) number of days drinking the

past month, and (d) total quantity/frequency index. The

operational definitions of these variables and their scoring,
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along with 46 other follow-up measures, can be seen in Appen-

dix B. In addition, there are several staff measures (demo-

graphic, educational, and training) compiled in Appendix C.

Based on the occasionally conflicting and other incon-

clusive literature (especially regarding the most apt

nosological nomenclature for alcoholics) the hypothesis of

the present investigation was that the subjects treated by

B-staff members would report a greater decrease in alcohol

consumption at follow-up one year after hospitalization.

This hypothesis was based on the literature suggesting

that B-therapists do better with neurotic subjects. Many

clinician-researchers viewed the alcoholic as manifesting a

group of symptoms learned in acting-upon and being-acted-

upon by emotionally maladjusted, nonnutritive past situations.

Even this "symptom group" generally classified alcoholics in

terms of traditional medical nosologies--therefore, alcoholics

would be considered to manifest a symptom of neurosis. It

should be noted that the search for the "alcoholic personal-

ity" might not be unlike the search for the Holy Grail.

Method

Subjects

The alcoholic subjects used in the present study were

at one time hospitalized at one of the treatment facilities

for alcoholics at state hospitals located throughout Texas.

The population from which the alcoholics were selected con-

sisted of 1464 patients admitted to one of the seven state
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hospitals during the period of June 14, 1973, through January

31, 1974, and whose primary diagnosis was Alcoholism (APA

code 303) or Alcoholism Psychosis (APA code 291).

The subjects were chosen by a stratified sampling tech-

nique using selected specific characteristics of the total

population of alcoholics discharged from Texas state hospitals

in 1971 to assure a representation by sex, age, ethnicity,

diagnosis, and type of admission. The age stratification was

achieved by segregating the population into three categories:

0-20 years, 21-64 years, and 65+ years. They were grouped

according to a sampling of Anglo, Negro, and Latin ethnic

backgrounds. Diagnosis was grouped as Habitual and Addictive

Alcoholism, Alcoholism Psychosis, and Episodic or Unspecified

Excessive Drinking, depending on reported primary diagnosis.

Type of admission was grouped as either new or readmission.

A total of 900 representative subjects were selected after

determining the proportional distribution of the specified

characteristics of the population coming to state hospitals

for the treatment of alcoholism. Prior to being included in

the study, the subjects spent a minimum of 10 days on either

the alcoholism unit or the medical hospital unit in order for

them to overcome the acute toxic effects of prolonged drink-

ing. To replace subjects who could not be found, another

group of subjects was selected who were similar to the origi-

nal 900 with regard to the stratification variables.

A review of related literature revealed that a 60%

replacement rate for the original 900 subjects might be
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expected (Craft, Sheehan, & Driggers, 1974).. Th the original

sample of 900 subjects, 701 were followed-up and interviewed,

yielding a 22.1% replacement rate.

To replace the unlocatable subjects in the original

sample, the follow-up interviewers attempted to locate 199

matched alternatives--however, some of these could not be

located. After taking into account these unlocatable alter-

natives, the replacement rate rose to 23.9% for the total

sample of 1,147 subjects. Table 1 indicates the various rea-

sons for replacement and the number of subjects associated

with those reasons. Loss of address, subject residing out

of state, and death accounted for almost 80% of the replace-

ments.

Table 1

Subject Replacement Analysis

Reason for Replacement Number % of Total

Loss of subject's address 112 9.8

Subject out of state 80 7.0

Subject deceased 25 2.2

Subject refused interview 15 1.3

Subject appeared twice on list 8 0.7

Subject was mentally incompetent 7 0.6

Other 27 2.4

Total 274 23.9
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Procedure,

Follow-up interviewers. There were 7 follow-up inter-

viewers hired and specifically trained for the purpose of

locating 900 former inpatients 1 year after their hospitali-

zation. These interviewers had over 1 year's experience

using formal interview instruments with alcoholic subjects,

as well as extensive training in interview techniques and

accurate recording of data prior to their participation in

the project. Each of these interviewers was responsible for

developing techniques for eliciting honest responses from

alcoholics about their background and drinking status. The

data represented the actual responses of the alcoholic sub-

jects as recorded by the interviewers in the field. There

was no opportunity to check the validity of the answers

through the use of other data sources.

The follow-up interviewers were located in Houston,

Austin, Big Spring, Rusk, San Antonio, Terrell, and Wichita

Falls, Texas. The responsibility of each interviewer was to

locate and interview any of the 900 subjects who resided in

the region or catchment area of the state surrounding the

hospital where the interviewer had been assigned. The aver-

age caseload for each interviewer was approximately 125 sub-

jects. The list of alcoholics each interviewer was to contact

was provided, and the interviewer began an extensive review

of possible information sources in his area which might prove

helpful in locating the subjects. State mental hospital
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records were the primary source of information. Other state

agencies were asked and occasionally gave information regard-

ing a subject's whereabouts, e.g., regional alcoholism

authorities, the state rehabilitation commission, and the

state department of corrections.

The interviewers established contacts at city hospitals,

city jails, city utility companies, local half-way houses,

the Salvation Army, local Alcoholics Anonymous chapters, and

sometimes local blood banks. One of the most valuable

sources of information available to the interviewers was the

network of "knowledgeables" present in any city. There were

people who, by virtue of their associations and friends (the

"grapevine"), were likely to know where a particular subject

might be located. Because all the subjects had been dis-

charged from state hospitals, strictest confidence was

exercised in offering reasons for trying to locate them.

Sometimes, information could not be gained because of this

confidentiality requirement.

The follow-up period began on June 1, 1974, and ended on

January 31, 1975. During that period, some of the subjects

were readmitted to the state hospital, and were interviewed

there after a minimum hospitalization and detoxification per-

iod of 10 days. This delay allowed the subjects to at least

partially overcome the acute toxic effects of prolonged

drinking, oftentimes evident upon admission to alcoholism

treatment facilities.
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Subject interviewing. When located, all subjects were

interviewed using three forms (Appendix D). Each subject was

interviewed with the Client Progress and Followup Form (OMB

No. 68-R1313) supplied by the National Institute of Alcohol

Abuse and Alcoholism (see Appendix D for sample questions).

Also used were two supplemental forms (Project Worksheets 1

and 2) supplied by the research staff (see Appendix E). The

data extracted from these interview forms are the basis for

the outcome analysis of the subjects. The responses to the

questionnaires reflect the subjects' economic, social, and

alcohol-consumption characteristics at follow-up, one year

after hospitalization.

Each of the subjects interviewed was associated with one

staff member on the state hospital inpatient treatment unit

during the subject's hospitalization. This association was

accomplished by asking the subject certain questions designed

by the author from Project Worksheet 2 during the follow-up

interview and seen below. (Corroborating information was

gathered when possible from the subjects' ward records.)

Now I'm going to ask three or four specific

questions that may sound at first like the same

question. What we are trying to find out from

you are the names of some of the people on the

staff that you came into contact with during your

1973 hospitalization at (subject's hospital).

You may name any person on the staff including
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attendants, nurses, psychologists, psychiatrists,

counselors, chaplins, and so forth. I'm going to

ask these questions in several ways and you may

answer all of them with the name of just one per-

son. On the other hand, you may answer each

question with the name of a different person.

A. Who was your group therapist?

B. Which person did you talk to the most?

C. Which person on the staff gave you the most

information?

D. We are attempting to identify those staff mem-

bers at (subject's hospital) who help alco-

holics the most. We would appreciate your

personal opinion about this. In general,

which individual on the staff during your

1973 hospitalization do you believe helped

you personally the most?

E. How did this person help you? (Or: What is

it about this person that helped you? Try to

be as specific and meaningful as possible.)

For the purpose of analysis, the individual deemed by

the subject as having "helped the most" was paired with the

subject. This list of personnel includes most of the persons

officially performing therapy at the hospitals as well as any

other staff members who were conspicuously noted by the sub-

jects.
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Staffinterviewing and testing. Because subjects could

name any staff member as being most helpful, attendants,

counselors, psychologists, physicians, social workers, and

others are included in the study. A distribution of the

staff by job classification and hospital can be seen in

Table 2.

To be included, a staff member had to be named by at

least five subjects. Initially there were 120 staff members

who were named at least once by the interviewed alcoholics,

52 mentioned fewer than five times, 9 unavailable at the time

of testing, and 3 were deceased at the time of testing. This

reduction left 65 staff members who were named by and thus

paired with subjects, included in the analysis.

The staff members thus identified were individually

interviewed and tested at their respective hospital using

the A-B scale extended and standardized by Campbell et al.

(1968). The interview form (Appendix A) included questions

about the staff member's background, education and experi-

ence levels, personal characteristics, and work-related

attitudes. A compilation of the selected staff background

information from Craft, Sheehan, Driggers, and DuBois (1975)

can be seen in Appendix C.

For the purpose of analysis, scores of the 65 staff mem-

bers on the A-B scale were arbitrarily grouped into three

categories with scores ranging from +25 to -34. The group-

ing means and the number of staff represented are shown.
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Score Range Mean Number of Staff Classification

+25 to +09 +13.4 20 A-Staff Members

+08 to -01 + 3.4 25 A- or B-Staff Members

-02 to -34 -12.6 20 B-Staff Members

Because 52 staff members were eliminated from the study,

the 77 subjects who had named them were also eliminated.

There were, in fact, six ways subjects were eliminated.

Table 3 summarizes the frequency and percent of the total

number of subjects represented in each of the six categories.

Table 3

Subject Elimination Analysis

Reason for Subject Elimination Number % of Total

Named rarely mentioned staff member 77 6.7

Named staff member who was unavailable
for testing 68 5.9

Unlocatable and had no matched replace-
ment 63 5.4

Interview records were incomplete 40 3.5

Responded, "No one helped." 39 3.4

Could not remember staff names 25 2.4

Total 314 27.3

There were 68 subjects eliminated because they named

staff members who were unavailable for interviewing or test-

ing, and 63 eliminated because they were unlocatable and had a
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matched replacement. The three aforementioned categories

account for two-thirds of the 314 eliminated subjects.

In summary, the data used in the present study were

obtained through follow-up interviews on 559 subjects matched

with 65 alcoholism-treatment staff who were also interviewed

and tested.

Results

The 65 state hospital staff members are grouped accord-

ing to their scores on the A-B scale into 3 categories: 20

in the A group, 25 in the A/B group, and 20 in the B group.

The 559 subjects naming these 65 staff members are called

A-subjects, A/B-subjects, and B-subjects. As a result of

this matching, there are 187 A-subjects, 203 A/B-subjects,

and 169 B-subjects. The follow-up data for all the subjects

in a particular category are grouped and an analysis of var-

iance performed on each of the four measures of alcohol

consumption, and two produced a significant F.

The data are analyzed further using the Newman-Keuls'

Multiple Range Test (see Appendix G). The subjects naming

A-staff members rate significantly better on two of the four

measures of alcohol consumption compared to subjects naming

either A/B- or B-staff members. The other two variables

directly related to alcohol consumption indicate the same

trend, although the results do not reach significance. The

group means indicate that subjects naming A/B-staff members

rate somewhat better than subjects naming B-staff members
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with regard to all four measures of alcohol consumption,

although the differences are not significant. Table 4 pre-

sents group means for the four measures of alcohol consumption

based on the A-B status of the staff members named by the sub-

jects (see Appendix B for complete variable definition).

Table 4

Reported Alcohol Consumption Group Means

Subjects' Group Means
VariableA 

/CpA A/B C

Length of time since
last drink 2.41 2.01 1.97 A > A/B**

A > B*

Been drinking since
release (yes = 2, 1.74 1.81 1.83
no = 1)

Number of days drinking
past 30 2.04 2.34 2.46 A < A/B*

A < B*

Quantity/Frequency
Index (Ounces/day) 2.53 3.97 4.51

*p < .05.

**_ < .01.

The trend is that A-subjects are doing best at follow-up,

with A/B-subjects intermediately between, and B-subjects are

doing least well. This is supported by 18 other follow-up

measures, as can be seen in Appendix F.

Undoubtedly, the single most important follow-up measure

on alcoholic subjects is alcohol consumption. With regard to
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drinking behaviors at follow-up, subjects naming A-staff mem-

bers have a significantly longer length of time since their

last drink than the subjects naming A/B- or B-staff members.

These subjects drink a significantly fewer number of days for

the month prior to follow-up than A/B-subjects or B-subjects.

There is no significant difference between A/B-Subjects and

B-subjects with regard to number of days drinking for the

month prior to follow-up. Both A/B-subjects and B-subjects

report drinking a significantly greater number of days than

A-subjects.

Although there is no significant difference between any

of the groups in regard to the subject's reply to "Have you

had anything to drink since release?", the subjects naming

A-staff members are less likely to say "Yes" that those sub-

jects naming A/B- or B-staff members (p < .07).

While not statistically significant at the .05 level,

differences exist in the Total Quantity/Frequency Index

figured for each of the subject groups. The average number

of ounces of alcohol consumed daily is lower among A-subjects,

next-highest among A/B-subjects, and highest among B-subjects.

Although not statistically significant, there appears to be

a tendency for A-subjects to have achieved modest success in

decreasing alcohol intake.

Additional information gathered from other follow-up

measures on the subject groups is noteworthy. The follow-up

interviewers rate A-subjects as significantly better in
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overall drinking status at follow-up than A/B-subjects

(p < .05). There is no significant difference in rater over-

all drinking status between A/B-subjects and B-subjects.

Although no predictions were made with the other follow-

up variables collected, analyses of variance were performed

and the results of these analyses and the Newman-Keuls' Mul-

tiple Range Test are summarized. These data must be inter-

preted with caution, because the large number of analyses of

variance greatly increases the likelihood of a Type I error.

Economic productivity is another important factor of

follow-up success. Subjects naming A-staff members are sig-

nificantly more likely to have a job at follow-up than

subjects naming A/B- or B-staff members (p < .05). These

same A-subjects work a significantly greater number of days

for the month prior to follow-up than the A/B- or B-subjects

(p < .05). Subjects naming A-staff members not only work

more, but naturally earn a significantly greater amount of

money each month than subjects naming either A/B- or B-staff

members (p < .05). Thus, the subjects naming A-staff members

have a significantly better Economic Productivity Score than

those naming either A/B- or B-staff members (p < .05).

Alcoholics who have been rehabilitated would be expected

to be more socially involved. On several indices of social

and interpersonal involvement, subjects naming A- or A/B-

staff members are doing better at follow-up than subjects

naming B-staff members. B-subjects reported spending a
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significantly greater portion of their time and lives doing

nothing with their free time, spending a significantly

smaller part of their free time with "projects" (defined as

hobbies, home workshops, gardening, sewing, etc.), and spend-

ing a significantly smaller part of their free time with

family activities than A- or A/B-subjects. In each of the

above situations, there is essentially no difference between

A- and A/B-groups in the way these subjects spend their free

time.

A-subjects spend a significantly greater part of their

free time at parties than either A/B- or B-subjects. Those

naming A-staff members are significantly more likely to

attend Alcoholics Anonymous meetings than subjects naming

either A/B- or B-staff members. Part of the Alcoholics

Anonymous routine includes get-togethers which might be inter-

preted as "parties."

The A- and A/B-subjects are significantly less likely

to live alone in their households than B-subjects. The abil-

ity to live with and establish human contact would certainly

seem to be an indication of a subject's potentiality for suc-

cess. Indeed, the follow-up interviewers rate A-subjects

significantly higher with regard to the subjects' community

relations and participation than A/B- or B-groups. B-subjects

report a significantly greater number of worries (as measured

on the Worry Index--see Appendix B) than A- or A/B subjects.
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While in at least a few of the follow-up measures the

A/B-subjects compare favorably with the A-subjects, these

A/B-subjects report using drugs other than alcohol (including

prescription drugs) significantly more often for the month

prior to follow-up than either A- or A/B-subjects (p < .01).

This possible substitution of drug use for alcohol would

seem to lessen the sometimes favorable showing of A/B-

subjects. It should be noted that significantly more A/B-

subjects are from rural Texas counties when compared to mem-

bers of either the A-subject or B-subject groups utilized in

this study (p < .001).

Not all the follow-up information shows the B-subjects

do worse than the A- or A/B-subjects. With regard to crimi-

nal justice contact, there is no significant difference

between any of the subjects, i.e., none of the subjects are

more likely to be arrested after leaving the hospital. With

regard to hospitalizations due to physical illness, alcoholic

rehospitalizations, or other institutionalizations, there are

no statistically significant differences between the subjects,

although the A-subjects report the fewest such confinements.

The differences that do exist in the success rates of

these subject groupings apparently cannot be the product of

various other treatments received after the "initial" hospi-

talization in state facilities. (Many of these alcoholics

have a long history of hospitalizations in state facilities.

Thus, the words "initial hospitalization" refer merely to
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that single hospitalization one year prior to the follow-up.)

There are no significant differences between the subject

groupings as to the number of alcoholism treatment episodes

since the "initial" discharge. There are no differences

between subject groups about individual general satisfaction

with the hospital's treatment program--neither are there dif-

ferences between subject groups with respect to personal

perception as to whether or not the alcoholism treatment

program itself is helpful.

Discussion

The hypothesis under investigation is not supported--

subjects naming staff members scoring in the B-direction are

not doing better with regard to alcohol consumption at follow-

up. To the contrary, the data indicate that subjects naming

staff members scoring in the A-direction reported doing bet-

ter on all four measures of alcohol consumption, although

only two of these measures reached significance. However,

on all four measures the group means indicated that a large

number of individuals at follow-up believed they had been

helped by staff members scoring in the A-direction on the

Campbell et al. version of the A-B Scale.

Presumably, the cluster of interest patterns represented

by the high scores for verbally oriented occupations (e.g.,

lawyer, author, and journalist) point to special qualities in

the A-staff members' personalities more likely to evoke a

favorable response from certain subsets of alcoholics. The



A-type individuals have been presented in the literature as
less masculine (Berzins et al., 1971) and low in extrapuni-

tive reactions to frustration (Welch et al,, 1968). The

general clinical picture of alcoholics presents the idea that
alcoholics require "maternal" nurturance, A-types (with their
less stereotypically masculine orientation) might well be

viewed more favorably by alcoholics. The short-term therapy

found in the relatively brief stay of alcoholics in state

hospitals is concerned with the goal of getting these sub-

jects "back on their feet." The A-types report low levels

of extrapunitive reactions to frustration and seemingly would

be viewed as less aversive (and thus more nurturant) to an

alcoholic population. However, this obviously does not

explain why all the alcoholics did not name A-staff members.

Clearly, one must be very cautious about inferring that

special qualities exist in any particular group of people,

as pointed out by the "uniformity assumption myth" described

by Kiesler in 1966. This psychotherapy research error

includes the supposition that patients coming for treatment

are relatively homogeneous when, in fact, the term "alcoholic"

describes subjects quite heterogeneous on virtually any mea-

sure one could devise. Heaton (1975) points out that A/B-

related process variables do not affect all neurotic patients

in the same way. To say the present research even tentatively

supports the hypothesis that A-staff members are considered

more helpful by a particular subset of neurotics labelled

32
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"alcoholic" may well be an oversimplification. Certainly,

no real conclusions can be made as to exactly which types of

alcoholics are most likely to be helped. The staff members

answering the questionnaire in the A-, A/B-, and B-direction

also remain quite heterogeneous as well. Without true ran-

dom assignments of subjects to staff members and without a

much more detailed process analysis, it is impossible to

determine exactly what characteristics make certain staff

members appear more successful in rehabilitating alcoholics.

However, considering the multiplicity, indeed plethora,

of both possible process and available outcome measures of

subjects as well as care-givers, it is noteworthy that such

a level of significance is achieved in differentiating groups

of subjects one year after hospitalization based on the A-B

status of named staff members. This differentiation based

on the verbal report of subjects and the A-B status of the

staff is particularly significant in view of the fact that

other commonly though-to-be-important staff characteristics

(e.g., education and alcoholism training levels) did not

better differentiate subject ourcomes with this same cohort

of alcoholics (Craft et al., 1975).

The differences between those subjects naming A-staff

members and those naming B-staff members might be explained

by assuming personality differences existed between these

subject groups at the beginning of the study, For example,

A-staff members might appeal to certain subgroups of
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alcoholics who are more prone to lie or who have a better

prognosis. The fact that subjects naming A-staff members

are from predominantly urban areas whereas those naming B-

staff members are from rural counties might suggest that

important personality differences are present. Therefore,

the differences produced in this study may well be more a

measure of personality complementarity between staff and

subjects rather than a measure of any therapeutic effects

that the staff had on the subjects.

A recommended strategy in attempting to clearly define

the nature of the patient-staff interaction in state hospi-

tals is to involve direct observation of systematically and

randomly assigned subjects and staff members in actual treat-

ment settings, as well as a sequential follow-up evaluation.

While this experimenter was not allowed to randomly assign

patients to staff members, such assignment would control for

the possibility that subjects with the best prognosis or

particular personality "type" would be assigned to particular

staff members, e.g., A-staff members. Research could then

increase the probability of optimizing the "match" between

treatment teams and alcoholic patients. Future funding for

both research and treatment teams might well be based on

improvement of baseline behaviors.

In addition to the problem of possible nonrandom match-

ing of subjects with staff members, another source of possible

bias in the research involved the 23.9% replacement rate of
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the original sample of subjects. Although the replacement

rate is below that of other comparable studies and matched

replacements used, possibly the reduction involved a particu-

lar class of alcoholics and thus is not systematic.

One very real problem in the present investigation is

the lack of opportunity to assess the validity of subjects'

responses. The responsibility for eliciting and recording

truthful responses fell on the seven follow-up interviewers

who had at least one year of experience working directly with

alcoholics in state hospitals. The interviews were given in

the field, that is, wherever the interviewer managed to

locate the subject, Often the interview took place in the

subject's home or apartment, on the subject's job, or infre-

quently, in the subject's jail cell. Interviewers many times

established contact with the subjects through wives or Alco-

holics Anonymous members. The interviewers often spent many

hours locating and several hours interviewing the subjects.

Even so, there were very few opportunities to validate the

subjects' responses. This problem often occurs in experi-

ments performed in applied settings.

Results might be considerably different had the subjects

been matched only with professionals instead of with a combi-

nation of professionals and paraprofessionals. As seen in

Table 2, a surprisingly large number of paraprofessionals,

including attendants, are named by the subjects as having

been the most helpful persons on the alcoholism treatment



36

unit. This is not altogether surprising, for alcoholics

spend a majority of their time on the units with paraprofes-

sionals--and, yet, the effect the paraprofessional has on

alcoholics is easily and often overlooked. "Surely we per-

form a gross disservice to the large number of unseen but

real therapy candidates if we fail to be responsive to . . .
research findings that demonstrate the psychotherapeutic

potency of those without diplomas on the wall" (Goldstein,

1969, p. 130).

The majority of studies concerning the A-B variable,

as well as many other therapeutic variables, have occurred

primarily in laboratory settings using student therapists and

simulated patient responses. There is as vast an unreconcil-

able difference between simulated patients in a controlled

laboratory setting and actual alcoholics in state hospitals

as there is between student therapists and those earning a

living on alcoholism units in state hospitals. Those atten-

dants named as "most helpful" in the present investigation

are actually involved in the rehabilitation of alcoholics.

To this extent, the present study has one advantage over ana-

logue studies.

Having the subjects name the most helpful staff members

provides the subjects with the opportunity to believe they

are giving feedback to the massive treatment system in which

they play such an integral part. In the literally hundreds

of important research questions aimed toward the subjects,
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only three directly afford the subjects the opportunity to

think they are giving the system feedback. Two other ques-

tions asked the subjects are: if they are satisfied with

the hospital's treatment program, and if the program had

helped them. These questions are especially easy to admini-

ster and seemingly serve to motivate the subjects during the

course of the interview. Follow-up questions which allow

the subject to "create" at least part of the situation he is

being asked to participate in (as opposed to merely objecti-

fying himself according to specific prearranged categories

listed under the question) are met with much greater accep-

tance on the part of the subjects.

It is recommended that any such future research efforts

provide direct feedback to the alcoholism treatment staff

and the patients themselves as well as to the bureaucracy.

Research reports and follow-up information are too rarely

geared to treatment personnel, who infrequently learn of

successful patients and all too often learn of failures. If

treatment personnel are made to feel more integrally involved

in research and follow-up efforts, greater cooperation with

those efforts would be forthcoming. Follow-up and research

reports written to accommodate all the members of the alco-

holism treatment team might be considered a small reward for

their cooperation, which is essential for ongoing research.

The A-B scale appears to be a promising research tool

in evaluating treatment effectiveness with alcoholic subjects.

Significant results were obtained on several indicators of
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follow-up success. The apparent decline of interest in the

A-B variable is due to the incomparability of results from

research using different versions of the A-B scale. There-

fore, it is recommended that future research of treatment

effectiveness using the A-B variables be continued, using a

single version of the scale such as the one developed by

Stephens et al. (1975).
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Appendix A

Staff Questionnaire and Rating Scale

Note: This is a sample of questions included. A com-

plete form will be sent upon request.

Name: Institution:

1. What is your age?

2. What is your sex?

3. Marital Status?

4. What was the shared gross income of the household in

which the counselor lived last year?

5. How long have you been employed to work with alcoholics?

6. How long have you worked at this hospital?

7. Are you now or were you ever an alcoholic?

8. How many years of formal education have you completed

(including high school)?

9. How many weeks of training have you received specifically

regarding the care and treatment of alcoholics?

10. On your unit are you and other staff members specifically

encouraged to work in a "team" approach?

11. If yes, do you personally believe you are part of that

"team"?

12. Do you feel better able to help a particular type of

alcoholic?

13. Do you make it a point to personally contact clients

after they are discharged?
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14. Do you believe that you must treat some alcoholics for

whom a better alternative exists than the state hospital?

15. Do you believe that the public views the state hospital

as a last resort to treatment for the alcoholic?

16. Do you believe that the state hospital is the last

resort to treatment?

17. Are you frustrated by the "revolving door" alcoholics

in your care?

18. Do you feel comfortable working with drug abusers?

19. Do you want to treat drug abusers and alcoholics

together?

20. In the final analysis, some alcoholics come to you com-

pletely unmotivated to change. In your opinion, what

percent of the alcoholics you come into personal contact

with do you believe to be unmotivated?

21. What percent of your unmotivated clients do you believe

become motivated in the course of treatment?

22. Although you may have more than one, what is your pre-

dominant theoretical orientation to helping people?

23. Modern treatment methods have demonstrated that alco-

holics can recover and become healthy, useful people

again. Please indicate the recovery rate you feel can

be expected of the alcoholics you come into personal

contact with.

24. In general, how satisfied are you with your present job?

40
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Rating Scale

Part I. Occupations. For each occupation listed below,

indicate whether you would like that kind of work or not.

Don't worry about whether you would be good at the job or

about your lack of training for it. Forget about how much

money you could make or whether you could get ahead in it.

Thank only about whether you would like the work done in

that job.

Sample items: Actor, Architect, Auto Mechanic, Factory

Manager, Interpreter, Lawyer--Criminal,

Machinist, Retailer, Toolmaker

Part II. School Subjects. Show as you did in Part I your

interest in these school subjects, even though you may not

have studied them.

Sample items: Bookkeeping, Calculus, History, Languages,

Literature, Shop Work

Part III. Amusements. Show in the same way as you did before

whether or not you like these ways of having fun. Work

rapidly. Do not think over various possibilities. Record

your first feeling of liking, indifference, or disliking.

Sample items: Fishing, Chess, Bridge, Drilling in a

military company, Poetry, Detective

stories, Social problem movies, making a

radio or hi-fi set

41
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Part IV. Activities. Indicate your interests as before.

Sample items: Repairing electrical wiring, Handling

horses, Drilling soldiers, Writing

reports, Saving money, Raising money

for charity,

Part V. Types of.People. Show your feeling about these dif-

ferent kinds of people.

Sample items: Conservative people, Emotional people,

Thrifty people, Irreligious people,

Foreigners, Independents in politics

Part VI. Preference of Activities. Read the items below.

Decide whether each item is most important or least important

to you in a job.

Sample items: Salary received for work,

Opportunity to understand just how one's

superior expects work to be done

Part VII. Preference between Two Items. Show which of two

different kinds of work or ways of doing things you like

better.

Sample items:

Plan for immediate future . . . Plan for five year ahead

Taking a chance . . . . . . . . Playing safe

Work with few details . . . . . Work with many details

Playing baseball . . . . . . . Watching baseball

Talk others into doing Order others to do

something . . . . . . . . . . something

42
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Part VIII. YourAbilities and Characteristics. Show here

what kind of person you are and the kinds of things you do.

Sample items: Have mechanical ingenuity (inventiveness),

Can correct others without giving offense,

Have more than my share of novel ideas,

Stimulate the ambition of my associates.
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Appendix B

Client Follow-up Variables: Locations,

Definitions, and Scoring

Note: Scores were assigned to client responses on the ques-
tions from the three questionnaires as indicated to

the right of each possible answer.

The information in parenthesis following the variable

number and name denotes the location of the question
in one of the three questionnaires used in the follow-

up interview. For example: (CPF 6) means the
information was gathered from the Client Progress and
Followup Form, question number 6; (PWI CC 16-18) means

the information was gathered from the Project Worksheet

One, coding column 16 thru 18; (PW2 16e) means the

information was gathered from the Project Worksheet Two,
question 16, part "e." All three questionnaires can
be seen in Appendix A.

Score

Variable No. 1--Marital Status (CPF 6)

a. Never Married 1

b. Married, reunited with spouse 2

c. Widowed, Divorced/Annulled,
Separated 3

Variable No. 2--Moved Since Release (CPF 7a)

a. No 1

b. Yes 2

Variable No. 3--Own or Rent Home (CPF 7c)

a. Yes 1

b. No 2

c, Other 3

Variable No. 4--Type of Residence (CPF 7d)

a. House, apartment 1

b. Group quarters, other 2
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Score

Variable No. 5--Number in Household (CPF 8a)

a. 0-1 (alone) 1

b. 2-5 2

c. 6+ 3

Variable No. 6--Have a Job (CPF 10a)

a. No 1

b. Odd, part-time 2

c. Full-time 3

Variable No. 7--Number of Days Worked the Past 30

a. 0 days 1

b. 1-5 days 2

c. 6-10 days 3

d. 11-15 days 4

e. 16-19 days 5

f. 20+ days 6

Variable No. 8--Earned Income Past 30 Days (CPF 12a)

a. None 1

b. $85 or less 2

C. $86-$250 3

d. $251-$499 4

e. $500-$835 5

f, $836-$1250 and over 6

Variable N. 9--Alcoholics Anonymous Attendance (CPF 13)

a. Regular 1

b. Occasionally 2

c. Never 3
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Score

Variable No. 10--Spouse Drink (CPF 15a)

a. Not present 1

b. No 2

c. Occasionally 3

d. Frequently 4

e. Problem 5

Variable No. ll--Children Drink (CPF 15b)

a. Not present 1

b. No 2

c. Occasionally 3

d. Frequently 4

e. Problem 5

Variable No. 12--Father Drink (CPF 15c)

a. Not present 1

b. No 2

c, Occasionally 3

d. Frequently 4

e. Problem 5

Variable No. 13--Mother Drink (CPF 15d)

a. Not present 1

b. No 2

c. Occasionally 3

d. Frequently 4

e. Problem 5
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Score

Variable No. 14--Brother/Sister Drink (CPF 15e)

a. Not present 1

b. No

c. Occasionally 3

d. Frequently 4

e. Problem 5

Variable No. 15--Number of DWI's Since Release (CPF 16b)

a. 0 1

b. 1 2

c. 2 3

d. 3+ 4

Variable No. 16--Number of Other Arrests Since Release

(CPF 17)

a. 0 1

b. 1 2

c. 2 3

d. 3 4

e. 4-6 5

f. 7+ 6

Variable No. 17--Number of Jailings Since Release
(CPF 18)

a. 0 1

b, 1 2

c. 2-3 3

d. 4+ 4
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Score

Variable No. 18--Number of Hospitalizations Since
Release (CPF 19a)

1a. 0

b. 1

C. 2+

2

3

Variable No. 19--Number of Alcohol-Related Hospitali-
zations Since Release (CPF 19b)

a. 0

b. 1

c. 2+

Variable No. 20--Number of Days Institutionalized
Past Month (CPF 20)

Range: 0-30

1

2

3

(Number
Recorded)

Variable No. 21--Length of Time Since Last Drink
(CPF 21a)

a. 1-6 days

b. 1-8 weeks

c. 9-25 weeks

d. Over 6 months

1

2

3

4

Variable No, 22--Has Client Been Drinking Since
Release (CPF 21c)

1

2

a. No

b. Yes

Variabl'e No, 23--Number of Days Drinking Past Month
(CPF 21d)

a. 0

b, 1-9

(continued)

1

2
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Score

Variable No. 23--Number of Days Drinking Past Month
(Continued)

c. 10-18 3

d. 19-27 4

e. 28+ 5

Variable No. 24--Total Quantity/Frequency Index:
Alcohol Consumed in Ounces/Day
(CPF 22-24)

a. 0 1

b. .01-.99 2

c. 1.00-1.99 3

d. 2.00-4.99 4

e. 4.00 ounces and over 5

Variable No. 25--Impairment Index (CPF 25 a-1)

a. Number of times drunk

None 0

1-4 1

5-10 2

More than 10 3

b. Longest period between drinks

12 hours or more 0

Less than 12 hours 2

c. Longest period of continued
drinking

Less than 6 hours 0

6-12 hours 1

More than 12 hours 2
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50

Score

Variable No. 25--Impairment Index--Continued

d. Number of days had a drink

upon awakening

None 0

1-4 1

5-10 2

More than 10 3

e. Meals missed because of drinking

None 0

1-4 1

5-10 2

More than 10 3

f. Percent of time drinking alone

0-9% 0

10-25% 1

26-50% 2

More than 50% 3

g. Number of memory lapses or
blackouts

None 0

1-2 1

3-5 2

More than 5 3

h. Number of times had the "shakes"

None 0

1-2

(continued)
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Score

Variable No. 25--Impairment Index--Continued

h. (continued)

3-5 2

More than 5 3

i. Number of nights had difficulty
sleeping

None 0

1-2 1

3-5 2

More than 5 3

j. Number of quarrels with others
while drinking

None 0

1-2 1

3-5 2

More than 5 3

k. Drinking while on job/during
daily activity

No 0

Yes 2

1. Days of work missed/days of
inactivity because of drinking

None 0

1-21

3-5 2

More than 5 3
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Score

Variable No. 25--Impairment Index--Continued

Note: The individual scores for the

various check boxes on CPF 25a-1 are

summed to yield the total Impairment
Index. Minimum Impairment Index
Value = 0; Maximum Impairment Index
Value = 33.

Variable No. 26--Self-Perception Index (CPF 26a-d)

a. None (no drinking at all) 0

Social drinking 1

Problem drinking on sprees 2

Steady problem drinking 3

b, No problem at all 0

A slight problem 1

A moderate problem 2

A .very serious problem 3

c. Improved 0

Stayed about the same 1

Worsened 2

d. Stopped altogether 0

Cut down 1

Stayed the same 2

Drank more 3

Note: The individual scores for the
various check boxes on CPF 26a-d are
summed to yield the total Self-Percep-
tion Index, Minimum Self-Perception
Index Value = 0; Maximum Self-Percep-
tion Value 11.
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Score

Variable No. 27--Worry Index (CPF 26e)

The Worry Index is derived by summing
the scores from CPF 26e (1) through
(8). Scoring is very simple:

a "No" response 0

a "Yes" response 1

Note: The Minimum Worry Index Value =
0; Maximum Worry Index Value = 8.

Variable No. 28--Satisfied with Hospital Program
(CPF 26f)

a. Very satisfied 1

b. Somewhat satisfied 2

c. Just neutral 3

d. Somewhat dissatisfied 4

e. Very dissatisfied 5

Variable No. 29--Has Program Helped (CPF 26g)

a. Greatly 1

b. Somewhat 2

c, Unsure 3

d. A little 4

e. Not at all 5

Variable No. 30--Number of Treatment Episodes

(PWI CC 14-15)

a. 1 1

b. 2 2

c. 3 3

d., 4 4

e. 5+ 5
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Score

Variable No. 31--Aftercare Group (PWI CC 16-18)

a. No form 0

b. Blank 1

c. State, General, Veteran's 2
Administration Hospital

d. Community MHMR Center, Outreach 3
Center, Private Physician or Psy-
chiatrist, Vocational Rehabilita-
tion, Other Alcoholism Program--
Social or Community Agency, Other
(or unknown), Alcoholics Anonymous

e. Halfway House or Detoxification 4
Program

f. c & d above 5

g. c & above 6

h. d& above 7

i. c, d, & e above 8

Variable No. 32--How Free Time is Spent - Nothing in
Particular (PW2 16a)

a. Never 1

b. Rarely 2

c. Occasionally 3

d. Frequently 4

Variable No. 33--How Free Time is Spent Solitary
Activities (PW2 16b)

a. Never 1

b. Rarely 2

c, Occasionally 3

d. Frequently 4
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Score

Variable No. 34--How Free Time is Spent - Projects
(PW2 16c)

a. Never 1

b. Rarely 2

c. Occasionally 3

d. Frequently 4

Variable No. 35--How Free Time is Spent - Parties
(PW2 16d)

a. Never 1

b. Rarely 2

c. Occasionally 3

d. Frequently 4

Variable No. 36--How Free Time is Spent - Clubs

(PW2 16e)

a. Never 1

b. Rarely 2

c. Occasionally 3

d. Frequently 4

Variable No. 37--How Free Time is Spent - Family

(PW2 16f)

a. Never I

b. Rarely 2

c. Occasionally 3

d. Frequently 4

Variable No. 38--Has Client Used Drugs Since Release
(PW2 20a)

a. Never 1

(continued)
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Score

Variable No. 38--Has Client Used Drugs Since Release
(Continued)

b. Rarely 2

c. Occasionally 3

d. Frequently 4

Variable No. 39--Adjustment in Job (PW2 21a)

a. Poor 1

b. Fair 2

c. Good 3

Variable No. 40--Family and Marriage (PW2 21b)

a. Poor 1

b. Fair 2

c. Good 3

Variable No. 41-Community Relations (PW2 21c)

a. Poor 1

b. Fair 2

c. Good 3

Variable No. 42--Interpersonal Relations (PW2 21d)

a. Poor 1

b. Fair 2

c. Good 3

Variable No. 43--Drinking Status (PW2 21e)

a, Poor 1

b. Fair 2

c. Good 3
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Score

Variable No. 44--Social Involvement Score

1. Marital Problems

a. Married, Never Married,
and Widowed 1

b. Divorced or Separated 2

2. Length of Residence

a. 13 Months + 1

b. 7-12 Months 2

c. 0-6 Months 3

3. Residence Ownership

a. Own/Rent 1

b. Other 2

4. Social Activities

a. Frequently 1

b. Occasionally 2

c. Rarely or Never 3

Note: The individual scores for each
of the four items comprising the Social
Involvement Score are summed to yield a
total score. Thus, the Minimum Social
Involvement Score = 4; Maximum = 10.

Variable No, 4 5--Economic Productivity Score

1. Days Employed

a. 16 days + 1

b. 1-15 days 2

c, 0 days 3
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Score

Variable No. 45--Economic Productivity Score
(Continued)

2. Income

a. $251+ 1

b. $1-$250 2

c. 0 3

Note: The individual scores for each
of the two items comprising the Eco-
nomic Productivity Score are summed to
yield a total score. Thus, the Mini-
mum Economic Productivity Score = 2;
the Maximum Economic Productivity
Score = 6.

Variable No. 46--Criminal Justice Score

1. Arrests

a. 0 1

b. 1-2 2

c. 3 and over 3

2. Jail Terms

a. 0 1

b. 1-2 2

c. 3 and over 3

Note: The individual scores for each
of the two items comprising the Crimi-
nal Justice Score are summed to yield
a total score. Thus, the Minimum
Criminal Justice Score = 2; the Maximum
Criminal Justice Score = 6.

Variable No. 47--Alcohol Usage Score

1. Alcohol Consumed in Ounces/Day

a. 0-.88
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Score
Variable No. 47--Alcohol Usage Score--Continued

1. Alcohol Consumed in Ounces/Day
(continued)

b. .89-2.9 2

c. 2.1+ 3

2. Days Drinking

a. 0 days 1

b. 1-15 days 2

c. 16+ days 3

Note: The individual score for each of
the two items comprising the Alcohol
Usage Score are summed to yield a total
score. Thus, the Minimum Alcohol Usage
Score = 2; the Maximum Alcohol Usage
Score = 6.

Variable No, 48--Improvement Score

1. Alcohol Related Hospitalizations

a. 0 1

b, 1 2

c. 2+ 3

Note: A single score comprises the
Improvement Score. Thus, the Minimum
Improvement Score = 1; the Maximum
Improvement Score = 3.

Variable No. 49--Urban - Rural Distinction (CPF CC 31-33)

a. Urban (Texas counties: Bexar, 1
Dallas, El Paso, Harris, Tarrant,
and Travis)

b. Rural (all other Texas counties)
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Score

Variable No. 50--Length of Residence (CPF 7b)

a. 0-6 months 1

b. 7-12 months 2

c. 13-18 months 3

d. 19-24 months 4

e. 25-30 months 5

f. 31-36 months 6

g. 37+ months 7
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Appendix C

Selected Staff Background Variables

Number of Staff in Each

Variable Therapist Category

A B A/B Total %

Age

25-30 Years
31-40 Years
41-50 Years
51-60 Years
61-70 Years

4
2
6
7
1

0
7
5
6
2

1
6
6
7
5

5
15
17
20
8

7.7
23.1
26.2
30.8
12.3

Median Age in Years + 47.5 47.0 50.0 48.0

Sex

Male
Female

12
8

13
7

Education

6 Years or Less
7 to 12 Years
Completed High School
1-4 Years College
Attended Graduate School

Median Years =

Experience in Hospital

Less than 1 Year
1-2 Years
2-3 Years
3-4 Years
4-5 Years
5-6 Years
6-7 Years
7-8 Years
8-9 Years

3
0
2
7
8

0
3
3

10
4

1
2
6

11
5

4
5

11
28
17

16.0 14.0 14.0 14.0

1
2
6
3
2
1
1
1
0

0
5
1
1
1
3
1
0
0

0
2
2
5
1
0
3
2
3

1
9
9
9
4
4
5
3
3

10
15

35
30

53.0
47.0

6.2
7.7

16.9
53.0
26.2

1.5
13.8
13.8
13.8
6.2
6.2
7.7
4.6
4.6
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Number of Staff in Each

Variable Therapist Category

A B A/B Total %

Experience in Hospital
(Continued)

9-10 Years 0 1 0 1 1.5
10-15 Years 0 4 3 7 10.8
16-20 Years 3 2 2 7 10.8
20+ Years 0 1 2 3 4.6

Median Years = 4.4 5.4 6.9 5.3

Years Employed Working
with Alcoholics

Less than Year 0 0 0 0 0.0
1-2 Years 1 4 1 6 9.2
2-3 Years 3 3 6 12 18.5
3-4 Years 4 2 6 12 18.5
4-5 Years 2 3 2 7 10.7
5-6 Years 2 2 3 7 10.7
6-7 Years 2 2 1 5 7.7
7-8 Years 3 1 2 6 9.2
8-9 Years 0 0 0 0 0.0
9-10 Years 1 2 0 3 4.6
10-11 Years 1 0 1 2 3.1
11+ Years 1 1 3 5 7.7

Median Years = 5.4 4.3 4.0 4.5

Weeks of Specific
Alcoholism Training

No Training 0 3 1 4 6.2
1-4 Weeks 2 3 5 10 15.4
5-8 Weeks 3 3 5 11 16.9
9-12 Weeks 4 2 1 7 10.8
13-16 Weeks 2 4 2 8 12.3
17-24 Weeks 2 1 3 6 9.2
25-36 Weeks 2 2 4 8 12.3
37-52 Weeks 4 2 2 8 12.3
Over 52 Weeks 1 0 2 3 4.6
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Number of Staff in Each

Variable Therapist Category

A B A/B Total %

Theoretical Orientation

Behavior Therapy
Client-Centered
Reality Therapy
Gestalt Therapy
Transactional Analysis
Alcoholics Anonymous
Rational Emotive
Other (Eclectic)

Percent of Clients
Completely Unmotivated

0-10%
ll%-25%
26%-50%
51%-75%
Over 75%

Median Percent

Percent of Clients Who
Became Motivated

0-10%
11%-25%
26%-50%
5i%--75%
Over 75%

Median Percent =

Staff-Estimated Client
Recovery Rate

0-10%
ll%--25%
26%k-50%
51%-75%
Over 75%

Median Percent =

0
2
2
1
3
7
2
3

7
5
4
4
0.

2
1
6
0
1
6
0
4

2
3
7
6
2.

1
1
9
0
2
5
1
6

4
5

11
4
1

3
4

17
1
6

18
3

13

13
13
22
14
3

22.5 50.0 40.0 40.0

7
6
2
3
2,

5
7
7
1
0

6
9
8
2
0

18
22
17
6
2

20.0 25.0 25.0 25.0

3 2 3 8
4 11 2 17
6 2 16 24
4 5 4 13
3 0 0 3

40.0 25.0 40.0 40.0

4.6
6.2

26.2
1.5
9.2

27.7
4.6

20.0

20.0
20.0
33.8
21.5
4.6

27.7
33.8
26.2
9.2
3.1

12.3
26.2
36.9
20.0
4.6
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Appendix D

Client Interview Forms

Note: This is a sample of the questions included. A

complete form will be sent upon request.

1. Name

2. Date form filled out

3. Birth Date

4. What is client's present marital status?

5. Has client moved since the last report?

6. How long has client lived at his present address?

7. Does client live along or with others?

8. What is the client's current or most recent occupation?

9. Does the client have a job now?

10. Approximately how many days did client work last month?

11. What was client's major source of financial support last

month?

12. What was the gross income earned by client last month?

13. Has client attended AA meetings during recent weeks?

14. Is client presently receiving alcoholism treatment

services, other than AA, at another agency?

15. How many times has client been arrested for drinking and

driving since the last report?

16. How many times has client been arrested for drinking,

not related to driving, since the last report?
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17. How many times has client been hospitalized since the

last report?

18. How many days has client been institutionalized (e.g.,

in the hospital, in jail) during the past month?

19. How long has it been since client's last drink?

20. Has client been drinking since the last report?

21. How many days did client drink during the past month?

22. Did client drink beer during the past month?

23. Number of times drunk

24. Number of days had drink upon awaking

25. Days of work missed/days of inactivity because of

drinking

26. How would you, yourself, describe your drinking problem

at the present time--would you say none, social drinking,

problem drinking on sprees, or steady problem drinking?

27. At the moment, how serious a problem do you feel your

drinking is--is it no problem at all, a slight problem,

a moderate problem, or a very serious problem?

28. During the past month, would you say that your drinking

problem has improved, stayed the same, or worsened?

29. In general, how do you feel about the way you are being

treated at this center--are you very satisfied, somewhat

satisfied, somewhat dissatisfied, very dissatisfied, or

just neutral?

30. Do you feel that this center's program has helped you

greatly, somewhat, a little, not at all, or are you unsure?
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Appendix E

Project Worksheets 1 and 2

Worksheet 1

1. Facility (Hospital of Discharge)

2. Case No.

3. Form No.

4. Facility (Hospital Name)

5. Program Name

6. Mode of Treatment: 1. Residential; 2. Inpatient (Hosp.);

3. Outpatient

7. Date Entered Treatment

8. Date Left Treatment

9. Frequency of Participation: 1. Daily; 2. Weekly;

3. Monthly

10. Do you feel that this program helped you: 1. Greatly;

2. Somewhat; 3. A Little; 4. Not at all; 5. Unsure

11. Why did you leave: 1. Received maximum benefit (staff);

2. Received maximum benefit (client); 3. "Was not

being helped"; 4. Resident; 5. Other

Worksheet 2 (Sample questions only; complete form will be

furnished upon request)

1. Why did client leave home prior to age 22?

2. Did either of your parents die before you were 18?

3. Did your parents divorce before you were 18?

4. Do you live with either of your parent now?
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5. Specify number of times client returned home to live

with parents for one month or more, after age 21.

6. Did you have any major childhood illnesses?

7. In the order of their births, please name all of your

brothers and sisters, including yourself, beginning with

the oldest.

8. Do most of your present friends drink?

9. When did drinking first cause you problems?

10. Since you first felt that drinking caused problems in

your life, what types of treatment have you received?

Interviewer Note: Please read the introduction and ques-

tions exactly as they are worded. Try not to paraphrase

or interpret the questions to the client. Also be sure

to record client's responses exactly.

"Now I'm going to ask 3 or 4 specific questions that may

sound at first like the same question. What we are try-

ing to find out from you are the names of some of the

people on the staff that you came into contact with dur-

ing your 1973 hospitalization at (name of client's

hospital). You may name any person on the staff includ-

ing attendants, nurses, psychologists, psychiatrists,

counselors, chaplains and so forth. I'm going to ask

these questions in several ways and you may answer all

of them with the name of just one person. On the other

hand, you may answer each question with the name of a

different person."
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10. (Continued)

a. Who was your group therapist? (May be more than one

person)

b. Which person did you talk to the most? (one person)

c. Which person on the staff gave you the most informa-

tion? (one person)

d. We are attempting to identify those staff members at

(client's hospital) who help alcoholics the most.

We would appreciate your personal opinion about this.

In general, which individual on the staff during your

1973 hospitalization do you believe helped you per-

sonally the most? (one person)

e. How did this person help you? (Or: What is it about

this person that helped you? Try to be as specific

and meaningful as possible.)

11. How is your free time spent when not drinking?

12. What is the most that you think you should drink on any

occasion?

13. Did client use drugs other than alcohol (including pre-

scription drugs) during the past 30 days?

14. Interviewer Rating--Based on this interview and your know-

ledge of the client, how would you assess the following:

a. Adjustment in job

b. Family & marriage/interpersonal adjustment

c. Community relations & participation

d. Friendship/peer/interpersonal adjustment

e. Drinking status
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Appendix F

Results of Analysis of Variance on 50 Alcoholism
Client Follow-up Variables as Related

to the A-B Dimension

Variable No.

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

Description F

Marital Status . .. .. .. .. .

Moved Since Release .... .

Own or Rent Home. . . . . . .

Type of Residence

Number in Household . . . . .

Have a Job.....................

Number of Days Worked the Past 30

Earned Income . . ..0.&.0 . . .

Alcoholics Anonymous Attendance

Spouse Drink. .. . . ......

Children Drink. . ........

Father Drink . . ........

Mother Drink . . ........

Brother/Sister Drink.. ......

Number of DWI's Since Release ..

Ratio

Number of Other Arrests Since Release

Number of Jailings Since Release . .

Number of Hospitalizations . . . . .

Number of Alcoholic Hospitalizations

Number of Days Institutionalized . .

Length of Time Since Last Drink . .

Has Client Been Drinking Since Release

16

17

18

19

20

21

22

1.57

0.69

2.28

2.12

1.13

7.67*

2.55

1.17

2.09

0.26

0.89

4.74*

4.29*

5,13*

3.24*

4,73*

0 3.66*

. 0.45

0 4-55*

0 0.27

. 1.22

. 0.85

. .

. .

. .0

. .

. .

.

.

0. 0
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Variable No.

23

24

25

26

27

28

29

30

31

32

33

Description

Number of Days Drinking Past Month

Total Quantity/Frequency Index . .

Impairment Index ................

Self-Perception Index . . . . . .

Worry Index ... ..... . .

Satisfied with Hospital Program? .

Has Program Helped? . . .. 0.. ..0 .

Number of Treatment Episodes . . . .

Aftercare Group . 4. * .* . * .0 .

How Free Time is Spent - Nothing in

Particular.0...................

How Free Time is Spent - Solitary

F Ratio

. 4.46*

. 2.25

. 0.35

. 1.74

. 4.64*

. 0.00

. 1.88

. 1.60

* 0.09

509*

Activities...................

How Free Time is Spent - Projects

How Free Time is Spent - Parties

How Free Time is Spent - Clubs ..0.

How Free Time is Spent - Family

Activities............ ......

Has Client Used Drugs Since Release?

Adjustment in Job . . . . . . 1 . .

Family and Marriage Adjustment . . .

Community Relations . V . . . . . .P

Interpersonal Relations . . . .

Drinking Status. . . . . . .

Social Involvement Score . . . . .. 0

1.80

4.3Q*

8.36*

. . 7.77*

9.25*

6.02*

1.53

2.86

9.25*

. . 2.88

2.93

2.56

34

35

36

37

38

39

40

41

42

43

44
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Variable No.

45

46

47

48

49

50

Description

Economic Productivity Score .

Criminal Justice Score.........

Alcohol Usage Score

Improvement Score. .... . .

Urban - Rural Distinction ......

Length of Residence at Present Address

F Ratio

. 4.36*

. 0.25

. 1.08

. 1.00

. 16.54*

2.81

*Denotes significance at .05 or better.
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Appendix G

Results of the Newman-Keuls' Multiple Range Test
on 20 Significant Client Variables as

Related to the A-B Distinction

Subject Groupsa Ranked Mean Newman-Keuls'
Means Difference Range Products

Variable No. 5--Number in Household

A- vs. B- 1.80 - 1.63 = 0.16 0.14 *
A- vs. A/B- 1.80 - 1.79 = 0.01 0.11
A/B- vs. B- 1.79 - 1.63 = 0.16 0.11 *

Variable No. 6--Have a Job?

A- vs. B- 2.20 - 1.94 = 0.26 0.23 *
A- vs. A/B- 2.20 - 1.97 = 0.23 0.18 *
A/B- vs. B- 1.97 - 1.94 = 0.03 0.18

Variable No. 7--Number of Days Worked Past 30

A- vs. B- 4.14 - 3.47 = 0.67 0.53 *
A- vs. A/B- 4.14 - 3.58 = 0.56 0.43 *
A/B- vs. B- 3.58 - 3.47 = 0.11 0.44

Variable No. 8--Earned Income

A- vs. B- 3.44 - 3.02 = 0.42 0.41 *
A- vs. A/B- 3.44 - 3.11 = 0.33 0.33 *
A/B- vs. B- 3.11 - 3.01 = 0.09 0.34

Variable No. 9--Alcoholics Anonymous Attendance

A/B- vs. A- 2.42 - 2.17 = 0.25 0.20 *
A/B- vs. B- 2.42 - 2.36 = 0.06 0.17
B- vs. A- 2.36 - 2.17 = 0.19 0.17 *

Variable No. 10--Spouse Drink?

A- vs. B- 2.85 - 2.53 = 0.32 0.28 *
A- vs. A/B- 2.85 - 2.77 = 0.08 0.22
A/B- vs. B- 2.77 - 2.53 = 0.24 0.23 *

Variable No. 12--Father Drink?

A- vs. A/B- 3.31 - 2.99 = 0.32 0.24 *
A- vs. B- 3.31 - 3.16 = 0.15 0.21
B- vs. A/B- 3.16 - 2.99 = 0.16 0.21
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Subject Groupsa
Ranked
Means

Mean Newman-Keuls'
Difference Range Products

Variable No. 21--Length of Time Since Last Drink

A- vs. B-
A- vs. A/B-
A/B- vs. B-

2.41
2.41
2.01

- 2.01 =
- 1.96 =
- 1.96 =

Variable No. 22--Drinking Since Release

B- vs. A-
B- vs. A/B-
A/B- vs. A-

1.82
1.82
1.81

Variable No. 23--Number of Days Drinking Past Month

B- vs. A-
B- vs. A/B-
A/B- vs. A-

2.45
2.45
2.33

Variable No. 24--Quantity/Frequency Index

B- vs. A-
B- vs. A/B-
A/B- vs. A-

4.51
4.51
3.97

Variable No. 27--Worry Index

B- vs. A-
B- vs. A/B-
A/B- vs. A-

4.71
4.71
2.77

Variable No. 32--How Free Time is
in Particular)

B- vs. A/B-
B- vs. A-
A- vs. A/B-

2.41
2.41
2.21

2.07
2.21
2.06

Spent (Nothing

0.34
0.20
0.15

Variable No. 34--How Free Time is Spent (Projects)

A- vs. B-
A- vs. A/B-
A/B- vs. B-

Variable No. 35--How Free Time is Spent (Parties)

0.40
0.45
0.05

*

*
0.25
0.28
0.24

1.74 =
1.81 =
1.74 =

0.08
0.01
0.07

0.10
0.08
0.08

2.03 =
2.33 =
2.03 =

0.42
0.12
0.30

0.34
0.28
0.27

*

*

2.52
3.97
2.52

1.09
0.54
1.45

2.28
1.87
1.82

2.56
2.77
2.56

2.15
1.94
0.21

*

*
1.81
1.48
1.45

*0.25
0.21
0.20

2.49
2.49
2.41

2.14
2.41
2.14

0.35
0.08
0.27

A- vs. A/B-
A- vs. B-
B- vs. A/B-

0.29
0.23
0.24

*

*

2.41
2.41
2.07

2.01
2.07
2.01

0.40
0.34
0.06

*

*
0.24
0.21
0.20
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Appendix G--Continued

Subject Groupsa
Ranked
Means

Mean Newman-Keuls'
Difference Range Products

Variable No. 36--How Free Time is Spent (Clubs)

A- vs. B-
A- vs. A/B-
A/B- vs. B-

2.47
2.47
2.25

- 1.99
- 2.25
- 1.99

Variable No. 37--How Free Time is
Activities)

A/B- vs. B-
A/B- vs. A-
A- vs. B-

2.62
2.62
2.51

2.14
2.51
2.14

Spent (Family

0.48
0.11
0.37

Variable No. 38--Has Client Used Drugs Since Release

A/B- vs. B-
A/B- vs. A-
A- vs. B-

1.56
1.56
1.41

- 1.41 = 0.15
- 1.41 = 0.15
- 1.41 = 0.00

Variable No. 41--Community Relations (Interviewer Rating)

A- vs. B-
A- vs. A/B-
A/B- vs. B-

1.98
1.98
1.74

- 1.63=
- 1.74=
- 1.63=

0.35
0.24
0.11

0.19
0.15
0.16

*

*

Variable No. 43--Overall Drinking Status (Interviewer
Rating)

A- vs. B-
A- vs. A/B-
A/B- vs. B-

2.17
2.17
1.99

- 1.99 =
- 1.99 =
- 1.99 =

0.18
0.18
0.00

0.20
0.16
0.17

*

Variable No. 45--Economic Productivity Score

B- vs. A-
B- vs. A/B-
A/B- vs. A-

3.85
3.85
3.75

3.37 =
3.75 =
3.37 =

0.48
0.10
0.38

0.40
0.33
0.32

*

*

Variable No. 49--Urban - Rural Distinction

A/B- vs. B-
A/B- vs. A-
A- vs. B-

1.70
1.70
1.46

1.45 =
1.46 =
1.45 =

0.25
0.24
0.01

0.11
0.09
0.10

*

*

*Denotes significance at .05 or better,

aGroups of subjects naming A-, B-, or A/B-staff members.

0.48
0.22
0.25

0.28
0.22
0.23

*

*

0.27
0.22
0.23

*

*

*

*
0.12
0.09
0.10
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