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ABSTRACT 

It has been estimated that relapse rates for alcohol 

addiction is in the 50% to 90% range with about two-thirds of 

these relapses occurring within the first 90 days following 

treatment (Hunt, Barnett, S. Branch, 1971; Marlatt & Gordon, 

1980). 

Individuals who have alcoholic parents are more likely 

to abuse alcohol even when they have been adopted away in 

infancy (Schuckit, Goodwin, & Winokur, 1972; Goodwin, 

Schulsinger, & Hermansen, 1973; Cadoret & Gath, 1978; and 

Cadoret, Cain, & Grove, 1980). This suggests that at least 

in some forms of alcoholism there is considerable genetic in

fluence. Cloninger, Bohman, & Sigvardsson (1981) postulated 

the existence of distinct alcohol subgroups entitled type I 

and type II. Type II alcoholics are characterized by (1) 

early onset of alcoholism before 25 years of age, (2) repeat

ed social and legal difficulties, and (3) initial admission 

for treatment before 30 years of age. Type I alcoholics are 

characterized by (1) later onset of problem drinking, (2) No 

necessary social/legal difficulties, and (3) initial admis

sion for treatment later than 30 years of age. This typology 

was developed from an adoption study in which genetic and 

environmental factors were separated. 

This project compared the factors influencing individu

als who relapse shortly after treatment completion with the 

factors influencing those individuals who relapse after an 

extended period of time. The aim was to attempt to discover 

differences in the occurrence of relapse thereby providing 

information which would aid in the development of treatments 

to deal with the causes of failure. 

Ninety subjects with a primary diagnosis of alcohol de

pendence were recruited from outpatient facilities of the al

cohol unit in a Veteran's Administration hospital in southern 

California. Extensive demographic data was gathered includ

ing: sex, age, marital status, and education level. 
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Employment status, previous treatment experiences, and evi

dence of previous antisocial behavior/involvement with the 

legal system was assessed. They also completed monthly 

questionnaires assessing daily hassles, uplifts, and coping 

skills. In the event a subject relapsed, information detail

ing the circumstances of the relapse were gathered. 

Results revealed a tendency for the Type II alcoholics 

to relapse at a faster rate than Type I alcoholics, and to 

relapse independently of negative environmental events. Type 

I alcoholics relapse after a longer period of time, and their 

relapse appears to be associated with specific negative life 

events. 
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CHAPTER I 

INTRODUCTION 

Schuckit (1973, p. 158) defines alcoholism as "drinking 

that interferes with the individual's way of life as evi

denced by any one of the following occurring in relation to 

alcohol abuse: a job loss or lay off, a marital separation 

or divorce, two or more nontraffic arrests, or a hospitaliza

tion for physical or mental consequences." Numerous lines of 

research have been undertaken in order to understand the de

velopment of alcoholism. One such avenue is the investiga

tion of a biological basis for the development of alcoholism. 

Individuals who have alcoholic parents are more likely 

to abuse alcohol even when they have been adopted away in 

infancy (Schuckit, Goodwin, & Winokur, 1972; Goodwin, 

Schulsinger, & Hermansen, 1973; Cadoret & Gath, 1978; and 

Cadoret, Cain, & Grove, 1980). This suggests that at least 

in some forms of alcoholism there is considerable genetic 

influence. 

Cloninger, Bohman, and Sigvardsson (1981) postulated the 

existence of distinct alcohol subgroups entitled type I and 

type II. This typology was developed from an adoption study 

in which genetic and environmental factors were separated. 

Both genetic predisposition (alcoholic father) and environ

mental exposure to alcohol (drinking by adoptive father) were 

found to be necessary if the adoptee was to express type I 

alcoholism. If the adoptee was exposed to a pattern of heavy 

recreational drinking in the adoptive home, the risk of se

vere alcoholism was great, and if there was a genetic predis

position (type I alcoholism in the biological father) the 

risk of severe alcoholism was almost doubled. In contrast, 

adoptees of type II fathers were at risk for alcoholism re

gardless of their environment. The risk for these children 

of type II fathers was nine times that of the sons of other 

fathers. Adopted daughters of type II alcoholics were at 

risk only for somatic anxiety and not the other dimensions 
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found in type II men. Consequently, type II has been labeled 

"male limited." 

Equally challenging is the study of relapse. Many in

vestigators have attempted to discover the components of re

lapse and how relapsers differ from abstainers. Relapse pre

cipitants include unpleasant affect, social anxiety, de

creased cognitive vigilance, and exposure to alcohol or alco

hol-related cues (Litman, Eiser, Rawson, & Oppenheim, 1979); 

unexpressed anger (Marlatt, Kosturn, & Lang, 1975); and other 

negative emotions such as depression, guilt, loneliness, bore

dom, or anxiety (Marlatt, 1978, 1980, and 1985). 

Statement of the Problem 

It has been estimated that the relapse rate for alcohol

ics in an aftercare program is in the 50% to 90% range with 

about two thirds of these relapses occurring within the first 

90 days following treatment (Hunt, Barnett, & Branch, 1971; 

Marlatt & Gordon, 1980). 

This study will compare the factors influencing indivi

duals who relapse shortly after treatment completion with the 

factors influencing those individuals who relapse after an ex

tended period of time. Identifying influencing factors of re

lapse may provide information which will aid in the develop

ment of treatments to deal with the causes of failure. 

The following hypotheses are put forth: 

1. The conditional probability of relapse will decrease 

over time. 

2. Individuals can be classified into distinct types: 

Type I and Type II as described by Cloninger (1981). 

The Type II alcoholics are predicted to relapse 

earlier than Type I alcoholics. 

3. The Type II alcoholics are hypothesized to be unmo

tivated for treatment, and the relapse will likely 

be independent of current events. By definition for 

inclusion in the category, they will possess 



antisocial features, impulsiveness, and desire for 

immediate gratification. 

The Type I alcoholics are likely to relapse 

dependent upon current events (high risk situa

tions). They are hypothesized to possess poor 

coping skills, poor social/interpersonal skills, 

and perhaps poor occupational skills, any of which 

may contribute to inability to cope with stressful 

events and hence, enhance the probability of relapse 

in the presence of such events. 



CHAPTER II 

METHOD 

Subjects 

Male subjects with a primary diagnosis of alcoholism who 

completed an inpatient treatment program were recruited from 

facilities of an alcohol treatment unit in a Veteran's Admin

istration hospital in southern California (n = 90). Subjects 

were divided into alcohol typologies based upon (1) age of 

onset of alcoholism (before or after 25 years of age), (2) 

age at first admission to treatment (before or after age 30), 

and (3) repeated complications due to alcohol usage, particu

larly involving the legal system. Cloninger's classification 

system (1981) identified type I and type II's according to 

the criteria of type II (early onset, legal difficulties, 

early admission to treatment) and type I (late onset, later 

admission to treatment, absence of multiple offenses). A 

third unanticipated group, type I/II, were separated based 

upon meeting criteria for type II on age of onset and multi

ple offenses but initial admission to treatment was after 30 

years of age. 

Instruments 

Extensive demographic data were gathered via the use of 

an initial contact form which included questions concerning 

sex, age, race, marital status, educational level, employment 

status, previous treatment experiences, drinking history, AA 

involvement, family history of alcoholism, and evidence of 

previous antisocial behavior and involvement with the legal 

system. The initial contact form was modeled after portions 

of The Alcohol Inventory (Armor, Polich, & Stambul, 1978) 

which is utilized to measure the physical and behavioral ef

fects of abusive drinking along with sociodemographic infor

mation . 

Hassles and Uplifts scales devised by Kanner, Coyne, 

Schaefer, and Lazarus (1981) were utilized to assess both 
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negative and positive experiences of subjects. Coping skills 

were assessed by using an instrument developed by Lazarus and 

Folkman (1984) entitled Ways of Coping (revised). 

Procedure 

Subjects were recruited for the study after they com

pleted an inpatient substance abuse treatment program. They 

were administered the hassles, uplifts, and coping instru

ments at this time, and thereafter on a monthly basis up to a 

period of nine months. In the event a subject relapsed, in

formation detailing the circumstances of the relapse were 

gathered. This procedure was similar to that described in 

Marlatt and Gordon (1980). In order to ensure contact with 

the relapsed subjects, each person was asked to complete a 

consent form with the name and telephone number of a signifi

cant other who might know the subject's whereabouts in the 

event he could not be contacted directly for follow-up. 

Analyses 

Three phases of analyses were conducted on the data 

gathered in this project. The first phase was a comparison 

of typologies across time on relapses through the use of a 

Hazard Analysis which calculated the probability of relapse 

for each month given that the subject had survived up to that 

time. Secondly, cumulative frequencies were calculated to 

illustrate relapses by type as they occurred over a nine 

month period. 

The third phase of the study concerned the hassles, up

lifts and coping data. A series of chi square tests were 

performed on the demographic data, and months until relapse 

was correlated with demographic variables. Data was then 

analyzed in a split-plot factorial design and simple effects 

analyses were subsequently performed to further investigate 

differences. 



CHAPTER III 

RESULTS 

Demographics 

The three types of alcoholism (I, II, and I/II) were 

compared on a variety of demographic variables including age, 

educational level, marital status, and family history of 

alcoholism. No significant differences between types or be

tween relapsers and non-relapsers were obtained (see Tables 

1 through 10). For the relapser sample only, time to relapse 

was not significantly correlated with age, age at first 

treatment for alcoholism, or number of previous treatments 

for alcoholism (see Table 11), nor was status (relapser vs. 

survivor) correlated with these demographic variables (see 

Table 12). Correlations also were performed separately by 

type for the demographic variables by status, but no signifi

cant relationships were found (see Table 13). 

Hassles and Uplifts 

Number of hassles were analyzed via analysis of variance 

as a Type (3 levels) X Time (first vs. last administration) 

split-plot factorial (see Table 14 and Figure 1). A signi

ficant Type X Time interaction was identified. The inter

action was followed by simple effects analysis. At initial 

administration, the average number of hassles was greatest 

for type II, followed by type I/II and type I. The differ

ence between type I and II was significant (t = 2.74, 

p -C .05). At the final administration, the average number of 

hassles was greatest for type I followed by II and I/II. The 

difference between type I and II was significant (t = 2.63, 

p < .05), and between type I and I/II (t = 2.99, p < .01). 

Between the initial and final administration of the hassles 

instrument, the average number of hassles reported by the 

type II group dropped significantly (t = 4.15, p < .01), as 

did those reported by the type I/II group (t = 2.36, p<.05). 
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Table 1 
Status by Marital Status - Type I 
Chi Square Table 

Relapser 

Survivor 

Total 

Unmarried 

8 
42.11 
66.67 
57.14 

6 
31.58 
85.71 
42.86 

14 
73.68 

Married 

4 
21.05 
33.33 
80.00 

1 
5.26 
14.29 
20.00 

5 
26.32 

Total 

12 
63.16 

7 
36.84 

19 
100.00 

Statistics for Table of Status by Marital Status 

Statistic DF Value Prob 

Chi-Square 1 0.827 0.363 
Fisher's Exact Test (Left) 0.366 

(Right) 0.932 
(2-tail) 0.603 

Sample size = 19 
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Table 2 
Status by Marital Status - Type II 
Chi Square Table 

Relapser 

Survivor 

Total 

Unmarried 

10 
47.62 
90.91 
52.63 

9 
42.86 
90.00 
47.37 

19 
90.48 

Married 

1 
4.76 
9.09 
50.00 

1 
4.76 
10.00 
50.00 

2 
9.52 

Total 

11 
52.38 

10 
47.62 

21 
100.00 

Statistics for Table of Status by Marital Status 

Statistic DF Value Prob 

Chi-Square 1 0.005 0.943 
Fisher's Exact Test (Left) 0.786 

(Right) 0.738 
(2-tail) 1.000 

Sample size = 21 



Table 3 
Status by Marital Status - Type I/II 
Chi-Square Table 

r 

Relapser 

Survivor 

Total 

Unmarried 

5 
26.32 
55.56 
35.71 

9 
47.37 
90.00 
64.29 

14 
73.68 

Married 

21.05 
44.44 
80.00 

1 
5.26 
10.00 
20.00 

5 
26.32 

Total 

9 
47.37 

10 
52.63 

19 
100.00 

Statistics for Table of Status by Marital Status 

Statistic DF Value Prob 

Chi-Square 1 2.898 0.089 
Fisher's Exact Test (Left) 0.119 

(Right) 0.989 
(2-tail) 0.141 

Sample size = 19 
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Table 4 
Status by Educational Level - Type I 
Chi-Square Table 

Relapser 

Survivor 

Total 

< = High 

5 
26.32 
41.67 
71.43 

2 
10.53 
28.57 
28.57 

7 
36.84 

School > High 

7 
36.84 
58.33 
58.33 

5 
26.32 
71.43 
41.67 

12 
63.16 

School Total 

12 
63.16 

7 
36.84 

19 
100.00 

Statistics for Table of Status by Educational Level 

Statistic DF Value Prob 

Chi-Square 1 .326 0.568 
Fisher's Exact Test (Left) 0.856 

(Right) 0.474 
(2-tail) 0.656 

Sample size = 19 
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Table 5 
Status by Educational Level - Type II 
Chi-Square Table 

Relapser 

Survivor 

Total 

< = High 

7 
33.33 
63.64 
50.00 

7 
33.33 
70.00 
50.00 

14 
66.67 

School > High 

4 
19.05 
36.36 
57.14 

3 
14.29 
30.00 
42.86 

7 
33.33 

School Total 

11 
52.38 

10 
47.62 

21 
100.00 

Statistics for Table of Status by Educational Level 

Statistic DF Value Prob 

Chi-Square 1 .095 0.757 
Fisher's Exact Test (Left) 0.562 

(Right) 0.779 
(2-tail) 1.000 

Sample size = 21 
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Table 6 
Status by Educational Level - Type I/II 
Chi-Square Table 

Relapser 

Survivor 

Total 

< = Hiqh 

3 
15.79 
33.33 
37.50 

5 
26.32 
50.00 
62.50 

8 
42.11 

School > High 

6 
31.58 
66.67 
54.55 

5 
26.32 
50.00 
45.45 

11 
57.89 

School Total 

9 
47.37 

10 
52.63 

19 
100.00 

Statistics for Table of Status by Educational Level 

Statistic DF Value Prob 

Chi-Square 1 0.540 0.463 
Fisher's Exact Test (Left) 0.395 

(Right) 0.885 
(2-tail) 0.650 

Sample size = 19 



Table 7 
Status by Age - Type I 
Chi-Square Table 

13 

^ 

Relapser 

Survivor 

T o t a l 

<=39 

6 
3 1 . 5 8 
5 0 . 0 0 
8 5 . 7 1 

1 
5 . 2 6 

1 4 . 2 9 
1 4 . 2 9 

7 
3 6 . 8 4 

> 3 9 

6 
3 1 . 5 8 
5 0 . 0 0 
5 0 . 0 0 

6 
3 1 . 5 8 
8 5 . 7 1 
5 0 . 0 0 

12 
6 3 . 1 6 

T o t a l 

12 
6 3 . 1 6 

7 
3 6 . 8 4 

19 
1 0 0 . 0 0 

Statistics for Table of Status by Age 

Statistic DF Value Prob 

Chi-Square 1 2.423 0.120 
Fisher's Exact Test (Left) 0.984 

(Right) 0.144 
(2-tail) 0.173 

Sample size = 19 



Table 8 
Status by Age - Type II 
Chi-Square Table 

14 

r 

Relapser 

Survivor 

Total 

< =39 

9 
42.86 
81.82 
52.94 

8 
38.10 
80.00 
47.06 

17 
80.95 

> 39 

2 
9.52 
18.18 
50.00 

2 
9.52 
20.00 
50.00 

4 
19.05 

Total 

11 
52.38 

10 
47.62 

21 
100.00 

Statistics for Table of Status by Age 

Statistic DF Value Prob 

Chi-Square 1 0.011 0.916 
Fisher's Exact Test (Left) 0.744 

(Right) 0.669 
(2-tail) 1.000 

Sample size = 21 
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Table 9 
Status by Age - Type I/II 
Chi-Square Table 

Relapser 

Survivor 

Total 

<=39 

4 
21.05 
44.44 
66.67 

2 
10.53 
20.00 
33.33 

6 
31.58 

> 39 

5 
26.32 
55.56 
38.46 

8 
42.11 
80.00 
61.54 

13 
68.42 

Total 

9 
47.37 

10 
52.63 

19 
100.00 

Statistics for Table of Status by Age 

Statistic DF Value Prob 

Chi-Square 1 1.310 0.252 
Fisher's Exact Test (Left) 0.950 

(Right) 0.259 
(2-tail) 0.350 

Sample size = 19 



Table 10 
Type By Family History 
Chi-Square Table 

16 

r 

Type I 

Type II 

Type I/II 

Total 

Positive 

8 
13.56 
42.11 
34.78 

6 
10.17 
28.57 
26.09 

9 
15.25 
47.37 
39.13 

23 
38.98 

Neaative 

11 
18.64 
57.89 
30.56 

15 
25.42 
71.43 
41.67 

10 
16.95 
52.63 
27.78 

36 
61.02 

Total 

19 
32.20 

21 
35.59 

19 
32.20 

59 
100.00 

Statistics for Table of Type by Family History 

Statistic DF Value Prob 

Chi-Square 2 1.597 0.450 
Fisher's Exact Test (2-tail) 0.498 

Sample size = 59 



Table 11 
Pearson's Correlations for 
Demographics and Time to Relapse 

17 

Time to Relapse 

Age -.00969 

Age at first treatment .11521 

Previous treatments -.06631 



Table 12 
Pearson's Correlations for Status and Demographics 

18 

Status 

Age .19460 

Age at first treatment .16599 

Educ -.04960 

Marital Status -.21058 
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Table 13 
Pearson's Correlations for 
Status and Demographics by Type 

Status 

I II I/II 

Age .34025 .08982 .37690 

Education Level .13095 -.06742 -.16855 

Marital Status -.20866 .01547 -.39056 



Table 14 
Hassles - Analysis of Variance 
Split-Plot Factorial Summary Table 

20 

Source df Sum of Squares Mean Square Prob 

Type 
Status 
Type*Status 
Time 
Type*Time 
Status*Time 
Type*Status*Time 

2 
1 
2 
1 
2 
1 
2 

4202.34 
809.49 
2658.21 
2368.05 
7110.99 
613.38 
1471.41 

2101.17 
809.49 
1329.10 
2368.05 
3555.49 
613.38 
735.70 

1.92 
0.74 
1.21 
3.78 
5.68 
0.98 
1.18 

.157 

.394 

.306 

.059 

.007 

.329 

.320 

Simple Effects Analysis 

Initial administration - Type I vs. II 
Type I vs. I/II 
Type II vs. I/II 

Final administration - Type I vs. II 
Type I vs. I/II 
Type II vs. I/II 

t = 2.74, p < .05 
t = .69, NS. 
t = 2.05, NS. 

t = 2.63, p < .05 
t = 2.99, p < .01 
t = .36, NS . 

Type I 
Type II 
Type I/II 

- Initial vs. Final 
Initial vs. Final 
Initial vs. Final 

t = 1.56, NS . 
t = 4.15, p <: .01 
t = 2.36, p <: .05 



60 
21 

55.62 
5.46 

50 

47.30 
6.25 

37.95 
5.74 

40 

42.37 
5.74 

30 

20 

0 

3 0 . 33 
7 . 2 0 

2 8 . 0 0 
6 . 6 9 

II 
Initial 

Administration 

I/II II 
Final 

Administration 

T/lT 

Figure 1 Hassles Means and Standard Deviations for Type I 
II, and I/II Subjects on the Initial and Final 
Administrations. 
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Uplifts were analyzed in the same fashion as hassles. A 

significant interaction between type and time of administra

tion was obtained. The three types did not differ upon 

initial administration. By the final administration the 

Type II's and I/II's reported non-significant decreases in 

the number of uplifts while the reported uplifts of the type 

I's remained essentially unchanged. On the final admini

stration the average number of uplifts reported by the type 

I/II's was significantly greater than those reported by the 

type II's (t = 2.13, p < .05), (see Table 15 and Figure 2). 

The hassles and uplifts measures were combined into a 

balanced ratio by the formula H - U/H + U. Main effects for 

type, first vs last administration, as well as the interac

tion of type by status were significant. Simple effects 

analyses were then performed. The ratio for the type I/II 

group was significantly lower than that of the type I 

(t = 2.68, p < .05), or type II's (t = 3.89, p < .01), and 

the ratio for the final administration was significantly 

lower than that of the initial administration (t = 5.68, 

p ^ .01). The ratio score for the type I/II relapsers was 

significantly lovzer than that of the type I's (t = 3.88, 

p <C .01) and type II's (t = 5.7, p "C .01). Relapsers and 

survivors differed significantly for both type I and type II 

alcoholics, (t = 4.88, p < .01 and t = 5.5, p < .01), respec

tively (see Table 16, and Figures 3 and 4). 

Coping 

Subjects were scored on total number of coping responses 

as well as the number of different strategies they employed. 

Total number of coping responses differed on the type of 

alcoholism X first versus last administration interaction 

(see Table 17 and Figure 5). Simple effects comparisons in

dicated that on the first administration, type II's report 

using significantly more coping responses than type I's 

(t = 3.19, p < .01), and type I/II's (t = 3.82, p < .005). 

On the final administration of the coping instrument, type 



Table 15 
Uplifts - Analysis of Variance 
Split-Plot Factorial Summary Table 
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Source 

Type 
Status 
Type*Status 
Time 
Type*Time 
Status*Time 
Type*Status*Time 

df 

2 
1 
2 
1 
2 
1 
2 

Sum of Squares 

527.74 
5120.18 
8524.84 
1719.05 
7789.73 

80.28 
1021.61 

Mean Square 

263.87 
5120.18 
4262.42 
1719.05 
3894.86 
80.28 
510.80 

_ F 

0.17 
3.39 
2.82 
2.29 
5.19 
0.11 
0.68 

Prob 

.840 

.071 

.069 

.139 

.011 

.746 

.513 

Simple Effects Analysis 

Initial administration - Type I vs. II 
Type I vs. I/II 
Type II vs. I/II 

Final administration - Type I vs. II 
Type I vs. I/II 
Type II vs. I/II 

t = 1.30, NS. 
t = 1.71, NS. 
t = .41, NS. 

t = 1.49, NS. 
t = .65, NS. 
t = 2.13, p < .05 

Type I 
Type II 
Type I/II 

- Initial vs. Final 
Initial vs. Final 
Initial vs. Final 

t = .70, NS. 
t = 1.98, NS. 
t = .33, NS. 
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Figure 2 Uplift Means and Standard Deviations for Type I 
II and I/II Subjects on the Initial and Final 
Administrations. 
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Table 16 
Ratio - Analysis of Variance 
Split-Plot Factorial Summary Table 

Source 

Type 
Status 
Type*Status 
Time 
Type*Time 
Status*Time 
Type*Status*Time 

df 

2 
1 
2 
1 
2 
1 
2 

Sum of Squares 

1.061 
0.359 
0.765 
0.520 
0.051 
0.003 
0.190 

Me an Square 

0.5304 
0.3593 
0.3823 
0.5205 
0.0254 
0.0032 
0.0951 

F 

4.90 
3.32 
3.53 
7.52 
0.37 
0.05 
1.37 

Prob 

.011 

.074 

.036 

.009 

.696 

.830 

.266 

t = 1.21, 
t = 2.68, 
t = 3.89, 

NS. 
P < 
P < 

.05 

.01 

Simple Effects Analysis 

Type I vs Type II 
Type I vs Type I/II 
Type II vs Type I/II 

Initial vs final administration t = 5.68, p < .01 

Type I relapser vs Type II relapser 
Type I relapser vs Type I/II relapser 
Type II relapser vs Type I/II relapser 

Type I survivor vs Type II survivor 
Type I survivor vs Type I/II survivor 
Type II survivor vs Type I/II survivor 

Type I relapser vs Type I survivor 
Type II relapser vs Type II survivor 
Type I/II relapser vs Type I/II survivor 

t 
t 
t 

t 
t 
t 

= 1.77, NS. 
= 3.88, p < .01 
= 5.7 , p < .01 

= 1.11, NS. 
= 1.56, NS. 

.44, NS. 

t = 4.88, p < .01 
t = 5.5 , p <: .01 
t = 1 .25, NS. 
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Figure 3. Means and Standard Deviations of Ratios by Type 
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Table 17 
Coping Totals - Analysis of Variance 
Split-Plot Factorial Summary Table 
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Source 

Type 
Status 
Type*Status 
Time 
Type*Time 
Status*Time 
Type*Status*Time 

df 

2 
1 
2 
1 
2 
1 
2 

Sum of Squares 

598.47 
187.08 

1043.12 
88.05 

798.63 
241.27 
252.15 

Mean Square 

299.24 
187.08 
521.56 
88.05 
399.32 
241.27 
126.07 

F 

1.57 
0.98 
2.73 
1.43 
6.48 
3.91 
2.05 

Prob 

.218 

.327 

.074 

.239 

.004 

.056 

.144 

Simple Effects Analysis 

Initial administration 
Type I vs Type II t = 3.19, p < .01 
Type I vs Type I/II t = .64, NS. 
Type II vs Type I/II t = 3.82, p < .01 

Final administration 
Type I vs Type II t = 1.53, NS. 
Type I vs Type I/II t = 2.98, p <.05 
Type II vs Type I/II t = 4.51 p <Z .01 

Initial vs Final administration 
Type I t = .21, NS. 
Type II t = 5.19, p <" .01 
Type I/II t = 4.33, p ^ .01 
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Figure 5. Means and Standard Deviations of Coping Totals 
(Type by Time). 
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I/II's reported employing more coping totals than type I's 

(t = 2.98, p < .05), and type II's (t = 4.51, p < .001). Be

tween the initial and final administrations, the type II's 

significantly decreased the number of coping responses they 

employed (t = 5.19, p < .01), while the type I/II's signifi

cantly increased the number of coping responses they used to 

deal with their difficulties (t = 4.33, p<.01). 

The number of different coping strategies differed as an 

interaction between type of alcoholic and initial versus fi

nal administration, and there was a significant interaction 

of type by status (see Table 18). In the initial administra

tion of the coping instrument, type II's used significantly 

more styles than either of the other types. By the final 

administration, type I/II's utilized more coping styles than 

I's or II's. The comparison of the initial and final admini

stration yielded a significant drop in the number of coping 

styles among the type II's, and a significant increase in 

coping styles among the type I/II's, (Figure 6). Among the 

relapsers, the type I/II group used significantly more coping 

styles than either of the other groups. There were no signi

ficant differences in number of different coping styles em

ployed among the survivor groups, (Figure 7). Relapsing type 

II's and I/II's reported strategies which included: blame 

others and tension reduction; and type I's utilized self-

blame and emphasizing the positive. Survivors, regardless of 

type, used more effective strategies such as problem-focused 

coping. 

Hypotheses 

Probability of relapse will decrease over time. Tables 

19 and 20 present the cumulative and conditional probabili

ties of recidivism. It is evident that virtually all re

lapses occurred during the earliest months of'aftercare. 

Type II alcoholics will relapse earlier, on the average 

than type I alcoholics. Tables 19 and 20 cited above, sup

port the hypothesis. The unanticipated necessity of creating 
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Table 18 
Coping Styles 
Analysis of Variance Split-Plot Factorial Summary Table 

Source 

Type 
Status 
Type*Status 
Time 
Type*Time 
Status*Time 
Type*Status*Time 

df 

2 

r-t 

2 

r-t 

2 
1 
2 

Sum of Squares 

21.90 
2.85 

46.26 
0.58 
34.48 
8.21 
6.69 

Mean Square 

10.95 
2.85 
23.13 
0.58 
17.24 
8.21 
3.35 

F 

1.64 
0.43 
3.47 
0.16 
4.70 
2.24 
0.91 

Prob 

.204 

.516 

.039 

.692 

.015 

.143 

.411 

Simple Effects Analysis 

Initial administration 
Type I vs Type II t = 3.34, p < .01 
Type I vs Type I/II t = .19, NS. 
Type II vs Type I/II t = 3.15, p^T.Ol 

Final administration 
Type I vs Type II 
Type I vs Type I/II 
Type II vs Type l/II 

Initial vs Final administration 
Type I t = .87, NS. 
Type II t = 3.85, p < .01 
Type I/II t = 3.17, p < .01 

t = .74, 
t = 2.21, 
t = 2.94 

NS. 
p-c 
P '^ 

.05 

.05 

Relapser 
Type I vs Type II t = 1.68, NS. 
Type I vs Type I/II t = 2.75, p <r 
Type II vs Type l/II t = 1.08, NS. 

.05 

Type 
Type 
Type 

Type 
Type 
Type 

Survivor 
I vs Type II 
I vs Type l/II 
II vs Type l/II 

t = .63, NS. 
t = .98, NS. 
t = 1.60, NS. 

I survivors vs Type I relapsers 
II survivors vs Type II relapsers 
I/II survivors vs Type I/II relapsers 

t 
t 
t 

= 1 

= 2 

82, 
57, 
48, 

NS. 
NS. 
P< 05 
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Figure 6. Means and Standard Deviations of Coping Styles 
(Type by Time). 
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a third (mixed) classification of alcoholics was not consi

dered when this hypothesis was formulated. The relapse pat

tern for this group appears to have characteristics which 

are intermediate between the other groups. 

Type I alcoholics who relapse would do so in reaction to 

negative life events; the type II alcoholics would relapse 

for no apparent reason. (Reasons given by each type for re

lapse are in Table 21.) 

Summary of Results 

The data lend support to the predictions that the prob

ability of relapse would decrease over time, and that the 

type II group would begin relapsing at an earlier time than 

the type I group. The type I's seem to be more responsive to 

negative environmental occurrences and report reasons for 

relapse consistent with the prediction that their relapse 

would be dependent upon negative life events. In contrast, 

as anticipated, the type II group did not tend to identify 

negative interpersonal events as precursors of their relapse. 

The blended type I/II group demonstrated some characteristics 

much like the type II group, yet on other measures appeared 

very distinctly unique. 
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Table 21 
Precipitants of Relapse by Type 

Type Type Type 
I II I/II 

Interpersonal 
Involving spouse or significant other 2 
Involving negative interactions 3 

Intrapsychic 
Involving negative emotional states 4 2 2 

Situational 
Occupational difficulties 2 1 2 
Social pressures 1 1 3 
Changes in finances 1 

Unable to specifiy relapse precipitant 6 2 



CHAPTER IV 

DISCUSSION 

The results of this study lend partial support to 

Cloninger's typology theory that alcoholics can be classified 

into two distinct types. Yet, one third of the sample could 

not be so pegged, failing to meet the third of three criter

ion, and thereby forming the I/II hybrid group. It may be 

that because alcoholism is so diverse and is not a unitary 

disease concept, alcoholics simply cannot be dichotomized 

into only tv70 groups. The results of this study suggest that 

indeed, the type I/II alcoholics are not simply a mix of the 

type I's and type II's, but instead may represent a totally 

unique group. 

The first hypothesis put forth was that the probability 

of relapse would decrease over time, and this was supported 

by the data. After some subjects drop out early in their 

aftercare treatment, relapse becomes less likely over time. 

As can be seen from table 20, the likelihood of relapsing 

occurs at different times between the types. This supports 

the hypothesis that type II's relapse at an earlier time than 

type I's. In this instance, the type I/II's look much like 

the type II's. The notion that type II's relapse at a faster 

rate is further supported by the cumulative percentages com

puted by type which illustrates that type II's begin relap

sing within the first week following inpatient treatment and 

by the first month 33% of the type II's had relapsed, (see 

Table 19).. In contrast, no type I's began relapsing until 

the first month totaling only 9% of the sample. The type 

I/II's again look much like the type II's, and begin relap

sing within the first week after treatment. 

Considering the differences in "time to relapse" may 

have interesting treatment implications. For some people 

labeled type II there may simply be little time for treatment 

to "take-hold" before they relapse. For the type I's, 

however, there seems to be a period of time during which they 

38 
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would be most responsive to an intervention. In terms of 

their reported "high risk situations" it may be beneficial to 

incorporate social skills training programs into the alcohol 

treatment programs, as type I's cite interpersonal difficul

ties as precipitating relapse. 

The notion that type I's are more responsive to negative 

environmental events is further supported by their responses 

to the final administration of the hassles instrument in 

which they reported experiencing more unpleasant events than 

the type II's or I/II's. The type II's begin reporting a 

greater number of unpleasant events or hassles in the first 

administration of the instrument, but over time this report

ing drops significantly. It is doubtful that unpleasant 

events cease to occur but rather that over time in their re

covery they become less responsive to them. In this in

stance, the type I/II's look similar to the type II's in that 

they start out reporting hassles, but over time this report

ing drops off. 

All types seemed to experience about the same number of 

positive events early in their recovery, but, over time for 

the type II's these positive experiences decrease in number. 

For the type I's and I/II's, however, the number of uplifts 

remained essentially the same. 

For the type I's then, the number of hassles seems to 

increase over time without a corresponding number of uplifts, 

suggesting a shift in the balance of negative and positive 

experiences. The type II's report a decrease in the number 

of both positive and negative experiences, suggesting a de

creased responsiveness to their environment. Taken together, 

this lends support for the hypothesis which states that type 

I's are more responsive to negative environmental occurrences 

than type II's. 

A ratio of hassles to uplifts was computed and results 

indicated that the type I's and type I/II's experienced more 

uplifts than hassles (resulting in a negative ratio). The 

ratios of the type I/II's were significantly different from 
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those of the other two groups suggesting that, in general, 

the type I/lI's report more positive events. Over time, as 

the alcoholics experience more time in recovery, this ratio 

continues to reflect more and more positive experiences rel

ative to the number of negative experiences. 

When the survivors of each type were compared with those 

who relapsed, for both type I and type II, the survivors re

ported more positive experiences. Among the type II relap

sers, the type I/II's reported more positive experiences than 

either the type I's or II's. As a group, they simply do not 

seem to be as affected by negative events, and when they do 

experience negative events, it appears as though positive 

events tend to "buffer" the experience. 

As a group, the ratio scores of the survivors were quite 

similar, and all reported more positive than negative exper

iences. In fact, the type I/II relapsers appear more like 

the survivors with respect to the ratio data. 

Initially, the type II group employed the greatest num

ber of coping strategies in comparison with the other two 

groups. But over time, they tend to decrease the number of 

strategies they employ, although they did not necessarily em

ploy more effective strategies. They continued to cope by 

blaming others for their difficulties, reducing tension by 

smoking, drinking, or eating, distancing themselves from 

their problems, and utilizing wishful thinking. These strat

egies are consistent with the antisocial profile of placing 

blame for.problems on others, seeking ways to make oneself 

feel better, and avoiding taking responsibility for or think

ing about problems. 

In contrast, the I/II's increased the number of total 

coping strategies they employed to deal with their diffi

culties. For the type I's the number of strategies remained 

essentially the same at the initial and final 'administration 

of the coping instrument. By the final administration, the 

type I/II's added an average of two more coping strategies, 

importantly, one of these strategies was the problem focused 
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coping style which Lazarus and Folkman (1984) describe as 

efforts which are directed towards problem-solving. These 

include defining the problem, generating alternative solu

tions, weighing the alternative, choosing among them, and 

acting. Such coping strategies are highly effective in com

parison with the more avoidant forms of coping such as dis

tancing or wishful thinking. 

In comparing the number of different strategies uti

lized by each type whether a survivor or a relapser, the re

sults seemed to indicate that for the type I/II group, they 

were able to abstain from alcohol use when they confined 

their coping strategies to a focused few. As has been 

stated, they tend to incorporate effective strategies such as 

problem-focused coping. On the other hand, the type I's and 

II's seem to fare better when they increase their number of 

different strategies (as evidenced by the survivor data). 

For these types at least, it may be better to widen their 

repertoire of available responses. 

Between the initial and final administrations of the 

coping instrument, type II's tended to decrease their number 

of different coping styles while the type I/II's tended to 

increase their number of different coping styles. This is 

just the opposite of what seems to be effective by looking at 

the data of surviving type II's who tend to increase their 

repertoire and type I/II's who tend to decrease their reper

toire and focus on more effective strategies. The type I 

group tended to utilize the same number of and type of strat

egies from time 1 to time 2. This suggests that they do not 

seem to try out new coping strategies, and may continue using 

essentially the same ones regardless of their effectiveness. 

Clinically, this may suggest a need for introducing a coping 

skills training program in alcohol treatment programs to 

broaden the repertoire of the type I's. 

Treatment implications include the notion that perhaps 

"one treatment does not fit all." Because of the heterogen

eity of the groups, treatment programs may need to focus more 
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on individualizing treatment. For example, some people may 

simply need an educational approach in coping, as coping 

failure may be due to a lack of knowledge or skill. For 

those alcoholics who have problems in relating with others, 

interpersonal and social skills training may be necessary. 

These seem to be problem areas for the type I group in 

particular. 

Sophisticated approaches for the development of problem-

solving skills have been created. D'Zurrilla and Nezu (1982) 

developed the Social Problem Solving model which is de

signed to assist people in developing social competence. 

These ideas could be incorporated into an existing alcohol 

treatment program and be continued into aftercare. 

It is unclear from the present study just what might be 

effective for the alcoholics who fall into the type II class

ification. Many of the type II relapsers were unable to 

identify relapse precipitants, and described their relapse 

episodes as simply results of impulsiveness they were unable 

to explain. To further complicate matters, the type II's 

tend not to remain in treatment long enough for them to learn 

new coping skills or effective methods of managing their dif

ficulties. Future research would ideally look at larger sam

ple sizes over an extended period of time to continue to in

vestigate the utility of placing alcoholics into a classifi

cation scheme, and subsequently looking at group differences. 
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Introduction 

Theories about the development of alcoholism abound, for 

example, proponents of the social learning approach contend 

that individuals who lack adaptive coping skills may turn to 

alcohol consumption (Abrams & Niura, 1987). This drinking to 

cope may be seen as the tendency to drink alcohol in order to 

escape or avoid unpleasant emotions. Hence, there are no op

portunities to develop or refine coping mechanisms. 

According to the social learning perspective, indivi

duals come to hold certain beliefs about the effects of alco

hol. These beliefs are termed "alcohol expectancies" and in

clude dimensions identified by Brown, Goldman, Inn, and 

Anderson (1980). Expectancies about the positive effects of 

alcohol include enhanced sexual experience, alcohol as a glo

bal positive transforming agent, enhancement of social pleas

ures, increased power and aggression, increased assertiveness 

in social situations, and the reduction of tension. These 

effects vary with drinking patterns in that inexperienced 

drinkers tend to possess global expectancies while more ex

perienced drinkers evidence more specific and limited expect

ancies to the areas of sexual enhancement and arousal of ag

gression. These authors report that alcohol expectancies 

differ according to gender. Females are more likely to ex

pect positive social experiences as an effect of alcohol con

sumption whereas men expect arousal or potentially aggressive 

behavior. 

Outcome expectancies are based upon work by Bandura 

(1977) and are defined as the belief that a certain behavior 

will produce a certain outcome. This is differentiated from 

self-efficacy which is the belief that the individual will be 

able to perform the required behavior. Bandura suggests that 

self-efficacy beliefs predict behavior in relation to outcome 

expectancies and that the level of self-efficacy depends up

on, in part, the availability of specific skills required 

to meet the demands of a situation. The disease model of 

alcoholism supported by Alcoholic's Anonymous emphasizes the 
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alcoholic as a passive victim whose "disease" is beyond con

trol. Wilson (1978) writes that the alcoholic is thus given 

a set of beliefs and expectancies that maintain he/she is 

powerless and lacking in volitional control. 

The relationship between self-efficacy and relapse was 

investigated by Burling, Reilly, Moltzen, and Ziff (1989). 

They found that self-efficacy increased during treatment for 

alcoholism and was higher among abstainers than relapsers. 

Low self-efficacy at intake was related to longer treatment 

stay and more positive conditions at discharge, and individ

uals who experienced greater treatment changes had higher 

abstinent rates at follow-up. In addition, individuals with 

low self-efficacy at intake were more accurate in predicting 

the circumstances of their eventual relapse than individuals 

with high self-efficacy at intake. This kind of information 

could have important implications for individualized treat

ment and the utilization of strategies for matching certain 

types of individuals with specific treatments. It would 

therefore seem pertinent to educate alcoholics concerning 

situations that are high risk for them. It may be that indi

viduals low in a sense of self-efficacy accurately perceive 

what situations are "dangerous," while individuals high in 

self-efficacy may be unaware of high-risk situations, under

estimate their risk, or engage in denial. Thus, it is the 

individual's own definition of what constitutes a high risk 

situation (a situation that poses a threat to the individ

ual's sense of control). Perceived control or self-efficacy 

refers to the person's subjective belief that he/she will be 

able to deal with the situation at hand. 

Marlatt (1985) suggested that self-efficacy is deter

mined by temporal factors, expectancies, beliefs, and the 

availability of coping responses. In the early stages of 

abstinence temporal factors are very important. Physical 

craving for alcohol may be experienced as withdrawal or 

exposure to alcohol or alcohol related cues may elicit a 

conditioned response. Later, high risk situations do not 
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involve physical symptoms, but the individual is experiencing 

situations (e.g., social pressure, negative emotions) for 

which alcohol was once used as a coping response. Expectan

cies about the positive effects of alcohol may now come into 

play. Persons may believe that they "need" a drink to cope 

with stressful situations and may become even more distressed 

when this coping response is unavailable to them. Over time, 

if the individual has learned other coping responses, the 

possibility of relapse may decrease as self-efficacy in

creases. Eventually, individuals learn that they no longer 

reguire alcohol as their "crutch" and some situations may no 

longer be considered high risk. 

In comparison with other men, socially anxious men be

lieve that alcohol has the effect of increasing social asser

tiveness (Leonard & Blane, 1988). High expectancies of the 

reinforcing effects of alcohol have been linked to subsequent 

relapse. Rather and Sherman (1989) found that the longer an 

individual had been abstinent the less likely he/she was to 

have positive expectancies of alcohol as a tension-reducer. 

Length of abstinence was also related to decreased desire to 

drink socially and increased reported quality of life. 

The expectation of positive effects combined with the 

initial reinforcing stimulation of alcohol itself may act 

together to serve as motivation for taking the first drink 

(Marlatt, 1978). This intense desire to experience positive 

aspects of alcohol use is differentiated from experiencing an 

internal need (craving) for the substance. 

Gorski and Miller (1979) present a disease model frame

work based upon their work with individuals who had been 

treated.for alcoholism but later resumed drinking. They 

state that the body adjusts to alcohol after prolonged use so 

that eventually continued drinking has a normalizing effect 

on functioning. The neurological conseguence'of drinking is 

termed the ''post acute withdrawal syndrome" (PAW) which is 

thought to occur after the acute withdrawal symptoms have 

subsided (1 to 2 weeks and subside over the next 3 months). 
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Post acute withdrawal syndrome affects higher cognitive func

tioning necessary for decision making. Thus, even though the 

alcoholic is sober, there may be evidence of impaired cogni

tive functioning which may potentially interfere with the 

acguisition of new coping skills. 

The tension reduction theory of Conger (1956) proposed 

that alcohol consumption was reinforcing because it served 

to promote relaxation. Alcohol is reinforcing because it 

modifies a critical state. This is based on the assumption 

that individuals use alcohol to feel calmer in anxiety-

arousing situations. An instrumental learning model states 

that any behavior will increase if it is followed by rein

forcement. Phobic patients report that they use alcohol as a 

means of coping with their phobia (Small, Stockwell, Canter, 

& Hodgson, 1984), and several studies demonstrate that anx

ious individuals use alcohol to reduce anxiety (Mullaney & 

Trippett, 1982; Weiss, Resenberg, 1985). 

Volpicelli (1987) argues that if alcohol is assumed to 

reduce tension then we would expect individuals to increase 

drinking in anticipation of anxiety arousing situations. 

However, alcohol drinking tends to occur following these 

events. In fact, alcohol drinking may actually cause in

creased stress and tension. He proposes a biobehavioral mod

el which takes into account the fact that alcohol consumption 

stimulates endorphin activity. When an individual encounters 

uncontrollable events, a deficiency in endorphin activity ex

ists. Alcohol drinking at this time serves to compensate for 

that deficiency. 

Vuchinich and Tucker (1988) write that increased prefer

ence for alcohol occurs with decreased availability of other 

reinforcers. Therefore, drinking should be more likely when 

an individual enters a situation in which alcohol is readily 

available (Ainslie, 1975). Consideration of Cues in the 

environment of the alcoholic is a major focus in the study of 

relapse. According to learning theories, drinking is more 

likely to occur in environments associated with prior 
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drinking (Ludwig, 1972), and negative emotions themselves can 

serve as cues for drug administration in conditioning models. 

Researchers studying alcohol and drug abuse have been 

particularly interested in the phenomena of craving. Early 

definitions were simple and characterized craving as a physi

ological drive state (Jellinek, 1960). More recently, cogni

tive, emotional, and environmental factors have been consid

ered. Ludwig and Stark (1974) suggest that craving is a cog

nitive interpretation attributed to negative mood states by 

the alcoholic. Negative states are perceived and interpreted 

as craving, and the individual uses alcohol as a means of 

respite from this negative condition. As such, this is a 

conditioning paradigm in that the alcoholic has developed a 

cognitive set conducive to the interpretation of arousal as 

craving. These cues, when repeatedly associated with the ef

fects of alcohol, acguire secondary properties. Their pres

ence may signal the onset of drinking. Similarly, Marlatt 

(1978) proposed a cognitive model of craving that focused on 

expectations. Craving is defined as the anticipation of the 

positive/reinforcing effects of alcohol. 

Much of the research to date has focused on cue reac

tivity in alcoholics (the sight and smell of alcoholic bever

ages); however, negative mood states have been induced in the 

laboratory and elicited desire for alcohol independent of 

those exteroceptive cues (Litt, Cooney, Kadden, & Gaupp, 

1990). Results from this work indicate that not only can 

negative mood states be induced and elicit desire for alco

hol, but also exposure to alcohol cues had no effect when the 

subjects were in a relaxed state. This information has 

important implications for treatment, in that cue reactivity 

may be substantially reduced by relaxation training. 

Hull (1981) proposed a self-awareness model of alcohol 

consumption which states that individuals who 'are highly 

self-av;̂ are would be more likely to use alcohol to assist them 

in decreasing sensitivity to negative feedback in the event 

of a failure experience. Hull, Young, and Jouriles (1986) 
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report that individuals high in self-awareness who experi

enced negative self-relevant life events were more likely to 

relapse after detoxification than individuals low in self-

awareness . 

Steele, Southwick, and Pagano (1986) proposed a model in 

which alcohol served as a stress reducer through impairment 

of cognition and perception. The effects of alcohol include 

decreased attention to all but the most salient and immediate 

cues. This reduction of processing capacity serves to pre

empt the processing of stressful thoughts and feelings. A 

distracting activity is an important mediator, however, for 

without it anxiety may be increased by impairing one's abili

ty to cope with dominating worries resulting in "crying in 

one's beer. " 

Parella and Filstead (1987) provide support for a devel

opmental model of alcoholism onset. The "average alcoholic" 

progresses from regular drunkenness to relieve stress, to 

being told of his or her drinking problem by a significant 

other, to attempting to stop drinking and, finally, realizing 

the existence of a problem. 

Since Jellinek's (1960) classification of alcohol as a 

disease process, there has been little agreement about typol

ogy, course, prognosis, or familial occurrence of alcoholism. 

The only classifications that exist in the DSM-III-R is alco

hol abuse and alcohol dependence (American Psychiatric Asso

ciation, 1987). 

Cloninger, Bohman, and Sigvardsson (1981) coined the 

Type I and Type II classification based upon an adoption 

study in which genetic and environmental factors were separa

ted. In type I alcoholics onset is later and genetic factors 

do not seem to be important. In type II alcoholics there ap

pears to be a strong genetic loading with early onset of sub

jective problems (Stabenau, 1984; Hesselbrock; Meyer, & 

Keener, 1985; Hesselbrock, Hesselbrock, & Workman, 1986). 

The two groups have been differentiated by the age of onset 

and by the presence or absence of social complications. Type 
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II alcoholics begin drinking at an earlier age, tend to mis

use alcohol and drugs, and demonstrate criminal behaviors 

(von Knorring, Palm, & Andersson, 1985), display aggressive 

behaviors, have difficulties at work, as well as frequently 

driving while intoxicated (von Knorring, von Knorring, 

Smigan, Lindberg, & Edholm, 1987). Type II alcoholics had 

significantly higher scores on measures of sensation seeking 

and extraversion when compared to type I alcoholics 

(von Knorring, Oreland, & Winblad, 1985). Lee and DiClimente 

(1985) found that early onset alcoholics relative to late on

set alcoholics displayed greater social role maladaptation, 

more loss of control over their behavior, and greater severi

ty of alcoholism and alcoholic deterioration. Type II alco

holics tend to demonstrate poor social adjustment, a higher 

freguency of personality disturbance, and lack of internal 

control in comparison with type I alcoholics (Nordstrom & 

Berglund, 1987). 

Cloninger (1987) postulated that type I individuals were 

characterized by a passive-dependent and anxious personality. 

They experience loss of control drinking later in adulthood 

after an extended period of heavy drinking. This loss of 

control is associated with guilt and fear about dependence on 

alcohol. Type I's seek to avoid harm by being cautious, 

apprehensive, pessimistic, inhibited and shy, they are "re-

V7ard dependent" in that they seek approval, are sympathetic, 

sensitive to social cues, and do not seek novelty or risk. 

In contrast, type II's are high in novelty-seeking 

behaviors (impulsive, excitable, distractible, and explora

tory), low in harm avoidance (confident, optimistic, care

free, energetic), and low in reward dependence (cool, 

detached, and strong-willed). 

Personality correlates of the subtypes were examined by 

von Knorring et al. (1987). Type II alcoholics had signifi

cantly higher scores than type I's on anxiety and aggression 

scales and significantly lower scores on measures of social

ization and inhibition of aggression. In addition, type II's 
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were differentiated from type I's and healthy controls on 

measures of impulsiveness and sensation-seeking. Type II 

alcoholics tend to demonstrate severe social complications 

such as aggressiveness, problems at work, drunken driving, 

and illegal drug abuse. 

Von Knorring, Bohman, von Knorring, and Oreland (1985) 

demonstrated that platelet MAO activity, a stable biological 

marker under genetic control, is a biological marker for type 

II alcoholism, i.e., low platelet MAO activity has been 

consistently related to stable personality traits of 

impulsiveness, extraversion, and sensation seeking. 

Schuckit (1973) postulates a similar typology of 

alcoholics in his discussion of primary and secondary 

alcoholism. The primary alcoholic begins drinking with an 

absence of any psychiatric diagnosis while the secondary 

alcoholic becomes an abuser after a history of psychiatric 

illness. Schuckit maintains that it is possible to differen

tiate through careful history taking, the sociopath who 

drinks heavily from the alcoholic who engages in limited 

antisocial behavior. The two types are differentiated by the 

temporal sequencing of the symptoms. If sociopathic patterns 

occur before the age of 15, the individual is considered pri

marily a sociopath. If alcohol abuse begins without the com

mitting of antisocial acts, the individual is considered pri

marily an alcoholic. Individuals who engage in alcohol abuse 

at an early age tend to show increased antisocial behaviors 

(Foulds & Hassall, 1969; Rosenberg, 1969; Rimmer, Reich, & 

Winokur, 1972) and individuals who became heavy drinkers by 

age 30 demonstrated more work, family, and legal problems. 

Podolsky (1960) described the behaviors of the socio

pathic alcoholic as including vaguely defined goals, poorly 

developed conscience v/ith criminal behavior, irresponsibil

ity, rebelliousness, flattened emotional reactions, inability 

to profit from experience, impulsivity, explosiveness, and 

inability to form lasting relationships. The criminal 

behavior typically demonstrated includes stealing to obtain 
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funds for drugs or alcohol, driving while intoxicated, dis

turbing the peace, robbery, assault, rape, and other felon

ies. Sociopaths often become alcoholics in early adolescence 

or their early twenties. Although the antisocial individual 

exhibits unacceptable behaviors whether sober or intoxicated, 

during intoxication these behaviors are more pronounced and 

aggressive. 

Moss (1989) factor analyzed several assessments 

administered to alcoholics including the Psychopathic States 

Inventory (PSI) (Haertzen, Martin, Ross & Neidert, 1980), the 

Buss-Durkee Hostility Inventory (BDHI) (Buss & Durkee, 1957), 

and the Wechsler Adult Intelligence Scale (Wechsler, 1955) 

Four factors were identified. The first factor represented 

an impulsive and narcissistic dimension characterized by 

resentment, suspician, and guilt. The second factor included 

assaultive aggression and verbal .hostility, while the third 

factor was characterized by low frustration tolerance and 

irritability. The fourth factor consisted primarily of an 

intelligence construct. Moss reported that most of his 

subjects were lower SES, minimally educated, had lower IQ 

scores, and displayed early onset of substance abuse. 

Nylander and Rydelius (1973) completed a follow-up on 

adolescents charged with public drunkenness and found that 

the group which suffered repeated relapses had alcoholic or 

mentally ill fathers, symptoms of psychiatric difficulties, 

disciplinary problems at school, and personality disorders. 

Youths were followed over a twenty-year period by Rydelius 

(1981) who reported that boys showing early acting-out 

problems developed social maladjustment difficulties 

including chemical abuse and criminality. These studies 

suggest that there is a group of individuals who develop 

alcohol or drug problems in combination with criminality 

while still in their teens. Their biological'parents are 

known for alcoholism or mental illness and the upbringing of 

these individuals is very dysfunctional. These individuals 

demonstrate aggressive acting-out behaviors, lack of impulse 
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control, restlessness, and concentration difficulties. These 

personality traits are not the consequences of alcohol abuse, 

but precede the abuse and the criminality. 

The familial relationship between alcoholism and socio

pathy has been well established (Robins, 1966, Rada, 1978). 

In Robins' longitudinal study of children in a child guidance 

center, those children referred for antisocial behavior prob

lems grew .into adults with higher rates of medical and social 

problems, and had a predisposition to develop alcoholism. 

Adult alcoholics resembled adult sociopaths in terms of their 

early family environments. Both groups often came from bro

ken homes and had antisocial siblings. Similarly, Glueck and 

Glueck (1950) found alcoholism and crime in 90% of the homes 

of delinquent boys. 

Descriptive research with alcoholics and the MMPI typi

cally involves a high Pd score (Hathaway & Meehl, 1951; 

Goldstein & Linden, 1969). Such a profile depicts the alco

holic as possessing an emotionally unstable personality, 

aggressive tendencies, and low frustration tolerance. The 16 

PF has also been employed to classify alcoholic subtypes 

(Nerviano, & Gross, 1973). Major findings included the ten

dency for type I's to score high on dimensions of tension 

and anxiety, in comparison with type II's. Skinner, Reed, 

and Jackson (1976) found two profile types they termed 

Type I: defensive-repressive, and Type II: impulsive-

socially deviant. 

Numerous investigators have attempted to unravel the 

relationship between alcoholism and sociopathy which is 

confounded by the fact that many of the behaviors character

istic of the antisocial personality disorder also apply to 

the alcoholic. A primary means by which to differentiate the 

two disorders appears to be the age of onset and temporal 

sequencing of events (Schuckit, 1973; Soloman', & Hanson, 

1982). Shuckit (1973) differentiates primary from secondary 

alcoholism, a distinction similar to types I and II. Primary 

alcoholics begin problem drinking with no history of any 
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other disorder, whereas secondary alcoholics have a clear 

history of psychiatric illness. This secondary type of alco

holism tends to be preceded by depression in women and socio

pathy in men (Winokur, Rimmer, & Reich, 1971; Schuckit, 1973). 

Lewis, Rice, and Helzer (1983) found that family history 

of alcoholism, being male, and possessing an antisocial per

sonality each increased the risk of alcoholism, but the pres

ence of an antisocial personality in an individual actually 

elevated the risk more than possessing a family history of 

alcoholism. Hesselbrock, Hesselbrock, and Stabenau (1985) 

suggest that familial history of alcoholism may have under

lying contributing variables and that antisocial personality 

accounts for a significant portion of the variance in a num

ber of events in the course of alcoholism. They support this 

contention with their finding that once the variance due to 

antisocial personality was removed, a positive history of 

family alcoholism did not contribute further explanatory 

power. Therefore, they maintain that the effects due to 

antisocial personality are separate and additive to the ef

fects attributed to family history of alcoholism. 

Antisocial personality disorder (ASP) has been studied 

in relation to neuropsychological impairment. Most research

ers have found that subjects with antisocial personality 

traits, psychopathology, or criminal behaviors, perform more 

poorly than controls on neuropsychological test batteries 

(Miller & Orr, 1980; Gorenstein, 1982; Hesselbrock, 

Weidenman, & Reed, 1985), although some investigators have not 

found this relationship (Hare, 1984; Hoffman, Hall, & 

Bartsch, 1987). Alcoholics V7ith long drinking histories tend 

to show greater overall impairment, and the greatest deficits 

are seen in the oldest subjects (Jones & Parsons, 1971). 

These authors suggest that the aging brain is differentially 

susceptible to the effects of alcohol and that alcohol 

hastens the aging process to the point where the body and 

brain become prematurely old. Other investigators have sup

ported this view by reporting declines in the higher mental 
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processes of alcoholics (Blusewicz, Dustman, Schenkenberg, & 

Beck, 1977). Deficits most apparent in alcoholics are in 

short-term memory and abstract reasoning. Changes of this 

nature are associated with the normal aging process. 

Hesselbrock et al. (1985) found that alcoholics under the age 

of 40 experienced very little impairment on neuropsychologi

cal measures, while subjects over 40 performed at impaired 

levels on all subtests. 

Malloy, Noel, Rogers, Longabaugh and Beattie (1989) 

speculate that individuals diagnosed with an antisocial per

sonality disorder may be neurologically impaired due to their 

propensity to engage in high risk behaviors such as fighting, 

reckless driving, or other behaviors they may engage in which 

may precipitate a head injury. Thus, the association between 

antisocial.personality and neurological impairment suggests 

important implications for the design of treatment for alco

holism. These impaired individuals may have particular dif

ficulty in grasping abstract concepts, problems in sustained 

attention and concentration, and may demonstrate poor problem 

solving abilities. Interventions would need to take into ac

count the neurological deficits of these alcoholics and indi

vidualize aspects of the treatment program. 

Several investigators have used the Brain Age Quotient 

(BAQ) which is derived from the scores of subtests on the 

Halstead-Reitan Battery (Halstead, 1947; Reitan, 1955), and 

the WAIS (Wechsler, 1955). These subtests include the 

Category Test, TPT, Trail Making Part B, Block Design, and 

Digit Symbol. The BAQ, like the IQ, has a mean value of 100 

and a standard deviation of 15. Schau and O'Leary (1977) 

compared hospitalized alcoholics with controls and reported 

the alcoholics' mean BAQ of 88 was significantly different 

from the mean BAQ of 113 achieved by the control group. 

Similar results were obtained by Malloy et al.' (1989). 

Fully 81% of their antisocial alcoholic sample demonstrated 

significantly low scores on the BAQ in comparison with 52% of 

the non-antisocial alcoholics. Along with antisocial 
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personality disorder, years of drinking and age were also 

significant determinants of brain impairment. Importantly, 

the presence of antisocial personality disorder was signifi

cant even when other factors were controlled. 

It appears that the development of alcoholism results 

from a myriad of intrapersonal, physiological, and environ

mental/social factors, and that it is not a unitary disorder. 

Litman, Eiser, Rawson, and Oppenheim (1979) described 

four relapse precipitants including unpleasant affect, social 

anxiety, decreased cognitive vigilance, and exposure to alco

hol or alcohol-related cues. Negative emotional states such 

as social anxiety (Higgins & Marlatt, 1975), and unexpressed 

anger (Marlatt, Kosturn, & Lang, 1975) have been found to in

fluence alcohol consumption among heavy drinkers. 

Relapse often occurs when the alcoholic experiences an 

emotional upset (Marlatt & Gordon, 1980; Cummings, Gordon, & 

Marlatt, 1980; Marlatt, 1985). Feelings of anger, depres

sion, loneliness, boredom, guilt, and anxiety have been re

ported by the alcoholics in the aforementioned studies. Typ

ically, the individual is upset about a relationship with 

another person. Due to the high reported frequency of anger 

and frustration (29% of his sample) Marlatt (1978) distin

guishes them from other negative emotional states. Frustra

tion and anger arose from arguments, episodes of jealousy, or 

resentment. Marlatt further distinguishes the situations 

into interpersonal or intrapersonal categories. 

In the interpersonal category 82% of the relapse epi

sodes involved coping with frustration or anger, v;hereas in 

the intrapersonal category, other negative emotional states 

accounted for 85% of the episodes. He concluded that frus

tration and anger over interpersonal difficulties precipi

tated relapse, while other negative emotions such as depres

sion or anxiety precipitated relapse when significant others 

were not involved. Testing personal control was a category 

that 9% of the alcoholics reported as precipitating a relapse 

episode. This involved the alcoholic's testing of 
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"will-power" to determine if his/her drinking could be con

trolled. Some alcoholics in Marlatt's sample reported exper

iencing overwhelming temptations or urges to consume alcohol. 

This seemed to occur in the presence of cues (e.g., finding a 

bottle that had been hidden by someone else). In the absence 

of cues the relapse precipitant was defined as an internal 

craving. These cravings may have been environmental or con

ditioned stimuli associated with earlier physical withdrawal 

symptoms. Sixteen percent of all relapses occurred in the 

interpersonal conflict category, and as previously noted, 

were associated with feelings of anger and frustration. 

Finally, 20% of relapse episodes were classified as resulting 

from social pressure. Direct social pressure included verbal 

persuasion to drink or providing the alcoholic with access to 

the beverage. Indirect pressure consisted of being exposed 

to others consuming alcohol. Lied and Marlatt (1979) found 

that this modeling effect was most pronounced in male heavy 

drinkers who were paired with a heavy drinking model of the 

same sex. 

Litman, Eiser, Rawson, and Oppenheim (1977) conceptua

lized what they term the "interactional" approach to under

standing relapse. Relapse is a complex process that is a re

sult of the interaction between: situations that are per

ceived by the alcoholic as high-risk, the availability of 

coping strategies to deal with these situations, and the 

individual's perception (outcome expectancy) that these be

haviors will assist in effectively responding to the situa

tion. Hence, the likelihood of relapse is greater in situa

tions where the individual feels helpless to cope. This 

model possesses many features of the learned helplessness 

paradigm proposed by Abramson, Seligman, and Teasdale (1978). 

Sanchez-Craig and Walker (1982) formulated a theory of 

relapse that focuses on cognitive appraisal arid has led to 

the development of reappraisal therapy. They suggest that it 

is the alcoholic's interpretation of events that is all im

portant rather than the situations themselves. If an event 
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is interpreted as negative or harmful, resultant emotions may 

be anger, anxiety, or depression. Appraisals are not neces

sarily accurate and may in fact be distorted by cognitive 

errors. Prolonged drinking of alcohol as a coping strategy 

may interfere with the development of more appropriate 

responses. 

Brownell, Marlatt, Lichtenstein, and Wilson (1986) pos

tulate that individuals relapse when they do not possess ade

quate coping skills in high risk situations. For example, 

in contrast to social drinkers, alcoholics often demonstrate 

deficits in the area of assertiveness (Miller & Eisler, 

1977), the ability to cope with negative emotions, expression 

of anger or resentment, and coping with peer pressure 

(Chaney, O'Leary, & Marlatt, 1978). 

The majority of relapses (about two-thirds) occur 

within the first 90 days following treatment (Hunt, Barnett, 

& Branch, 1971). Medical definitions of the term "relapse" 

state that it is a return to pre-treatment levels of morbid

ity and relapse rates run generally in the 45-50% region 

(Armour, Polich, & Stambul, 1978). Marlatt and Gordon (1980) 

found that over three-fourths of all relapse episodes fell 

into one of three categories: (1) coping with negative emo

tional states; (2) social pressure; and (3) coping with in

terpersonal conflict. Their findings suggest that drinking 

to cope with stressful emotions is a much better predictor of 

relapse than drinking to feel good or boost already positive 

emotions., 

Maisto, O'Farrell, Connors, McKay, and Pelcovits (1988) 

examined attributions about relapse and found that 67.5% of 

relapse events were preceded by negative events, and a major

ity of these episodes (64%) vere reported to involve the 

alcoholic's spouse. Interpersonal conflict appears to be a 

prognostic sign for relapse. In a study by Cummings, Gordon, 

and Marlatt (1980) almost half of the relapse episodes oc

curred in relation to interpersonal conflict. Seventy-two 

percent of relapses were triggered by just three factors. 
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The first consisted of negative emotional states such as 

anxiety, loneliness, anger, or depression. The second factor 

was social pressure from others to consume alcohol or per

ceived internal pressure (e.g., feeling out of place or ill 

at ease at a cocktail party). The third factor involved in

terpersonal conflict such as a disagreement or unpleasant in

teraction with a relative or friend. An additional factor 

which has precipitated relapse includes the desire to test 

one's willpower. In the Cummings et al. (1978) study, after 

a period of abstinence there was a tendency for alcoholics to 

test themselves to see if they had indeed conquered their ad

diction. They put themselves in high-risk situations to 

prove they could resist temptation, however, these behaviors 

freguently precipitated a relapse episode. 

Events in the environment can serve as cues for the 

resumption of drinking. Exposure to alcohol-related cues 

(drinking buddies, parties, or bars) can set the stage for 

alcohol relapse. Marlatt and Gordon (1980) described results 

from a study of alcohol and smoking relapse and found that 

the predominant relapse situations involved direct social 

pressure or actual contact with users. Alcoholics took their 

first drink in a bar (63%), in their own homes (12%), or in 

the homes of friends or relatives (9%). 

Polich, Armor, and Braiker (1981) evaluated alcoholics 

18 and 48 months after treatment. They reported that 9% of 

the sample was.abstinent after 48 months, 10% abstained for 

24-47 months, and 38% were abstinent for shorter time peri

ods. This suggests that there may be considerable variabil

ity among the posttreatment drinking patterns of alcoholics, 

and over a four-year period following treatment, approxi

mately 90% of alcoholics will experience some degree of re

lapse. This contention was supported by Watson and Pucel 

(1985) who found that the drinking patterns of posttreatment 

male alcoholics were typically erratic and unpredictable. 
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Therefore, past patterns of consumption may be poor predic

tors of future drinking. 

Rapid relapsers were differentiated from abstainers on 

the basis of MMPI scores in a study by Svanum and McAdoo 

(1989). Individuals were interviewed three months post-

treatment. Relapsers reported alcohol or drug use in each of 

the three months since the end of their treatment program 

along with poor family, marital, social, or work adjustment. 

Abstainers, on the other hand, reported overall improvement 

in their functioning since treatment. The subjects were then 

divided into psychiatric vs. nonpsychiatric groups on the ba

sis of MMPI criterion of four scales above a T score of 70 or 

1 scale above a T score of 80. For the nonpsychiatric group, 

the most important factor in maintaining abstinence was the 

continuation of an exercise program. These abstaining indi

viduals also reported more frequent involvement in AA, parti

cipation in aftercare groups, and continued treatment con

tact. Satisfactory interpersonal relationships, and work 

environments also contributed to successful recovery. For 

the psychiatric group, continuing emotional turmoil precipi

tated relapse more than any other variable which supports a 

contention made by Schuckit (1985) that a poor prognosis is 

likely for alcoholics who evidence psychiatric difficulties. 

Convincing arguments have been proposed for differentia

ting lapses from relapses (Brownell et al., 1986; Marlatt & 

Gordon, 1980; Marlatt & Gordon, 1985). They suggest that a 

lapse may be a single slip or mistake that need not necessar

ily constitute a full blov/n relapse. Relapse is viewed as a 

transitional process, not a discrete event, that may or may 

not be followed by a return to pre-treatment morbidity. How

ever, Marlatt and Gordon (1980) reported that fully 69% of 

lapsed alcoholics in their study later experienced a relapse. 

Attributions can most certainly come into play in this 

area and influence to what extent an alcoholic thinks he/she 

has "failed." Marlatt and Gordon (1980) maintain that the 

individual's cognitive reaction to a lapse or "single slip" 
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is crucial to the understanding of relapse. In their study, 

90% of the alcoholics reported that they continued drinking 

after they took the first drink, and only 10% were abje to 

stop after the first drink. Learning may occur after the 

lapse and this may be likened to incremental learning. 

Schacter (1982) noted that success for many individuals 

comes only after repeated relapses. Several researchers hy

pothesize that numerous situations or events may be classi

fied as "high risk" but the most important factor may be an 

individual's cognitive response to successful/ unsuccessful 

coping (Marlatt & Gordon, 1985; Bandura, 1977; Jones, Kan

ouse, Kelley, Nisbett, Valins, & Weiner, 1972). If a relapse 

occurs an alcoholic may see himself/herself as weak or lack

ing will power and control. To an individual who sees him

self/herself as abstinent, taking a drink sets up a state of 

dissonance and may create what Marlatt and Gordon (1980) call 

the abstinence violation effect. Taking a drink is in direct 

conflict with the individual's view of himself/herself as an 

abstainer. This sets up a state of cognitive dissonance 

(Festinger, 1964) which the individual seeks to resolve. 

Festinger states that the individual will engage in behaviors 

which will minimize the dissonance. This internal conflict 

may be accompanied by lowered self-esteem, lowered self-

efficacy, guilt, and depression. Subseguent drinking may 

ensue to confirm the alcoholic's perception "once a drunk, 

always a drunk." The self-image is now consistent with no 

longer being abstinent. Rather than attributing the cause of 

the slip to a lack of coping skills in a high risk situation, 

the individual is likely to attribute the "cause" of the slip 

to an internal weakness (Jones et al., 1972). 

The process of coping has been studied extensively by 

Lazarus and his colleagues who stress the role of cognitive 

appraisal (Coyne & Lazarus, 1980). This appra'isal includes 

the individuals perception about the demands of a situation, 

environmental constraints, options for managing the situa

tion, and evaluation of one's own resources. Primary 
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appraisal is described as the perception of one's well-being. 

"What does this situation mean to me?" The situation may 

either be irrelevant, benign-positive, or stressful (possible 

threat, harm, loss, or challenge). Secondary appraisal con

sists of ongoing perceptions of one's own coping skills to 

manage the situation, options, and environmental constraints. 

If after primary appraisal a situation is seen as stressful, 

secondary appraisal begins to explore possible options for 

action. A high-risk situation would be seen as stressful in 

the primary appraisal and perception of inadequate coping 

skills or constraints would be evident in the secondary ap

praisal . 

Folkman and Lazarus (1980) differentiate problem-focused 

from emotion-focused coping. Problem-focused coping refers 

to the behaviors emitted in dealing with a stressful situa

tion, while emotion-focused coping is primarily aimed at re

ducing emotional distress. Both forms include cognitive as 

well as behavioral strategies and may occur simultaneously. 

The alcoholic's tendency to "self-medicate" by drinking to 

deal with negative feelings is an example of emotion-focused 

coping. 

High risk situations that have been identified most 

consistently in the literature include such negative emotions 

as anger, frustration (Marlatt & Gordon, 1980); anxiety, and 

depression (Shiffman, 1982). Many of the alcoholics in the"" 

Marlatt and Gordon (1980) study felt anger and frustration in 

interpersonal relationships. Rather than express their emo

tions, however, the alcoholics turned to a drink. For many 

alcoholics an adeguate coping response (in this case an as

sertive response entailing expression of feelings in a non-

threatening manner) may not be available. The appropriate 

response may simply not be in the individual's repertoire or 

the response may have been inhibited due to anxiety. 

Miller (1976) suggests that the former may be true, 

i.e., that alcoholics freguently lack assertive social skills 

in situations in which there is pressure or temptation to 
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drink (Litman et al., 1979), and coping responses may have 

variable effectiveness across situations. Brown, Stetson, 

and Beatty (1989) examined relapse precipitants in adolescent 

drinkers and found that social pressure to drink was reported 

in 91% of the relapse situations. The authors attempted to 

discover what coping strategies were effective in individuals 

who did not relapse. The most common responses included 

drinking a limited amount of alcohol, avoiding or leaving the 

situation, substituting an alternative beverage, or partici

pating in an alternative activity. In comparison with abus

ing adolescents, nonabusing adolescents were more likely to 

declare they were not drinking, and avoid or leave the situa

tion. It is important to note that no single strategy was 

employed in a majority of the described "high risk" situa

tions. Therefore, a broad coping repertoire appears to be 

most useful in maintaining abstinence. 

Cue reactivity has been cited as a major determinant of 

alcohol relapse (Niaura et al., 1988). Alcohol abusers will 

have greater urges or cravings to drink when faced with sali

ent cues. These cues are thought to trigger a series of re

sponses from urges to consume the alcohol, positive expectan

cies as to the effects of the alcohol, and physiological act

ivation. Mardones (1955) defines craving for alcohol as "an 

urgent and overpowering desire to drink alcoholic beverages." 

Many researchers differentiate physical from psychologi

cal craving. Physical craving is most often defined as the 

desire for alcohol experienced by an individual undergoing 

withdrawal symptoms, while psychological craving is closely 

associated with relapse and is described as an intense desire 

or need for alcohol which overpowers the individual (Isbell, 

1955). Cognitive or environmental factors do not play a part 

in the "craving" hypothesis of relapse. Craving is closely 

linked to the Alcoholics Anonymous view of loss of control 

drinking. Jellinek (1960) describes loss of control drinking 

as the ingestion of one alcoholic drink which sets up a chain 

reaction to the point where the individual cannot stop. 
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However, in Ludwig's 1972 study of male alcoholics only 1% of 

the sample reported "craving" as the cause of their relapse. 

Rather, the majority of individuals cited emotional and envi

ronmental reasons for their slips. 

A "recovery syndrome" for addiction was postulated by 

Stall and Biernacki (1986) who found that some addicted indi

viduals slowly and gradually came to the realization that the 

adverse consequences of drug use considerably outweighed the 

positive aspects, while others described instantly effective 

reasons for their behavior change. The authors speculate 

that this group may have encountered several significantly 

negative experiences until even a trivial incident was enough 

to promote change. 

Vaillant (1983) found that among recovering alcoholics, 

the ones who appeared to possess the most conviction in rela

tion to abstinence were those who had experienced major aver-

sive events and were therefore extremely committed to absti-

ence. Litman, Eiser, Rawson, and Oppenheim (1978) compared 

"relapsers" to "survivors" and found that the concept of cog

nitive vigilance (awareness of high risk situations) was an 

important characteristic of abstainers. Moos, Finney and 

Chan (1981) compared recovered and relapsed alcoholics and 

found that the relapsed alcoholics demonstrated less self-

confidence, used less effective coping strategies, and were 

more likely to use denial and avoidance responses in compari

son with the recovering alcoholics. Similarly, Billings and 

Moos (1983) found that relapsers and abstainers could be dif

ferentiated by the fact that the latter groups initially 

employed avoidance responses but then gradually developed 

coping responses to deal with threatening situations. Unlike 

the abstainers, the relapsers used avoidance strategies (drug 

use or removing themselves from the situation) and failed to 

cope with high risk situations in an appropriate manner. 

Sometimes, however, individuals reported demonstrating ade

quate coping skills in some situations, yet in similar situa

tions they relapsed (Saunders & Allsop, 1987). 
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Chaney, O'Leary, and Marlatt (1978) investigated the ef

fectiveness of social skills training with alcoholics, their 

purpose being to provide the alcoholic with means of achiev

ing reinforcement other than consuming alcohol. Techniques 

such as coaching, modeling, group feedback, and behavioral 

rehearsal were employed to provide each individual with an 

array of skills. At one year follow-up, subjects who had re

ceived skills training showed a significant decrease in the 

duration and severity of relapse episodes in comparison with 

two control groups. 

Litman, Stapleton, Oppenheim, and Peleg (1983) devised 

an instrument for measuring coping behaviors in alcoholics 

and found that four factors accounted for 54% of the vari

ance. These were Positive Thinking (e.g., making up my mind 

that I'm going to stop playing games with myself); Negative 

Thinking (e.g., remembering how it has affected my family); 

Avoidance (e.g., staying away from people who drink); and 

Distraction/Substitution (e.g., telephoning a friend). 

Litman and her colleagues have formulated a model of relapse 

which maintains that there are situations which are dangerous 

for the individual (high-risk for relapse), coping strategies 

may or may not be in the individual's repertoire, if the cop

ing strategies are available to the individual they may still 

not be successful, and self-perception, self-efficacy, and 

learned helplessness could influence the degree to which the 

coping behaviors are attempted. Litman et al. (1983) con

cluded that individuals who have adopted a number of dif

ferent coping styles are more likely to remain abstinent in 

high-risk situations. Pearlin and Schooler (1978) came to a 

similar conclusion and suggested that no single coping mecha

nism was uniformly effective against all types of stress. 

Therefore, flexibility of coping seems to be paramount to 

remaining abstinent. 

It has been postulated that over time, changes in 

commitment may occur (Marlatt & Gordon, 1985). This decreas

ing motivation may take place due to changing work and family 
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circumstances. Billings and Moos (1983) reported that indi

viduals who reported greater familial and job satisfaction 

tended to be abstainers in comparison with those who did not 

report satisfaction. Furthermore, these authors emphasized 

the development of adequate coping skills over time which 

tended to replace the more familiar avoidance coping. Indi

viduals learned to survive by incorporating and refining cop

ing skills, but were initially "protected" by a strong re

solve to discontinue drinking. 

Nordstrum and Berglund (1986) completed a two decade 

follow-up of alcoholics to determine what factors contributed 

to abstinence. The most freguently reported factors included 

legal complications, financial trouble, establishing a rela

tionship with a new partner, social pressure from partner, 

and change to a new job. A "hit bottom" experience, decline 

in self-esteem, and problems related to alcohol consumption 

all seemed to precede improvement. 

Accumulating evidence suggests that stable work and/or 

marital situations are powerful predictors of successful ad

justment in recovering alcoholics (Armor et al., 1976; 

Pokorny, Miller, & Cleveland, 1968; and Mayer & Meyerson, 

1970). Bromet and Moos (1977) found that alcoholics who v/ere 

married or widowed had more positive treatment outcomes (be

havioral impairment, subjective rating of drinking problem, 

psychological well-being, and social functioning) when com

pared to alcoholics who were single, separated, or divorced. 

The more positively the family environment was perceived in 

terms of high cohesion/low conflict, the better adjustment 

was evident in the alcoholic. Cohesion was defined as "the 

extent to v/hich family members are concerned, helpful, and 

supportive of each other" and conflict was defined as "the 

extent to which the open expression of anger and conflictual 

interactions are characteristic of the family.'" Alcoholics' 

perception of their work environment was also explored. When 

positive perceptions existed concerning levels of work in

volvement, peer cohesion, staff support and autonomy, work 
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pressure, clarity, and physical comfort, better posttreatment 

functioning was evident in the alcoholic. Interestingly, 

this was only true for subjects lacking marital support. 

This may be due, in part, to a "buffer hypothesis" suggested 

by Clum (1975) which states that dissatisfaction with a job 

may be viewed with greater detachment by alcoholics who have 

family supports to "cushion" negative impact. Negative work 

environments may simply be unimportant to alcoholics who are 

attempting to focus their energy on their family. Unmarried 

alcoholics, on the other hand, have no stable marital sup

port, and dissatisfaction with the work environment may take 

on greater significance. Bromet and Moos also suggest that 

the unmarried/unemployed individuals were more likely to be 

indigent and to encounter more external stressors than their 

more stable counterparts. Indeed, in their study, alcoholics 

who were consistently employed had the best posttreatment 

functioning while the alcoholics who were unemployed experi

enced the poorest outcomes. 

The number of previous hospitalizations does not seem to 

be a predictive factor for maintaining abstinence. Gregson 

and Taylor (1977) concluded that prior treatment or duration 

of full-time therapy one is exposed to is of little value in 

predicting control of drinking. 

Cronkite and Moos (1980) point out that patients with a 

higher sociodemographic status are more likely to possess 

less severe intake symptoms, are more likely to enter treat

ment, and.are more likely to participate actively in treat

ment which may lead to a better outcome. Individuals from 

the lower socioeconomic levels are more likely to return to a 

stressful environment with poorly developed coping skills. 

Hore (1971b) attempted to organize factors responsible 

for relapse into two main groups. The first is the "internal 

state" of the individual which may by manifested by negative 

emotions such as anxiety, depression, or hostility. The 

second is the occurrence of unpleasant events in the indivi

dual's life. These life events were described as 
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disturbances in interpersonal relationships, changes in one's 

working situation, changes in individual's or family member's 

health, and change of residence. Data was reported on a very 

small sample of 14 patients, 7 of whom appeared to show a re

lationship between the experience of stressful events and 

subsequent relapse. Hore reported that when relapse did oc

cur it tended to happen within a few days, and was not a cul

mination of progressive changes in mood (i.e., depression, 

anxiety, and craving). 

High Risk Situations: Life Events 
or Daily Hassles? 

The relationship between life events and alcohol relapse 

was explored by Hore (1971a) who found that life events fell 

into four groups: Personal interaction (events of an inter

personal nature). Work events. Health events (sufficient to 

require hospitalization), and Change in Residence, but Hore 

was unable to establish a relationship between negative life 

events and alcohol relapse. Vinokur and Selzer (1975) main

tain that undesirable life events are precursors of tension, 

distress, anxiety, and driving while intoxicated. 

Problem drinking has been reported in 40% of a sample 

who had experienced negative life events (Rosin & Glatt, 

1971); DWI offenders reported a greater number of life events 

in comparison with controls (Wells-Parker, Miles, & Spencer, 

1983); and a relationship was found between problem drinking 

and negative life events in female samples (Morrissey & 

Schuckit, 1978). However, several other researchers disagree 

and argue that undesirable minor events (hassles) are better 

predictors of subseguent distress (Lazurus, 1984; Monroe, 

1983; DeLongis, Coyne, Dakof, Folkman, Lazarus, 1982; Kanner, 

Coyne, Schaefer, & Lazarus, 1981). Kanner et al. (1981) 

found that hassles were a better predictor of psychological 

symptoms than life events. They define hassles as irri

tating, frustrating, distressing demands that characterize 

everyday transactions with the environment. They include an

noying practical problems such as losing things or traffic 
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jams and fortuitous occurrences such as inclement weather, as 

well as arguments, disappointments, and financial and family 

concerns. The authors also looked at positive experiences 

or "uplifts" to determine whether they served to buffer 

against the impact of negative events. They found that major 

life events had little effect independent of daily hassles, 

and indeed, hassles contributed to symptoms independent of 

major life events. These findings were replicated by 

DeLongis et al. (1982) and Monroe (1983). A gender differ

ence was found in the effects of uplifts. For women only, 

uplifts were positively correlated with negative affect, life 

events, and psychological symptoms. DeLongis et al. (1982) 

found that hassles were significantly related to somatic ill

ness, and that this relationship was stronger than that ob

tained for major life events. In addition, both the frequen

cy and intensity of the hassles were related to subsequent 

illness. This study concluded that there is little support 

for the notion that positive events protect or buffer against 

the effects of negative events. Monroe (1983) cautions that 

conclusions should be offered tentatively due to the fact 

that item overlap on measures of hassles and life events may 

exist. He points out that hassles may exacerbate the diffi

culties of already symptomatic individuals, or that the expe

rience of major life events may place individuals at greater 

risk for experiencing frequent minor events. Nonetheless, he 

concludes that hassles are truly independent predictors of 

disturbance. 

Lazarus (1984) characterizes hassles as involving "de

mands that tax or exceed the person's resources." As such, 

hassles vary in meaning and importance to each individual. 

When the individual's coping abilities do not meet the chal

lenge of the stressor, damaging coping activities such as 

alcohol abuse, drug use, smoking, over- or undereating may 

occur. 

Miller and Eisler (1977) report that numerous studies on 

alcoholism have suggested that interpersonal situations which 
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require assertive responses are particularly stressful for 

alcoholics. Assertiveness training is postulated to decrease 

the likelihood that anxiety prone alcoholics who are defi

cient in interpersonal skills will rely on alcohol as a cop

ing mechanism. Support for its effectiveness with alcoholics 

has been widely demonstrated (Adinolfi, McCourt, & Geoghegan, 

1976; Ferrell & Galassi, 1981; and Eriksen, Bjornstad, & 

Gotesam, 1986). 

A program for teaching coping skills to alcoholics in a 

halfway house was described by Sanchez-Craig and Walker 

(1982). The program components consisted of directed goal 

setting, interpersonal problem-solving, and the control of 

drinking tendencies. Comparison with two control groups, 

however, did not result in any differences attributable to 

coping skills training. The authors cite one possibility as 

neurological deficits being responsible for lack of recall 

and that timing of the interventions may have been inapprop

riate. In addition, they suggest that socially disadvantaged 

individuals may not possess the prereguisite social skills, 

social knowledge, or language competencies for learning ef

fective coping skills. Others have found social skills 

training to be effective. For example, Jackson and Oei 

(1978) provided inpatient alcoholics with social skills 

training, cognitive restructuring, or traditional supportive 

therapy and found that cognitive intervention and skill 

training groups were superior to the traditional therapy 

group on self-report and staff ratings. 
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Procedure and Instruments 

For this project it was important to collect information 

regarding drinking history, alcohol-related arrests, and 

previous treatment for alcohol as well as information relat

ing to relapse episodes. Because the alcoholic is the pri

mary source of information several investigators have evalua

ted the reliability and accuracy of the alcoholic's self-

report (Sobell & Sobell, 1975; Cooper, Sobell, Maisto, & So

bell, 1980; and Cooper, Sobell, Sobell, & Maisto, 1981). For 

example, in 1975 Sobell and Sobell found only a 14% discrep

ancy between client self-reports of the frequency of alcohol-

related events (arrests, jail terms) when compared to state 

agency records. Data from other studies (Sobell, Sobell, & 

Samuels, 1974; Sobell & Sobell, 1978) suggest that when alco

holics are interviewed in a treatment context their self-

reports are highly valid and verifiable when checked against 

official records. It is important to note that the reliabil

ity and accuracy of client's reports increase when they are 

asked about specific events that minimize interpretation of 

meaning (Vuchinich, Tucker, & Harllee, 1988). Therefore, in 

this project an attempt was made on all assessment instru

ments to ask specific questions about behavioral events. 

The identification of the alcohol types were made by 

utilizing background information. For example, the type I 

alcoholics were characterized by late onset of drinking 

problems and absence of social complications. On the other 

hand, the, type II alcoholics had an early onset of drinking 

problems. Type II alcoholics fulfilled the following criter

ia: onset of subjective problems before the age of 25, first 

treatment contact before the age of 30, and two or more in

stances of social complications as a result of drinking 

(e.g., violence while intoxicated, driving while intoxicated, 

job loss, or legal difficulties). All subjects not meeting 

these criteria were classified as type I alcoholics. Some of 

the subjects met only two of the three criteria for classifi

cation as type II's, hence; these subjects comprised a third 



86 

blended group (type I/II). These individuals fall somewhere 

on a continuum between type I and type II. 

The percentage of type II alcoholism among a population 

of alcoholics in inpatient treatment facilities have ranged 

from 20% to 50% (Rosenberg, 1969; Winokur, Reich, Rimmer, & 

Pitts, 1970; Edward, Kyle, & Nicholls, 1977; Hesselbrock, 

Meyer, & Keener, 1985). Antisocial behavior was assessed on 

the initial contact form by asking specific guestions related 

to involvement with the legal system. The type I alcoholics 

were characterized by late onset of alcohol consumption and 

resulting problems (after age 25), late first treatment con

tact, little aggressiveness during alcohol consumption, and 

few social complications or legal problems. 

A modified version of the Alcohol Inventory (Armor, Pol

ich, & Stambul, 1978) was utilized v;hich is a measure of the 

physical and behavioral effects of abusive drinking. In ad

dition to demographic guestions (e.g., age, education level, 

marital status, occupational training), subjects were asked 

about participation in AA, family history of drinking, pre

vious treatment for alcoholism, and legal history. Subjects 

were asked about the amount of alcohol they drank prior to 

treatment. For example: How many ounces of beer, wine, 

or liquor did you usually drink at a time during the month 

before you entered treatment? In addition, subjects were 

asked where they usually did their drinking and with whom. 

They were asked to describe the effects drinking had on them 

(e.g., "Did you feel more quarrelsome or angry after you have 

had several drinks? "Does drinking give you self confi

dence?" ) . 

During the course of the study, if a relapse occurred 

individuals completed a questionnaire asking them about the 

circumstances surrounding the slip, if it led to a full blown 

relapse, and cognitive or emotional phenomena'surrounding the 

relapse. This procedure was described by Marlatt and Gordon 

(1980). 
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Evidence exists which suggests that alcoholics in stable 

marital or work environments are better adjusted than alco

holics without such supports (Pokorny, Miller, & Cleveland, 

1968; Mayer & Meyerson, 1970). Therefore, sociodemographic 

information included marital status (single, married, separ

ated, widowed, or divorced), and employment status (occupa

tional stability and duration of jobs). Information regard

ing age, gender, ethnicity, and education level was also 

collected. 

According to Rosenberg (1983), the probability of re

lapse decreases with the availability of a social network. 

Each subject's participation in Alcoholic's Anonymous was 

assessed as this organization is deemed to be a major source 

of social support. Frequency of contact with a sponsor, at

tendance at aftercare meetings, and whether this participa

tion is mandated by the legal system was assessed in the 

initial contact form, in the event of relapse, and in the 

final month of the study. 

Occupational information was gathered by asking ques

tions on the initial contact form concerning employment 

history. A sporadic work history was useful information 

in determining alcohol typology. In the Veteran's program, 

all subjects were required to be unemployed while they lived 

in the recovery homes during the early months of aftercare. 

Therefore, information about occupation vras essentially 

that of occupational training and experience. 

A 118-item hassle scale as described in Kanner et al. 

(1981) was administered monthly to all subjects. Subjects 

rated each hassle on a severity scale of 1 to 3, 1 meaning 

somewhat severe, 2 meaning moderately severe, and 3 meaning 

extremely severe. Summary scores for each scale include the 

frequency (a count of items checked), and intensity (the mean 

severity reported by the subjects for all items checked). 

This scale was administered once a month for up to nine con-

ecutive months. Test-retest reliability for the Hassles 

Scale is .79 for frequency and .48 for intensity. 
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The Uplifts Scale consists of 135 items constructed by 

the same authors and was also administered monthly for up 

to nine consecutive months. Uplifts occurring during the 

previous month were rated on a 3-point severity scale (how 

strong) and frequency scale (how often). Test-retest reli

ability for the Uplifts Scale is .72 for frequency and .60 

for intensity. 

Coping is easily assessed by self-report. Structured 

accounts of coping were obtained by presenting subjects with 

a list of coping responses and asking them to indicate how 

frequently each has been used. How the subjects cope with 

their difficulties was assessed by administering a measure

ment designed by Lazarus and Folkman (1984) entitled: Ways 

of Coping (Revised). Subjects were asked to indicate what 

they thought, felt, or did to cope with the demands of their 

situation. Specific instructions were given to subjects to 

identify a recent hassle by number (from the hassles scale) 

and report how they coped with this hassle. It is felt that 

this specificity will increase the reliability and accuracy 

of the self-report. This assessment was administered in the 

first month of the study and thereafter on a monthly basis to 

determine if coping styles change over time. 

It has been found that certain types of coping and self-

control strategies are used more frequently and successfully 

for certain problems than for others. For example, in the 

literature on smoking and obesity successful abstainers rate 

themselves as more motivated, set higher goals for them

selves, and use more self-reinforcement procedures by provid

ing substitutes for the inherently reinforcing properties of 

cigarettes or food. 

Subjects who successfully abstain from smoking are more 

likely to use some form of planning or problem-solving pro

cedure, while successful dieters employ stimulus control pro

cedures such as making environmental or situational changes 

(Perri, 1985). Perri summarizes the strategies that have 

proven promising in assisting the alcoholic to remain 
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abstinent and includes the tactics of removing all alcoholic 

beverages from the home, changing one's daily routine, and 

development of some form of alternative behavior (e.g., hob

bies). One commonality among the addictions seems to be that 

individuals who successfully abstain from smoking, over

eating, or consuming alcohol employ a greater number of cop

ing methods than relapsers (Cronkite & Moos, 1980; Perri, 

1985). It may be that the longer a participant abstains 

from alcohol use, the more likely these skills are to be de

veloped . 

The tension reduction hypothesis (Conger, 1956) is an 

example of how alcohol may be used as a coping mechanism. 

When an individual appraises a situation as stressful, tries 

to cope and finds that coping is unsuccessful, increased 

drinking may occur. Alcohol use may be an effort to promote 

relaxation or serve to distract the individual from his/her 

difficulties. To date, most studies have employed cross-

sectional designs where stress, coping, and alcohol abuse has 

been measured at one point in time. The design of the pres

ent study is prospective and repeated measurements were made 

over an extended period of time. 

Several researchers have found that coping varies con

siderably according to the type of problem faced (Folkman & 

Lazarus, 1980; Pearlin & Schooler, 1978). Timmer, Veroff, 

and Colten (1985) looked at various environmental demands 

such as work stress, economic worries, and marital stress in 

order to determine in which situations individuals tended to 

use alcohol or drugs as methods of coping. They reported 

that in general people under stress who possess few psycho

logical resources such as lack of self-confidence or feelings 

of vulnerability showed a greater tendency to use alcohol to 

help them cope. This supports Marlatt's model (1978) that 

alcohol use is a means to cope among individuals who feel in

adequate about their ability to handle stress. 

Female subjects were to be included in the analysis as 

they occured, however, due to the nature of the facility (a 
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Veteran's Administration Hospital) no females could be re

cruited. The data was examined in several ways. First, the 

typology criterion necessitated the creation of three groups. 

A comparison of typologies across time was then made by use 

of a cumulative frequency to ascertain just when the types 

seemed to be relapsing, and a conditional probability table 

was constructed to illustrated the probability of relapse for 

each type. 

Months until recidivism for each demographic item were 

examined which are correlations expressed as: Recidivism 

as f(demographic item). 

A series of chi square tests were performed on the demo

graphic data, and several correlations were performed to 

investigate relationships among demographics and typology. 

Split-plot factorial designs were utilized to look at the 

relationships between the hassles, uplifts, and coping 

measures and typology, time of administration, and status 

(relapser or survivor). 



APPENDIX C 

QUESTIONNAIRES 

91 



92 

Client Code Date 
1) Birthdate 2) Sex: Male Female 
3) Race: White Black Hispanic Asian Indian ] 
4) Marital Status: Never married Married Divorced' 

Separated Widowed 
5) Present Address: 

Street City State Zip 
6) How many people live in your household? 
7) Education: What was the highest grade you completed in 

school? No schooling 1-6 grade 7-9 grade 
10-12 grade High school graduate 1 year college 
2 years college 3 years college 4 years college 
college degree graduate work graduate degree 

8) Occupation: What is your occupational training? Please 
describe: 

What is your most recent occupation? 
Are you employed now? If yes: Full time 
Part time Seasonal 
How many days did you work last month? 
If not employed, have you been looking for work? 
How many jobs have you held in the past year? 
How many months were you employed in the past year? 

9) Drinking history: At approximately what age did you begin 
drinking heavily? How many years did you drink? 
How old were you the first time you entered treatment? 
When you were growing up did any member of your family 
have a drinking problem? If yes, who? Father 
Mother Sister Brother Others 

10) Household drinking: Does anyone in your present house
hold have a drinking problem? Spouse Children 
Father Mother Brother Sister Others 
Are these persons undergoing treatment? 

11) Previous Treatment for Alcoholism: How many times have 
you received treatment within the past 5 years? 
What kind of treatment program was it? Please describe: 

12) AA Meetings: Have you attended AA meetings in the past 
week? The past month? Have you ever attended? 
Do you regularly attend? How often? Is your AA 
attendance a condition of the courts or probation? 
Do you regularly attend aftercare meetings? 
How often do you see your sponsor? 

13) Legal History: Have you ever been in trouble with the 
l^v? If yes, how old were you the first time? 
Have you ever been arrested for drinking -and driving? 
For being drunk & disorderly? public intoxication? 
Hcpw long has it been since your last arrest? How many 
times have you ever been arrested? Are you on proba
tion now? What crimes (if any) have you been con
victed of? 



Have you ever served i-i m.̂  ,• 
civeo time m prison? If yes 

93 
why? 

14) How long has it been ^irsr^^ • • . 
day _ 1-6 days "_Z 7 - ^ T d l ^ F ^ ^ ^ n T ^ Less-ThiT^ 1 
than one month Lonaer thsn TTT ^^"^° "̂ ^̂ s Longer 
your longest "dTTperiod" pr?or to T"'!?' — "^'^ ''^^ 

prior to treatment? 
Did you drink beer? Yes MQ ~~ 
treatment about how mnoh TT^ —r-. '^^ ^^^' Before 
1-3 glasses 1 quart ?3 bof^'"^^^ ^^ " typi^^Tday? 
2 quarts (6-b^tles^or 8 glasses '' "' t ^'^^'^'l — 
ties or 12 glasses) 4 guart. 7TT-u ^ "̂ ""̂ ^̂ ^ ^^ ^°t-
es) 5 quarts ( 5-bottles or 20 .1 """'"'r °^ '^ 5^^^^" 
5 quarts Before treaJ^L? v, ^^^^^es) More than 
beer? c5^tant!y Every day ^ 4 ^ / ' ' ^°" '^^"^ - - - ^ t-very day 3-4 days a week 1-2 days 
weekly 

a week Ŵeekend*. onTTT r ^"^ ^ "^^^^ 
weekends only Less often than 

Did you drink wine? 
treatment 
1 
2 
or 2 
fifths 

n. ̂ ^ IV ^^^ ^° If yes: Before 
n^ about how much did you drink in a tyFi^day-P 
wine glasses 4-6 wine glasses 1 fifth 

treatment 
Every day 
Weekends only 

3-4 fifths 
how often did 

3-4 days 

5 fifths or more 
you drink wine? Constantly 

a week 1-2 days a week 

Before 

Less often than weekly 

Did you dr ink l i q u o r ? Yes No 
t reatment about how much did you drink 
1-3 shots 4-6 sho t s 7-10 shots 
2 f i f t h s 3-4 f i f t h s 

If yes: Before 
in a typical day? 

1 f i f th 
5 f i f t h s or more Before t reatment how often did you drink l iquor? Constantly 

Every day 3-4 days a v/eek 1-2 days a week 
Weekends only Less often than weekly 

Where did you u sua l l y do your drinking? 
With whom did you dr ink? 
Do you ever get the f ee l i ng tha t you rea l ly "need" a 
drink? If so , when do these feel ings occur? Please 
descr ibe 

Do you ever f e e l more quarrelsome or angry af ter you have 
had seve ra l d r inks? 
Does d r ink ing give you courage or self-confidence? 
Have you been to ld t h a t you become rowdy or noisy when 
you have had too much to drink? ^ 
Have you ever des t royed phys ica l property or gotten into 
a f i gh t when you were dr inking? ^ . 

Please inc lude any a d d i t i o n a l information about your 
dr inking which you f e e l comfortable sharing. Remember, 
911 your responses a re c o n f i d e n t i a l . . . 
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Ways of Coping (Revised) 

NOW that you have answered guestions about the daily hassles 
and uplifts you have experienced within the last month please 
look at the items listed below. They are examples of things 
people do to cope with their problems. Please circle all 
items which describe how you dealt with any problem you iden-
:fifiid in the Hassles Scale. To the left of each item is a 
^J^;ji"provided for you to specify by number, the hassle you 
tried t^ deal with. For example, if you experienced concer 
[̂bout owing money within the past month (hassle #10), and 
dealt with it by keeping your feelings to yourself, (copi dealt 
item #14), place 
have used̂  more 

rn 
you 
ng 

You may #10 along side the coping item #14. 
than one way to cope with a_ single hassle, if 

beside every coping sfrr"please put the number of that hassle 
skill you used to deal with that hassle. Please repeat this 
procedure for at least three hassles encountered last month. 

Hassle 

Not 
used 

Just concentrated on what I 
had to do next-the next step. 
I tried to analyze the problem 
in order to understand it. 
Turned to work or substitute 
activity to take my mind 
off things. 
I felt that time would make a 
difference-the only 
thing to do was wait. 
Bargained or compromised to 
get something positive 
from the situation. 
I did something which I didn't 
think would work, but at^ 
least I was doing something 
Tried to get the person 
responsible to change his mind. 
Talked to someone to find out 
more about the situation. 
Criticized or lectured myself. 
Tried not to burn my bridges, 
but leave things open. 

_ Hoped a miracle would happen. 
_ 12) Went along with fate; some

times I just have bad luck. 
Went on as if nothing had 

_ 1) 

_ 2) 

_ 3) 

_ 4 ) 

_ 5) 

__ 6) 

_ 7) 

-_ 8) 

_ 9) 
_ 10) 

_ 11) 

0 

0 

0 

0 

0 

0 

0 
0 

0 
0 

-_ 13) 

_ 14) 

_ 15) 

happened. 
I tried to 
to myself. 
Looked for 

keep my feelings 

the silver lining. 

0 
0 

Used Used 
some- guite 
what a bit 

2 

2 

2 
2 

2 
2 

2 
2 

Used 
great 
deal 

3 
3 

3 
3 

3 
3 



16) Slept more than usual. 
17) I expressed anger to the 

person(s) who caused the 
problem. 

18) Accepted sympathy and 
understanding from someone. 

19) I told myself things that 
helped me to feel better. 

20) I was inspired to do 
something creative. 

21) Tried to forget the whole 
thing. 

22) I got professional help. 
Changed or grew as a person 
in a good way. 

24) I waited to see what would 
happen before doing anything. 

25) I apologized or did something 
to make up. 

26) I made a plan of action and 
followed it. 

27) I accepted the next best thing 
to what I wanted. 

28) I let my feelings out somehow. 
29) Realized I brought the problem 

on myself. 
30) I came out of the experience 

better than when I went in. 
31) Talked to someone who could 

do something concrete about 
the problem. 

32) Got away from it for a while; 
tried to rest/took a vacation. 

33) Tried to make myself feel 
better by eating, drinking, 
smoking, using drugs, etc. 

34) Took a big chance or did 
something very risky. 

35) I tried not to act too hastily 
or follow my first hunch. 

36) Found new faith. 
37) Maintained my pride and kept 

a stiff upper lip. 
38) Rediscovered what is important 

in life. 
39) Changed something so things 

would turn out all right. 
40) Avoided being with people 

in general. 
41) Didn't let it get to me; 

refused to think too much 
about it. 

0 

0 ] 

0 ] 

0 ] 

0 ] 

0 ] 
0 ] 

0 ] 

0 ] 

0 ] 

0 ] 

0 ] 
0 ] 

0 ] 

0 ] 

0 ] 

0 ] 

0 1 

0 ] 

0 ] 
0 ] 

0 ] 

0 1 

0 1 

0 1 

0 1 

L 2 

t 2 

\. 2 

I 2 

L 2 

L 2 
L 2 

L 2 

L 2 

L 2 

L 2 

L 2 
L 2 

L 2 

L 2 

L 2 

L 2 

I 2 

L 2 

L 2 
L 2 

L 2 

L 2 

L 2 

L 2 

L 2 
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3 

3 

3 

3 

3 

3 
3 

3 

3 

3 

3 

3 
3 

3 

3 

3 

3 

3 

3 

3 
3 

3 

3 

3 

3 

3 



42) I asked a relative or friend 
"̂  I respected for advice. 

43) Kept others from knowing how 
"" bad things were. 

44) Made light of the situation; 
refused to get too serious 
about it. 

45) Talked to someone about how 
""" I was feeling. 

46) Stood my ground and fought 
^ for what I wanted. 

47) Took it out on other people. 
48) Drew on my past experiences. 
49) I knew what had to be done, 

so I doubled my efforts to 
make things work. 

50) Refused to believe that it 
had happened. 

51) I made a promise to myself 
that things would be 
different next time. 

52) Came up with a couple of 
different solutions to the 
problem. 

53) Accepted it, since nothing 
could be done. 

54) I tried to keep my feeling 
from interfering with other 
things too much. 

55) Wished that I could change 
what happened or how I felt. 

56) I changed something about 
myself. 

57) I daydreamed or imagined a 
better time or place than 
the one I was in. 

__ 58) Wished that the situation 
would go away or somehow 
be over with. 

__ 59) Had fantasies or wished about 
how things might turn out. 

_ 60) I prayed. 
_ 61) I prepared myself for the 

worst. 
—_ 62) I went over in my mind what I 

would say or do. 
-« 63) I thought about how a person 

I admire would handle this 
situation and used that as 
a model. 

•^64) I tried to see things from 
the other person's point 
of view. 

0 

0 

0 

0 

0 
0 
0 

0 

0 

0 

0 

0 

0 

0 

0 

0 
0 

0 

0 

2 

2 

2 

2 

2 
2 
2 

2 

2 

2 

2 

2 

2 

2 

2 
2 

2 

2 
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3 

3 

3 

3 

3 
3 
3 

3 

3 

3 

3 

3 

3 

3 

3 
3 

3 

3 

0 

0 



E:* 

55) I reminded myself how much 
worse things could be. 

66) I jogged or exercised. 
57) I tried something entirely 

different from any of the 
above. (Please describe) 

0 
0 

1 
1 

2 
2 

104 
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Have you taken a d r ink of alcohol t h i s past month? Yes_ NO__ 

If you responded "No" do not complete t h i s fnr-m 
IJte the H a s s l e s , U p l i f t s , and Coping S e s U o n ^ a i r e " ' ' ' ° ' " -

Tf you responded "Yes" t h a t you drank aio,^-h^i 4--u • 
lllse answer the fol lowing Questions s i ^ ° ^ ° L I ! : r t ? ? r e v e ° n t : 

Please give the da t e and time of the drinking episode? 

Please descr ibe the s e t t i n g in which the episode occurred 
(please include l o c a t i o n and the presence/absence of other 
people): ^ ^ ^ 

When you took t h a t f i r s t drink the s i tua t ion was as follows: 
(please be as s p e c i f i c as poss ib le in your description) 

vniat would you say was the MAIN reason for taking that drink? 

Describe any thoughts or emotions (things within you as a 
person) t ha t t r i g g e r e d your des i re or need to take the f i r s t 
drink: 

Describe the s i t u a t i o n or se t of circumstances or chain of 
events which 
triggered yoi 
events which happened to you in the outside world, which 

your need or d e s i r e to take that f i r s t drink: . 

5̂ ^̂ "dld you f e e l about taking t h l T f i r s t drink, onc^Tou had 
already done so? 
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fter yo^ ^ ° ° ^ ^^^^ f i r s t d r i n k , d i d you fo l low wi th more 
irinks? -

— r ^ many o c c a s i o n s d i d you d r i n k t h i s month? P lease 
descr ibe: . . 

N V p l ea se c o m p l e t e t h e H a s s l e s , U p l i f t s , and Coping Ques
t i o n n a i r e s . 
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Department of Veieranv Alia..* VA RESEARCH CONbbNl runm 

SubiKt Nimr. Datt 

THI« of Studr The R e l a t i o n s h i p of Typoloc ies and Length of Xbstlngnce 
t o Alcoho l R e l a p s e 

Principal InvMtlgator: Tx»>rr̂  shank*, M.A, VAMC: Lom>. Linda 

nKOtimON OF RESEARCH BY INVESTIGATOR 

1. PuipoM of Study and how long H will Ut t 
2. DMcriptlon off tho study Including proesdurss to bs usod: 
3*. Dttcrlptlon of any procoduros that may rssuH In discomfort or Ineonvsnianos: 
4. Eipactad risks of study: 
5. Exptcttd bsntfKs of studr* 
I. Othar traatmant avallablr 
7. U M of rasaarch rosults: 
I. Spadal circumstances: 

r . U i ^ l r . n t " t : . t ' r e " . ; 4 r t i " i r p » r « ' ^ r e r U o n ; ; , i r « c„ce . . o „ t . 

dependence vho heve comple t ed an a l coho l t r J^.^^^, of the 
asKed t o meet v i t h t h e i n v e s t i g a t o r for » ^ " ^ ^ ^ ^^ the i n i t i a l 
research , s i g n i n g of « n s e n t formr. and conp c t i o n 

contact forir.. t h e h a s s l e s ^ " % ^ P i ^ " % ; c h ru4 j ec t v i U coo?letc the 
Thereaf te r , a f t e r a 30-c:ay ^ " ^ . " y ^ ^ ; " j ^ r i nven to ry . If the subject 
hassles anc u p l i f t s J " ^ " ^ " ^ ^ ; : ^ ^ ^ drinV.ing. he / she v i U be 
has r e t u r n e e t o p r e - t r e a t o e n t l e Y ! : ! ° « , i r*.. 

s t r e s s e s over the 
3. 

comple t e ^he r e l a p s e <J"*J^^!°"^ i ' ' i i f e = -
, , o o - - - " , ^ i C i t " ' r o i ' d ! s c l o s i n g aspec ts of 

h 
ha 
asked to 
Discomfort mzy r e s u l t 
previous month, c r d i s t r e s s 
one's a l c o h o l i s m . 
Ko r i s \ s a r e e : :pcc ted f r o n t h i s 
risk of d i s c o m f o r t v h i c h may 
attempts t o 
The p o t e n t i a l b e n e f i t s of 
self-knoT:ledge as v e i l a s t h e 
is provided may t e n o f i t o t h e r s *. 

(Continued) 

cope, and disoissing one •s alcoholism. 4,-r*ae«»d 
t.i. stu.y to each |J^J- ,U. r^^ich 

"".ef:'/.%»'.un/'i'" «"»"=""• ho a re 

•**eri iGorriKATieN n.a. ytM m p«« l i m . MiMW n 

2.*Si10-10®* 
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V > Department of Vr le .anv A H J . . * VA RESEARCH CONSENT FORM 

-Subloct Namr. D4ta 

ntla of g^r*y '̂ '̂*' R^l»-*ic"»^^7 ^^ Ty?€alcqi«r anf ^rtrrtti of *'??ti'rence 
t o Alcohol TJel^r^e 

Principal InYOstlgstor. p^tra sharks, -W.A. VAMC* I'OP̂  Linda 

, . ^ ; : n ? . v . s t % r t " " n " l - s to . u t ^ t . . P , c t . « . .^ r « « r c h « 
prof e«»lcr..l i o " " ^ ! - ^ ^eaarcbei Kill iMain .trictly onfKfcntial 

forsee reqi^sLing auch xeleAses. 



uo 
,|yVOcpartn'ent d Veteians Afla«s 

Sublact Nama: 

I I I I I 
I I I I I 

^* ^M^^J^ CONSENT FORM 
(Ccctiamuoa P a y ^ ^ _ 3 ^ 

THIa of ^tudir The R e l a t i c r s h i r of TyTologi^s and Leasth of AbstiTience 
t o Alcohoj. F s i i p s c 

Principal Invaatlgator: P^bra £han':s. v..x - VAMC!^°°' ^^"-̂  

RESEARCH SUBJECTS' RIGHTS: ] have read or have had rtad to a c aU of the above. 
I>f S l ianl : hat explained the itudy to a t and answered aU of my questiou. 1 have been told 
of the riiki or diKomforu and pouibk bcnefiu of the study. I have been told of other choicci of treauneoi 
available to o e . 

I mderstand that I do not have to take pan In this study, and my rahisai to partieipata will invetva 
no penalty or loss of rights to which i om ontjtJad. J may with^ow from this study «t any ttana 
without ponalty or loss of VA or othar hanofits to vMhich I am omttlad. 

The resuhs of this suidy may be published.tet-my records will«ot be revealed vnkss required by law. 

Ifl case there are medical problems or qoesthms, I have been told I can call Br. ^ , '^'**^ C\\rt\C 
, inS-">0<H 2iZ.Trf..Hn, the day .nH-*w g g •« 2 > M 4 after hours. 
If lay medical problems occur ia unsectioo with Ihis study the VA will provide emergency care. 

I imderttand my righu as a research subject, and I voltrntarily consent to participate tn this study. I mderstaad 
what the study is about and how and why it is being done. I will receive a signed copy of this consent form. 

Subject's Signature Date 

Signature of Subject's Represenuove^ Subject"* Representatives 

Sipanire of Witness Wimcss(prim) 

Signature of Invcstifiator 

*Oii]y required if subject not competenu 

_y *«o>f THAW e— PAa n y$co IAO« »ASI rv*» <o-



I l l 

I ^ . give my permission for 
the research i n v e s t i g a t o r to contact my s ign i f i cant other who 
vi l l Know my whereabouts in the event that I cannot be locat
ed during the fo l low-up phase of t h i s study. 

Name of my S i g n i f i c a n t Other 

Relationship t o me 

Phone Number of S i g n i f i c a n t Other 

Patient Signature Date 

Researcher Signature Date 


