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For the sake of clarity this research is presented as
four seperate studies,

Study One %as concerned with the effect of changing the
administrative procedure of the Denver Community HMental
Health Questicnaire from an interview procedure, as used
in Denver, 0o a self-administration. Two groups of
comnunity norms; one an interview group {IG) the other a
self-administration group {SAG), were <collected and
compared.

Study Two compared the Winnipeg norms collected in
Study One {SAG) with an estimate of +the interview
community data collected in Denver.

Study three was based on the logic that an instrument
like +the Derver Community Mental Health Questionaire
should be able to differentiafe between a normal and a
pathological group. The SAG data from Study One was
compared with data cellected frem a group of self-defined
alcoholic out-patients {ALCT). These findings are
discﬁssed with reference to what the literature tells us
about the psychiatric concomitants of alcoholism and along
what dimensicons other self-report scales discriminate
alcoholics frcm the norm.

¥hile then first three stundies ﬁere concerned with the

restandardization of the Denver Community Mental Health




Questionaire c¢n a sample of the Winnipeg community and the
effect of charging the mode of administration Study Four
was an initial attempt to use the instrument in a pre-post
treatment evaluvaticon study. This was not an evaluaticn
study per se. As will be seen, +the «conditions of the
study were Jless than ideal for drawing conclusions about
the efficacy c¢f treatment. Nevertheless, the results were
interesting from the point of view of investigating the
utility of ar instrument like the Denver Community Mental
‘Health Questicnaire in such a setting.

The findings were essentially that the Denver Community
Mental Health Questionaire could be reasonably used as a
self-administered questionaire; that 1local norms are
required for valid comparisons; that the scale was able to
discriminate alcoholics from normals along dimensions
consistant with those suggested in the literature; and
that the changes in the alcoholic profiles observed during
treatment sugcest that the scale could provide useful
outconme data when used 1in an appropriate design.
Suggestions fcr farther research and design modifications

to provide less equivocal conclusions are presented.
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GENERAL INTROLUCTION

The age of "relevance" has come and gone and the age of
Mconsumerism® is upon us, Hosts of manufacturers and
retailers are vrTeeling under the impact of new consuner
avareness, sorhistication, and legislation. Schools are
required to publish data on the employment records of
their graduates and even universities are being sued for
breach of <ccntract when disenchanted students feel that
the "product” they received was misrepresented or of pocor
gﬁality {¥eider, 1976). Nader?'s BRaiders continue to
harass big business while expanding their scrutiny to
include 1less profit motivated endeavours such as the
Community Mental Health Program. Previocusly "untouchable"”
professions such as psychiatry and psychology are being

asked to account for the outcome of their various

endeavours, In particular they are being required to show

a positive cost-benefit ratio.
Insistance on outcome data is not new in psychotherapy
research, hosever, previously it has been a sort of

in-house war between adherents of various approaches.

With the advent of public accountability comes the

sophistication of methodology and analysis in the area of
evaluation.
Initially evaluations were primarily modelled on the

laboratory procedure SO familiar to investigators.




Essentiaily this amounted to taking pre and post measures
on the treatment groups and c¢reating or designating
another grour as the contrcl group. Many workers in the
field now feel that this approach is inappropriate to the
field c¢f prcgram evaluation. {Guttentag, 1973; Weiss,

1975; Scriven, 1974).

Guttentag (1973) points out that the <classical design
" assumes "that programs are designed to achieve ends and
that the success of programs can be measured by the extent
to which the ¢nds are reached.” She suggests that in many
prograns this is not the case since t&ere are different
goals for different individuals, and programs freguently
have broad aims and unstandardized forns.

Campbell and Stanley (1966) give +the criteria for
validity in a classical experimental design as: "... the
history - the specific events occurring between the first
and second nmeasurement, in addition to the experimental
variable, are controlled: that the effect of taking a
test‘upon‘the scores of the second testing are also
controlled, and that there is a ccntrél for biases
resulting in differential selection of respondents for the
comparison grcups." (p. 5 ). Guttentag {1973) aﬁd others
{Scriven, 1974; and KXiresuk, 1973) point out that an
evaluation study cannot hope to meet these criteria, and

Weiss {(1973) has described at 1length the causes and




effects of Morganizational constraints on evaluation
research.” (r. 49

As a resnlt of +the criticism of the wuse of the
classical exrerimental design many new evaluative systenms
have been forthcoming. These include widely used systens
such as Goal 2Attainment Scaling {Kiresuk, 1973), generally
accepted but only occasionally used systems such as
Edwards? Muolti Attribute Utilities Method, {Guttentagqg,
1973), and esoteric, largely theoretical systems such as
Boal Free Evaluation, (Scriven, 1974).

Nevertheless, the majority of "summative” evaluation
studies tend to be of the randomr assignment, pre-post
de§ign. This impression is strengthened by Boruch {1974)
who replied +to Campbell's {1973) ccmment on the lack of
randomized experimental program evaluations by publisﬁing
an exemplary bibliography cf just this type of study in a
variety of areas. It is this author's impression that
classical design is the choice not only of the evaluators,
because of ‘their extensive education in the experimental
tradition, but also of the program administrator, be.
Program administrators however, seem to have a tendancy to
view the +treadition in its simplest form and to eschew
often complex but always neéessary control procedures in
search of ease of irplementation and clarity of
interpretatior.

When presesnted with a <choice between the formative,




comprehensive, Goal Attainment Scaling {Kiresuk and
Sherman, 1968) and the more summative Denver Community
Mental Health Qunestionnaire {Ciarlc and Reihman, 1974) the
administratoers of the Winnipeg alcohcolism treatment
program, for whom this research was first commissioned,
initially chese Goal Attainment Scaling. Later, faced
yith staff concerns about implementation, workload, and
personal accountability +he administrators chose to
implement a pre-post administration of the Denver
Community Mental Health Questionaire (D.C.M.H.0.) along
with other measures of agency functioning.

DESCRIPTICH OF THE PRESENT STUDY

For the sake of clarity this research is presented as
four seperate studies.

Study Dne was concerned with the effect of changing the
administrative procedure of the D.C.M.H.Q. from an
interview procedure, as used in Denver, to a
self-adsinistration. Two groups of community norms; one
an interview group {IG) the other a self-administration
group‘(SAG), were collected and compared.

Study Twc compared the Winnipeg ©norms collected in
'Study ©One {SAG) with "an estimate of the interview
community data collected in Denver.

Study three was based on the logic that an instrument
like the D.C.M.H.0Q. should be able to differentiate

between a @ncrral and a pathological group. The SAG data




from Study One¢ was compared with data collected {from a

group of self-defined alcoheclic out-patients ({ALC1).
These findings are discussed with reference to what the
literature tells us about the psychiatric é&ncomitaﬂts of
alcoholism and along what‘ dimensions other self-report
scales discrisinate alcoholics frcom the nornm.

While +thern first three studies were concerned with the
restandardization of the D.C.M.H.Q. on a sample of the
Winnipeg compmunity and the effect of changing the mode cf
administratior Study Four was an initial attempt to use
the instrumeprt in a pre-post treatment evaluation study.
This is not ap evaluation study per se. As will be seen,
the conditiors of the study were less than ideal for
drawing conclusions about the efficacy of treatment.
Nevertheless, the results are interesting from the point
of view of investigating‘the utility of an instrument like
the D.C.M.H.Q. 1in such a setting.

Methodological considerations of all aspects of the
. research are presented in the General Discussion secticn
following Study Four.

ALCOHOLISM~-_PSYCHOLOGICAL CONSIDERATIONS

Aside from physioclogical sequellae to alcohol abuse
much work has been done on the psychological factors in
alcoholism. This work is <ccncerned with both the
psychological causes and consequenses of prolonged heavy

drinking.




As in other areas of psychology the field of alcoholisnm
is replete with definitions. Barry(1970) finds that none
of these is ertirely satisfactory and points out that some
of the confusion may be eliminated by noting that
alcoholism necessarily involves both heavy drinking and
psychopathy.  Walgren and Barry (1970), in a review
article, are somewhat more specific,They specify three
necessary ang sufficient criteria:

1y a large gquantity of alcohol

consumed over a period of years;

2)  abnormal, c¢hronic 1loss of
cecntrol cver drinking shown by
inability to refrain, or inability
to stop; and

3) the drinking causes damage to
either physical  health or social
standing. {pp 716-718)

Clearly, this definition calls for many discretionary
judgemernts concerning what constitutes " large quantities,
abnormal 1loss of control, and damage to social standing.”
These criteria are likely to be influenced by cultural and
socio-economic standards.

Alcoholism has also been described as a disease
{Jelliinek, 1960), and 1in disease terms as an "agent"
attacking a "host” in a favourable WYenvioranment” ({Mellc,
1972). whi le the disease concept, as applied +to
alcoholism, has been useful in removing it from the world

of moral weakness and wickedness and has helped to

dramatize the sericusness of the disorder and the need for
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treatment the concept also has certain drawbacks.
Robinson [1572) feels that the 1labelling process
coincident with the disease ccncept may have adverse
effects on the individual's self-concept and relationship
with others.v Calahan {1972} has suggested using the termnm
"problem drinking"™ which implies a mutiplicity of problems
as opposed to a specific pathogenic agent.

This concept of problem drinking is especially
compatible with the use of multiple criteria for the
diagnosis o¢f alcoholism as specified by the National
Council on Alcoholism {(1972). Calahan et al {1969) found
that while the authors categorized 12% of their sample of
users as heavy drinkers only abcut 2% of the sample
classified themselves as such. In a later study Calahan
{1970) produced a guideline for «classifying subjects as
problen drinkers. This required further criteria.
Calahan designated several measures of 1loss of control
over drinking {frequent intoxication, binge drinking) and
several categcries of probklems due to drinking (with
spouse or relatives; with friends or neighbors; with job;
with law, poljcé, or accidents; with health; with nmoney;
and with Dbeligerence) {rp 28-23). Many currently used
scales are modeled on this c¢n and dincorporate t hese
dimensiocns.

Usually the subjects report on their own drinking

behaviour in an interview or on a guestionaire. Guze et

11




al {1963), =with 18 guestions grouped into 5 different
criteria, repcrted that in a study of 90 criminals, 39% of
whom were independantly diagnosed as being alcoholic, all
but one gave information which enabled classification as
alcoholic. Of particular note is that information gleaned
from interviews with <clcse relatives would ndt have
detected the alcoholism 1in 16 cases. This study, in
modified form, has been Teplicated {Guze and Goodwin,
1972) and is cited as indicating the trustworthiness of
self reports {Barry, 1S570).

Other criteria for problem drinking based on similar
sets of guestions to that of Guze (1963) have been
ieporteﬁ by Auverback (1966); Selzer (1971) was farther
validated by Moore {1972)3; Steinhiller et al. (19573 and
Shelton et al. {19%7). Other scales have been developed
‘for more specific purposes. Edwards et al. {1972) asks
only two guestions, Selzer (1967) asks five. Jackson
{1967y formulated two scales each with five levels
Jellimnek {1946} reported on a very lendthy guestionaire
measuring age at onéet of a iarge number of symptoms.  An
abbreviated form of this guestionaire was published by
Jellinek in 19%2. MNcCusker et al. {1971) reported on the
Zinberg scale of alcohol abuse, which makes use «cof
detailed infcrmaticn on the person's history of physical,
social, and cccupational impairments due to drinking.

Mumford and PFiller (1960) asked about emotional responses

12




to drinking and motivations for using alcohol.

This multirplicity of scales reflects, in part, the lack
of an ideal, cenerally accepted set of criteria defining
alcoholism. It also reflects the varying emphasis on
either brevity or comprehensivness as well as the various
methods and groups used in validating the different
scales,

As previously mentioned one validational system used is
to have friends and relatives of the subject rate the
sabject as alcoholic or not. Another is to use
classification by a trained observer {often the person
administering the questionaire}. By far the most commonly
used and surpposedly objective basis for specifying a
person as alccholic is inpatient or outpatient treatment
for alcoholisnm. This procedure also has its problems.
Studies by Blaine et al. {1964) and Wolf et al. {196%)
iﬁdicate the cultural relativity of a physician'’s
diagnosis of alcoholism. They maintain that this leads to
an overrepresentation - of the type of alcoholic
characterized as the skid-row social deviate in hospital
populations of alcoholics.,

While we kpow a good deal about the psychological
functioning of the alcoholic from the content of the items
that_ comprise the criterion scales for diagnosing
alcoholism we must also consider studies approaching the

question from other viewpoints. ©One other approach is to

13




consider the psychological, or psychiatric, concomitants

0of alcoholisr, Another is to administer the so-called
broad-band psychological tests to groups identified as
alcoholic Ey reans of other criteria.

Among psychiatric 1ilinesses the one nost closely
associated xith alcoholism is depressive, or
manic-depressive psychosis, also called affective disorder
{Barry). Shuckit et ai. {1969) found historic evidence
~.for affective disorder among 27% of his alcoholic
subjects. Frcm the opposite tack Colenman (3968) found 20%
alcoholics and 22% heavy drinkers, both high proportions,
among a sample of 59 male manic-depressives. Locking at
collaterals Winnokur et al, {19703 1971) —reported an
elevated incidence of affective disorder among female
relatives of alcoholics and of alcoholism among male
relatives. In this light it is often suggested that both
the mania and the alcohclism are a means of masking the
synptems of depressive illness,

Further evidence for a 1ink between alcoholism and
depresSive illness 1is the association of alcoholism and
suicide as reviewyed by ¥Walgren and Barry (1970) and
Goodwin {1973). A link between suicide and each of
affective discrder, alcoholism, and schizophrenia has been
postulated by both Robins et al. {1968y, in‘ 5t. Louis,
and Barraclough et al. {1970), in Sussex, England.

Although certain methodolgical problems are common to

14




these studies {Mallin, 1978) they are still held to

support a suicide, depressive, 1illness , alcoholisnm,
schizophrenia relationship.

Sociopathy, or psychopathic personality, although
itself a poorly defined category, is often 1linked with.
alcoholism. 3 high incidence of alcoholism has been found
in porulations of felons {Guze et al., 1962; Goodwin et
al., 1971), male black delingu;nts {Robins et al., 1968),
and white male delinquents (Barry et al. 1969). Violent
behaviocur including child akuse (ﬁainard et al., 1971} 1is
also indicative of alcoholism.

The evidence concerning the relationship of alcoholism
and schizophrenia is conflicting., The incidence rates of
schizophrenic, schizoid, or parancid individuals in
samples of alcohelics varies from‘ 54% (Zwerling, 1959),
through 18% {Panepinto et al., 1970), to 9% (Sherfey,
1955) . . Selzer {1967) linked paramnoia to alcoholic drivers
involved in auntomobile accidents but failed to find
similar tendancies in non-alcoholic drivers so involved.
In a 1969 study Selzer expanded this finding to 1indicate
that 50% of alcoholic drivers involved in fatal automobile
accidents were paranoid. Others have found schizophrenia
rates'of less than 5% among samples of alcoholics (Watson
et al., 196€; Ritson, 1971; Rosenberg et al. 13972).
These conflicting findings are noct entirely wunexpected

considering the uncertain nature of both the categories of
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alcoholism and schizophrenia. One interesting reconciling

hypothesis put forth is that of Bagley and Binitie {1970}
who suggest that alcoholism masks the symptons of
schizophrenia in Trish-born but not in English-born
residents of Iondon.

The abuse ¢f nmultiple drugs appears to be another
characteristic o¢f the alcocholic. LeDain (), and Dreher
and Frazer {1968) have reported heavy use of ‘tobacco by
alcoholics. Others have repcrted concommittant abuse of
barbiturates ¢Devenyi and Wilson, 1971) narcotics {Baden,
1972) and psychotropics {Cohen and Klein, 1972).

Investigaters using psycholcgical tests on groups
classified as alcoholics on other criteria have also added
to our knowlece of alcoholism.  Self-report is the most
CORMON means of collecting data on personality
inventories. As Barry {) states;

Descriptions of ones oWn
sentiments and opinions are subject
t0 a variety of possible errors
including misrepresentation, self
deception, and deliberate deception
of others, The self reports by
alcoholics might be especially
suspect, However, under the proper
circumstances most people,
including alcoholics, generally
tell  the truth. It is informative
tc compare the self reports of
alcoholics with those of other
people and to ccmpare this type of

information with other measures.
{p. 74)

The most frequently used of the self-report

questionaires 1is the MNinnesota Multiphasic Personality
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Inventory {(MMPI). Given the studies reviewed above it is

not surprising that the mcst consistant finding is, that
when compared to the norm, alcoholics show an elevation
both the D (depression) and P4 {psychopathic deviance)
scales {Fuller et al., 1966; Tomsovic, 1968).

Over the vears researchers have taken MMPI  items and
added others in an attempt toc produce scales that reliably
discriminate alcoholics from other psychiatric patients.
411 suffer frcem methodological shortcomings ({Gibbons et
al., 1959) . Bore recent scales have employed
sephisticated factor analytic techniques, In an ambitious
work Pinney et al. {1971) investigated five scales and a
composite through factor analysis on data from a sample of
over 2000 subjects. Three main characteristics were
isolated and summarized by Barry():

1) a need for emotional support
indicated by <c¢raving for signs of
affection which were sought by

passive dependancy or aggressive
demands;

2) impulsiveness, expressed by
making decisions easily without
worrying, yeilding to temptation,
and feeling sorry; and

3) efforts at control, shown by
repression faith and inspiration.

Several studies report evidence for the stability of
theses MMPI scale score elevations. Even when variables
such as3; type (outpatient vs inpatient) {Krisitanscn

1970); duration {Jones 1971); and perceptual performance
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{Fuller, 1966) are controlled for the P4d elevation remains

remarkably sisilar across groups. The D scale shows a
similar but weaker <consistancy. Rohan et al. {1969},
Rohan {(1972), and Libb and Taubee {1971) found that after
several weeks of treatment D scale scores were decreased
but P4 scale scores were unchanged.

Findings from other tests are necessarily more
tentative because of the dearth of such studies. Witman
{1939) found that alcoholics expressed a stfong interest
in religion, a need for religicus security and a sense of
sin and guilt. Hampton (1953) reported +that alcoholics
described themselves as more assertive, quick tempered,
original, gitty, subpissive, resourceful; easily
discouraged, dependable, less driving themselves hard, and
less 1inclined to be cynical. Markannen (1957) found high
emotionality, autonomy, neuroticism, nurturance, and 1lcw
calmness 1in alcoholics given +the Personality Inventory
Test. Force {1958}, with +the Ruder Preferrence Test,
found that alcoholics preferred unspecialized, social, and
glamorous occupations. Connor {1962), using the Adjective
Check~List, found that alcoholics described themselves in
terms of +traits expressing sociability, kindliness,
passivity, arpd low self-evaluatiocn. Walton {1968), using
the Catell PF Questionaire, found alcoholics scored thigh
on anxiety, extroversion, neurotic symptomatology, and

hostility. Barry {) summarizes these findings;
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In general, the self description
by alcoholics shows a complex but
consistant pixture of traits, with
gqualities of assertion,
socialbility, confidence, and
social pathology. These gualities
are consistant with the clinical
profile <of psychopathology and
depressicn {p.4/}).

DENVER _COMMUNITY MENTAL HEALTH QUESTIONAYRE- SCALES

The Denver Compunity Mental Health Questionnaire
{D.C.M.H.Q.)} 1is a multi-dimensional program evaluation
instrument developed by the Northwest Denver Mental Health
Center and the University of Denver {Ciarlo and Reihman,
1974) .

The D.C.M. E.Q. consists of twelve scales or outccne
dimensions. 0f these original twelve four were excluded
for use in this study. A brief description of the scales
used is presented here.

PSYCHOLCGICAL DISTRESS {PSYCHDIS): This dimensicn
involves a sutjective sense of distress or discomfort
experienced as a negative state, and freguentlf couched in
somatic complaints. Questions like "In the last few days
how often have you felt sad or depressed?” and "In the
past few days have you had any problems with indigestion?®
are representative of this. As in all these scales a high
score is indicative of poor functioning.

INTERPERSOBAL ISOLATION FANILY (IPIFAMLY): This scale
concerns the amount of personal involvment an individual

has with his family upon his own initiative. "How much of
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your free time d0 you spend with your family?” and "How

often dc¢ you correspond with family not living with you?”?
are guestions typifying this scale.

INTERPERSORNAL ISCLATICON FRIENDS (IPIFRENDR): This scale
is constructed similarly to the scale tapping isolaticen
with one's fawrily, but is geared to measure the degree of
involvment a person has with friends and acguaintances.
Questions suck as "How many close friends do 7you have?®
or ;How much of your free time do you spend with your
friends?" ars< included here,

INTERPERSONAL AGRESSION ¥ITH FRIENDS {IPIAGRFRD): This
short two iter scale emerged from the cluster analysis
genesis of this entire instrument., It attempts to measure
how fregomently an individual is verbally and physically
assaultive with friends.

PRODUCTIVITY {PRODUCTY): This scale 1is designed to
measure the degree to which a person is engaged in
socially valued, constructive, or sealf 'development
activities. Questions 1like "Dc you work at a job?" and
"Hoﬁ much time do you spend in classes, job +training
etc,.?¥ are included. This scale is admittedly biased
toward those 1im the 1labour force. Some experimental
questions relating to constructive activities taking plaée
outside the traditional job situation or in the home are
found in this version of the gquestionaire. They were not

used 1in the data analysis because of uncertain factor
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loadings. They do, however, indicate a need for future

modification c¢f the scale;

LEGAL DIFFICULTIES {LEGALDIF) s This scale mneasures
negatively sapctioned behaviours involving arrests and
court actions. Questions involving arrests for vagrancy,
intoxication, drug possession, and c¢ther reasons are
included in thkis scale.

ALCOHOL ABUSE AND ©NEGATIVE CONSEQUENCES {ALCABNEG):
One item of this scale is the frequency with which a
person uses> alcohol to become intoxicated. However, the
major concerns of this scale are the negative conseguences
experienced as a result of alcohol abuse. Questions
typical of +this scale are "When you use alcohol does it
cause any protrlems with your employer or your job?® and
"fhen you us2 alcohol does it cause any problems with yéur
spouse?”

DRUG ABUCE AND NEGATIVE CONSEQUENSES {DRGABNEG)z
Similar in content to the alcohol abuse scale, one iten
asks the freguency with which one conrsumes drugs or
medication; the others cover the problems resulting £rcm
this consumption. Questions assessing problems include
“When you use drugs does it cause problems with = vyour
friends?® ard "When you use drugs does it cause problems
with yvour physical health?".

The original scales Public System Dependancy and Client

Satisfaction had to be so radically changed to conform to
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the Winnipeg situation that they bore little resemblance

to the Denver questions. The scales Hard and Soft drug
abuse were felt to be superfluous to the purposes of this
study since dinformation of a more global sort was
available frcm other scales and were also not included in
the Dever group's Ccmmunity norm study {(below).

It shonld be noted that all scales except the Client
Satisfaction scale w%ere administered although the scale
Public System Dependancy was highly modified. Omission
consisted of excluding the data on the above scales fronm
the analysis.

DENVER _COMMUNITY MENTAL HEALTH QUESTIONAIRE- DEVELOPMERNT

Initial attempts at measuring client functioning on the
above dimensicns was made through open ended interviews.
This proved unsatisfactory due to the lack of any
inter-rater reliability. Simple, concrete, guestions with
high face validity were then developed along with four
graded responses to each guesticn.,. These were
administered to 101 adults {18 to 65 years old) who were
currently, or had previously received some kind of service
from the Denver Center. These scores were analyzed using
the "Scale Scceres Program® developed by William Scott of
the University of Colorado. The results confirmed the
existence and internal consistency of a number of the
tentative dirensions and their independence from each

other. An initial follow-up study of a random sample of
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Center clients was attempted.

Primarily because of the growing data poocl and the low
internal consistency of two of the scales a factor
analytic approach was adopted. The item scores of 538
clients and 90 persons selected randomly from the Denver
community (see belo%) vwere subjected to the "BC-Try
Cluster Analysis” program ({Tryon and Bailey, 1970).
Scores arisirg from interviewers?! judgments made at the
time of the interview, andvscores derived from» responses
of clients? collaterals {usually spouses or other
relatives either in person or by telephone at another
time, with the pricr consent of thevclient were collected
from approximstely 20% of the cases and cluster analyzssd.

This analysis resulted in a refinement of the scales
through the droppinrg of scme 1items, re-assignments of
others, and the spliting of some scales. Tables de?icts
data from the analyses, showing items titles included in
each cluster and the correlation of each item with the

total cluster.

INSERT TABLE ABOUT HERE

TABLE 1 D.C.HM.H.Q. TITEM CLUSTER ANALYSIS
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CLUSTER INTERCORRELATIONS AND IN%E&NAL CONSISTENCY OF FAGH SCALE (SUBJECT GROUP)

. (N=628) ) ‘
Scales . DIS FAM __ FRL __AGG__PRO LEG __.SYS __ ALC __ DRU
1 Psychological (.85)% .
- DIStrass - .
2 Intevpersonal .23 5(.72)
Isolation-FAMily :
3 Iﬁterpersonall Col8 . W11 0 (073) -
‘Isolation-FRIends Lo oo
,l Internersonal " ‘ .,12 .05 =13 - .(.58) '
AGGression-Friends :
5 PROductivity =03 .11 .30 08 (84Y
6 LEGal Difficultdes .10 . .08 .03 .11 =05 (.56)
| o ; o
ALCohol Abuse .32 .07 Ll 122,03, 15, .03 . (.94)
DRUg Abuse 28 - ,09 A5 L1000 06 .08 17 W26 (.96)
! Number of Items in o e e | \ o o
i Each Cluster 9 4 2 5 55 7 7
~ JCronbach's alvha in parentheses . . o o .L‘, : ; ‘_&f
ol D " adapted from Ciario and Reihménf(§974) :




Rater and <Collateral data are also shown in table one
and, although not available for all scales, the cluster
formation parallels that of the subjects guite well.

Table shcws the intercorrelations of fhe subject
clusters, along with the Cronbach alpha coefficient of
internal consistency {Cronbach, ) for each cluster. MNost
of the clusters appear to be essentially orthogonal. Cf
note are the slightly positive correlations between the
scale Alcohol Abuse and Negative Consequences and the
scale Drug BAbuse and Negative Consequences and of both
these scales with the scale Psychological Distress
suggesting a pattern of abuse of both alcohol and drug
abuse associated with experiences of persconal or somatic
distress. The scale Psychological Distress also
correlates slightly positively with the scales
Interpersonal Isolation with Family and Friends sunggesting
that . isolates are experiencing some degree of distress.

As Ciarlo and Reihmanr {1974) state "In general the
psychometric properties of the scales appear acceptable
for +the program evaluation purrposes for which they are
intended.” (r. ).

Inter-rater reliability was also assessed by having
pairs of raters sit in on the same interview and rate the
responses independently . The <correlations on the two

sets of «client scores calcmlated in 18 cases ranged
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between .85 and 1.00 for the various scales.

The validity of the D.C.M.H.Q. scales was evaluated in
numerons ways. Client responses were compared with the
intervievers!' <Judgements and those of collaterals. These
correlations are depicted in table . Seventy-one client
scores were ccempared with a global rating of the client by
a clinician familiar with the c¢lient and/or his case
records., These results are found in table . tommunity>

norms vere collected and compared to the Centrets clients.

INSERT TABLE ABOUT HERE
TABLE 2 DoC.M.Ha COLLATERAL CLIENT INT

CORRELATIONS
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LORRZLATIO\S BETWEEN SUBJECT,

RATER, AND COLL%TE RAL

GPOUPS ON DCI‘W SCALES.

SubJQCg'- _-

- .

. % . e

SLbJ ect~ " Rater-

Rater Collateral "Collateral
(M=349) (M=91) . _ (N=91) )
A - Psycholonlcal L. C T - .
_DIStress 094" .59 . i6% ..
2 - Interpersona7‘&" . , R : ~,
Ispla;;on——?.fi}y .97 2?30 .73, L
3 -'Intefperso%;l - . f_-;
Isolat101-~x*e1ds' 95 J60° .59%
4 - 'Int:e:rperscn:v.1 ) . . T
,AQG;es 1on—~:riepds .79 SR | ‘ =2 )
.5 = PROducrivizy ~91 .60P s
’ é_r LEGal Diffic;lcies .83 .52 . .52b -
'~ ALCohol Abusi .91 58 .56 -
. - DRUg Abuse R .60 537
aScaJ.:e.sccr.e.s for ong of the twq groups a%e mot available = . .o .

a single item Collgteralé were

])ths correlafnon is ong betwean the Subject or. Rﬂte* scale, score, and
asked ra~ardxno the same dimension.

adapted from Ciarlo and Reihman (1975)




INSERT TABLE ABOUT HERE

TABLE 3 L[.C.M.H.Q.

VS GLOEBAL CLINICIAN RATINGS
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DCMHQ SCALE SCORES AT ADMISSION

(N=71)

. DCMNQ Scales

' SYS

SOF ~|

. _DIS - FAM _ TFRT __AUG__ PRO__ LE ALC ' DRU__HAR |
; Clinician Ratings |
5 1 - Psychological .35 ‘ |
Distress \ ‘
2 - Interpersonal .07 63 ..
‘Isolation--Family - -
3 = Interpersonal .07 - .36 .25
Isolation--Friends ’ : . J i '
4 - Interpersonal -.10 .18 =.13 _.10- §
Aggression--Friends’ ' : ) :
5 ~ Productivity .28 .26 .,07- 119 .38 |
6 - Legal Difficulties . =12 405 .06 =15 .16 . .33 cooe |
7 - Public System 320 .31 .26 ,02. .29 17 .37 i
Dependency ' ' o i
'8 - Alcohol Abuse | 09 .14 .03 =03.°=.07 ' -.02 =26 460 g
9. - Drug Abuse =18 .03 =30 .37 -2 =06 =21 .16 . 18 . j
10 - Hard Drug Use 28 .00 . .15 =2l. .19 150 .16 - -.0L =.13 23 L0 ;
11 - Soft Drug Use Lm0l =070 .27 =35 =21 L4401 =14 =36 =06 =.03 |
‘ Correlations of .32 and above are s;gniﬁicaht at .01 level (two-tailed test) S : %




INSERT TABLE ABOUT HERE

TABLE 4 T.C.M.H.Q.

COMMUNITY VS CLIENT SCOBRES
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T-Héycholdgiéal DIStress
-Interpersonal Isélé:ion-FAMily
'-Interpﬁrsonal Isolation~FRIends
H~In;crper§onal AGGression-~Friends
~PROductivity

~LEGal Difficulties

*=ALCohol Abuse

-DRUg Abuse

Communi ty

(N=90)
Mean .0,
"s'o.o 4.96
50.1 . 5.12.
50.0  4.93.
50.2  4.55
150.0 ' 5.07
50.8 .75
50.2. 5.20
49.9

4,72

Clients

N wra s aene

¢ See'McNemaf;vQ. Psychologiéﬁl Statistics, 1962, pp. 82-81,

(N=538) .
o D;ffereqce
. Momn $.0. between Means
bh 4 '94.,65 5.6
; 45.3  7.62 -+ 4.8
4.9 7.0 5.1
50,0 6.87 2
: Ai.l- '5.79 2.9
50,3 . 2.5 .5
46,2 8.21 4.0
458 717 oL

adapted from Ciarlo and Reihman (1974)

Sipnificance

. (A~tailed z-test®)

p{.OOIl
p<.00L 5
p<;.001
n.s.
p <.001

p<.001

p<.001

p <001,




As can b€ seen in tables one through four the client

scores are usually in agreenment with those of independent
interviewers and knowledgeable community informants. The
éorrelations with the clinicians' global rating are
considéra%ly lower although generally significant. These
results may, 1in part, be due to methodological
considerations as follows.

Collaterals were only interviewed with the clients?
prior consent and therefore may be selected as 1likely to
agree with the client. In fact, the Collateral scores, on
the whole, dc appear slightly higher than those of the
clients lending some evidence to the hypothesis that
Collaterals may be reticent to 2laborate on a client?s
difficulties.

The c¢linicians? ratings however, point to the
difficulties iﬁvolved in eguating specific scores and a
global rating. Also since most of the ratings were made
by nurses ard para-professiocnals with 1ittle clinical
experience it may be the case that inexperience on the
part of the «c¢linicians accounts, in part, for the lower
correlations . This is speculation on the part of Ciarlo
‘and Reihman {1974) since no data is available to form the
basis for such a conclusion. Nevertheless, the observed
correlations dc¢ provide additional, i1f not definitive
support, for the validity of most of the scales.
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The purpose of collecting cormunity norms was two-fold.
One was to determine whether the clients' scores were, 1in
fact, significantly 1lower than the community scores,
thereby supporting the validity of the scales. The seccnd
was to provide a Ycommunity norm or baseline® against
which client rathology and progress could be measured.

The findings here are presented in table 4 as standard
scores with a mean of 50 and a standard deviation of 5.
It can be seen that the ccommunity group differs in a
positive direction from the client group on all scalses
administered to both grocups except scale 4§ (IPIAGFRD).
ciarlo and Reihman {197%) suggest that this is supportive
of the wvalidity of the instrument 1in as much as the
direction of the differences is appropriate in all cases
and the magritude of the differences 1is in excess of
one-half a standard deviation in all <cases but two
{IPIAGFRD and LEGALDI¥). They alsoc write "It is important
to note that while the community sample scored well above
the clients, they still admitted to a good deal of
less-than-perfect functioning as assessed by our

~

questions.” {p. 16)

Introduction

——

As indicated above the intention of this study was to

collect normative data on a Sample of +the Winnipeg
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community and to ascertain the effect of changing the mode

of administration from the interview format used in Denver

to a salf-administration fcrmat.

Approximately 400 individuals were <chosen at randonm
fron the Henderson Directory {1975). The only
restrictions on the selection. procedure were that the
person have a telephone and, that they live in either the
Fort-Gary or Fast-Kildonan areas of Winnipeg., These areas
were chosen bhecause the majority of alcoholic c¢lients to
be compared +to the general population data (in studies 3
and 4 beloyw) w%were from these areas. This selection was
then spiit into two groups cf 100 and 300 individuals.
The 100 persorn group was used to select subjects for the
interview grcup {IG)} and the 300 person lisé was used to
select subjects for the self-administration group {SAG) .

Procedure

Letters {s«<e appendix A) were mailed to the first fifty
persons on the interview 1list and the first 100 persons on
the self-admisistration list, The SAG S5s received the
D.C.M.H.Q. (see appendix B) at the same time as they
received the covering letter. The letter indicated that
they would receive a £elephone call from one of the study

personnel within three days of the receipt of the letter,
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and that arrangements would then be made to collect the
completed forms (SAG), or, to administer the gquestionaire
{I5). They were ailso informed of a five dollar (35.00)
participation fee. Study rersonnel were then given a list
0of names for whom they were responsible. Three paid
assisstants were responsible for collecting the SAG
questionaires. All contact with the IG S's was carried
out by the principal investigator. |

Telephoning was initiated twe working days after the
letters were gailed and was terminated after a week with
no Tresponse. 2 nminimum of one morning and one evening
call per day was attenpted.

Responses were of three types:

letters nct yet received -in this

case the material was described
to the person and, depending on

their response, they weré
treated as one of the cases
below:

refusals - study personnel were

instructed not to pressure
anyone into responding to the
questicnaire, Instructions were
to be certain that the
individual was aware that they
would be paid and that their
responses would be annonyrous.
It they still refused to
participate they were to be
thanked for their time and the
call was to be terminated.

acceptances - arrangemnents were
made to pick up the forms and
disperse payment {SAG) or, tinmes
of administration and payment
were arranged (IG).

After the initial mailing, letters were sent out 10 at
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a time until 120 SA6 and 40 IG S's were acguired. A

series of arbitrary letters, three per group, were used td
identify the group to which a ©particular gquestionaire
belonged. Questionaires were «coded as to group in the
upper right hand corner. The significance of these
codings was kpown oniy to the principal investigator.
Scoring was done by a fourth employee who was blind to
the design of the study. Scores were not recorded on the
questionaires themseleves, but on seperate score sheets,
so that individual questionaires could be surreptitiously
re-inserted for re-scoring as a reliability nmeasure.
Forty such re-insertions were made and any discrepancies
were noted by the principal investigator. Scoring was not
begun uoantil all data except the alcoholic post-treatment
{study four below) data was collected, The same person
wvas enployed to score these data. Precautions were taken
to insure that the scorer was still blind to the design cf

the study and ignorant of the preliminary findings.

Results and Discussion

The results of the data analyses are préesented here in

tabular form.

INSERT TABLE ABOUT HERE

TABL¥ 5 IG/SAG ERRGCR CORRELATION MATRIX
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INSERT TABLE ABOUT HERE

TAELE 6 IG/SAG ANALYSTIS OF VARTANCE
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~RATIO FOR MULTIVARIATE TEST OF EQUALITY OF MEAN VECTORS=

ARIABLE

"o BB ID®

PSYCHDIS
IPIFANLY
IPIFREND
IPAGRFRD
PRODUCTY
LEGALDI?
ALCABNEG
DRGABNEG

AND 151.0000 P LESS THAN 0.9468

HYPOTHESIS MEAN SQ

P BEB W DS B PH DI ARS

UNIVARIATE F

EIE IR BE BE BE IR B I BE A B

8.5333 0.7973
0.0021 0.0008
0.4688 0.1007
0.0083 0.0274
0.8333 0.1570
0.3521 0.7595
4.8000 1.24638
0.6021 0.4297
DEGREES OF FREEDON FOR HYPOTHESIS= 1
DEGREES CF FREEDON FOR ERROR= 158.

TABLE 6 IG/SAG ANALYSIS OF VARIANCE
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0.3453

P LESS THAN

D WBD BB A SN

0.3733
0.9771
0.7514
0.8687
0.6925
0.3849
0.25659
0.5131




INSERT TABLE ABOUT HERE
TABLE 7 IG/SAG DISCRIMINANT FUNCTION ANALYSIS
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QW U N s

*%¥DISCRIMINANT FUNCTION COEFFICIENTS**
VARIABLE

PSYCHDIS
IPTIPAMIY
IPIFREND
IPAGRFED
PRODUCTY
LEGALDIF
ALCABNEG
DRGABNEG

-0. 134672
-0.021832

0.079509

0.298941
-0.122930
-0.746149
-0.293633
-0.036104

RAW COEFFICIENT

41

STANDARDIZED

-0.44086
~-0.0346

0.1715

0.1647
-0.2832
-0.5080
-0.5761
-0.0427

TABLE 7 IG/SAG DISCRIMINANT FUNCTION ANALYSIS




The comparison of Winnipeg community interview and

self-report data indicates that no statistically
significant difference exists between these two sources of
data {table 6). This is taken as an indication of the
reasonableness of using the D.C.M.H.Q. as a self-report
instrument ané the logic of comparing self-report Winnipeg
community data *to the interview data of the Denver
community sanple With reference to Table 6 we observe that
the multivariate F ratio of 0.3453 dindicating an alpha
level of < (£.9468 supports the suppostion of the
equivalence of the two administration procedures. The
univariate F tests 1lend support +to this finding. A
further indication of +the equivalence of using the
D.C.M.H.Q. as a self-report instrument is found in the
observed correlations among the dependant variables {Table
5) .

Here we se€e that the highest observed inter-scale
correlation is .305 between the variables of PRODUCTY and
DRGABNEG. These low correlations indicate the degree of
statistical independance of each dependant variable from
each of the others. As mentioned above, in the original,
interview administered, D.C.N.H.Q. scale indépendance was
achieved by selecting scale items through factor-analytic
techniques. That these low simple correlations have been

maintained in




procedure is further, albeit indirect, support for the
equivalence «o¢f data collected through self-report on the

D.CsM.HoQ:

Introduction

This study was a comparison cf the SAG data collected
in Winnpieg {Study ©One) and the community interview data

collected in Denver. It was felt that despite certain

methodolgical difficuties discussed below this comparison
yould provide useful data in assessing the degree of
equivalence achieved in using the D.C.M.H.Q. as a
self-report questionaire in winnipeg.

Method

o

Means were approximated by having co-workers £ill out

the D.C.M.H.Q. =0 as to correspond to the lengthy written
description <¢f the average Denverite given in Ciarlo and

Reihman {1974). This  was done prior +to0 scoring the

¥innipeg data. Since there was no way to approximate the
Denver variances the wariances fom the ¥innipeg data only
were used ir the calculations of the standard errors of

the differences. scores attained by the average Denverite

and the standardized tables provided in Ciarlo and
Reihman, 1974. The estimated Denver means were compared
to the Winnipeg SAG means by way of multiple T tests.

This procedure was necessitated by the lack of any way of
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estimating covariances in the Denver data, thereby ruling
out the wuse of a more appropriate multivariate approach.
The Bonferonni procedure was used to adjust the alpha
level to provide a more realistic estimate of the

probability of a type I error {Kirk, 1968).

Results _and Discussion

The Tresults of this analysis are presented here in

tabular forn.

IKSERT TAELE ABOUT HERE

TABLE 8 T-TESTS OF WINNIPEG VS DENVER COMMUNITY SUBJIECTS
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e

The Bonferroni procedure used in this analysis is a
¥yery conservative test {Kirk, 1968). It should be
recalled that the means and variances used here were
necessarily extrapolated from the gualitative information
given Dby Ciarlo and Reihman (1974). These "estimated
data” are therefore subiject to unknown and unconﬁrollable
sources of error. Although the differences observed are
technically nbn—significant the magnitude of the T scores
are high encugh to suggest that significance would be
evidenced with a less conservative test than Bonferronits
procedure. The dimport of these findings is to point out
the importance of developing and using norms from general

populations that are relevant to the experimental group.

STUDY THREE

To this pcint the research has been concerned with the
effect of transferring the D.C.M.H.Q. to Winnipég and
changing the methcd of administration. The folloﬁing
sub-studies are a first attempt to use this revised scale
as an evaluation tool with a specific pathological groug,
alcoholoics. These sub-studies represent validation
stndies by the same >argument that Ciarlo and Reihman
{(1978) present above for contrasting community data with

that of clients. Inasmuch as what is already known about
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the psychological aspects of alcoholism defines the
context in which we evaluated our results a survey of that
literature was presented above, The interested reader
will find a survey of +the general, economic, and

physiological aspects of alcochelism in the appendix.

In all cases the the cemmunity group data referred to
are the SAG data of Study One above.

The alcohclic pretreatment data (ALC1)from persons
presenting t¢ an alcoholism treatment agency co-operating
in this study., It had been previously determined that the
majority of the agency's clients lived in sither the Fort
Garry or East Kildonan Areas of Winnipeg. This is why the
SA5 and IG data of Study One were collected from these

Ar2dSa.

— v s> o i o vy

Questionaires were distributed +to the ALC1 S's Dby
agency persornel as part of the intake procedure. the
conpleted, self-administered guestionaires were identity
cod=ad by the agency personnel and were collected from thenm
by the princital investigator.,

‘Scoring was as in Study One.
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Results and Discussion

INSERT TABLE ABOUT HERE

TABLE 9 SAG/ALC1 ERRCR CORRELATION MATRIX
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INSERT TABLE ABOUT HERE

TABLE 10 SAG/ALCT ANALYSIS OF VARIANCE
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'-RATIO FOR MULTIVARIATE TEST OF EQUALITY OF MEAN VECTORS=

).F’z 8.

"ARTABLE

PSYCHDIS
IPIFANMLY
IPIFREND
IPAGRFRD
PRODUCTY
LEGALDIF
ALCABNEG
DRGABNEG

T o W v e e —

AND 147.0000 P LESS THAN 0.0001

HYPOTHESIS MEAN SQ

PR R RN RN AR R RN IR R K]

2558.0342
131.6720
136, 7521

17.7231
40.8053
16.2769
941.4105
190.0105

DEGREES OF FREEDO¥ FOR HYPOTHESIS=

UNIVARIATE F

*» e 2 e 98 Den

DEGREES CF FREEDCM FDOR ERROR=

178.827%6
40.8534
29.9476
15. 5859

7.0989
10.9716
85.9474
41.6705

1
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P LESS THAN
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0.06001
0.0001
0.0001
0.0002
0.00886
0.0012
0.0001
0.0001
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*¥**%DISCRIMINANT FUNCTION COEFFICIENTS**

VABRIABLE RAW COEFFICIENT STANDARDIZED
1 PSYCHDIS -0.198313 -0.7500
2 IPIFANMLY -0.145232 -0.2607
3 IPIFREXD -0.148418 ~0.3172
4 IPAGRFERD 0.154351 0.1646
5 PRODUCTY 0.008189 0.019¢6
6 LEGALDIF ~0.236168 -0.2877
7 ALCABNEG ~-0.107639 ~0.3562
8 DRGABWEG 0.018392 0.0393

TABLE 11 SAG/ALCT

DISCRIMINANT FUNCTION ANALYSIS

53




The SAG/AICY1 tables present some interesting data.
¥hile, for the most part, the interscale correlaticns
remain low, t%xo of these are of intsrest,

ALCABNEG <correlates .455 with DRGABNEG {(Table 9).
Although not astounding this is reasonable 4in 1light of
some of the literature reviewed above which indicates that
a fairly consistant finding is that of multiple drug abuse
émong alcoholics.

(The highest «correlation observed is that of LEGALDIF
and IPAGRFRD {R=.738). It would appear that a tendancy to
be agressive with cne's friends is associated with
difficuities #ith the law. This is, of course, entirely
reasonable. However, given the factor analvytic
development of these scales this high a correlation should
not be observed. This could be due to several aspects‘of
these data, BEReference to the raw data indicates that most
Ss scored 0 on the scale LEGALDIF¥ indicating a sort of.
cellar effect. <Ciarlo and Reihman (1974) also report this
experience with their community data. SinceAthe original
data which was factor analyzed came from current or
previous center clients the factor structure of these data
could differ in significant ways from the data used in the
current comparison. The fact that the scale IPAGﬁFRND was
not developed intuitively but through the factor analytic

procedure would serve to support this interpretation of
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the observed high corelation. This points out an area of
further investigation with respect to the value of
maintaining the two scales as seperate dimensions.

Table 10 indicates +that a <clear difference exists

between the SAG and the ALCY samples. The F ratio of 33.4
translates tc¢ an alpha of £ .0001. Because the
multivariate approach was used here this indicates the
eXperiment-wise error rate taking 1into - account the

observed relaticnship among the eight dependant variables.

We can ther<fore be reasonably assured of having a valid
estimate of the probability cf error expressed as the P
value for the eight associated univariate F ratiés.

In this case the univariate F's provide.us with little
information allowing wus to rank the variabieé as to

Telative impcrtance in discriminating between the two

groups. They do indicate that all significant differences
‘are in the aprropriate direction,
Reference to the “™standardized" column of +table M

indicates +that the variables rank 1,7,3,6,2,4,8,5, in

order of diScriminatiﬁg ability. Apparently the variable

which differentiates most readily between the ALC and SAG

groups is the ievel of psychological distress reported,

followed by alcohol abuse, interpersonal interaction with
friends, productivity, interpersonal interaction with
family, aggression with friends, drug abuse, and legal

difficulties,
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Given our guynderstanding of the dynamics of alcoholism,
as outlined 1in the introduction, it is reasonable that
PSYCHDIS should have such a high coefficient. 2An analysis
of the content of the 1items comprising this scale
.indicates that they refer mostly to symptoms of anxiety,
sleep apd appetite disturbance, and "down" feelings. This
symptom constellation comprises the diagnostic category of
depression which we have already seen as intimately linked
with alcoholisn.

An interesting sidelight is that this highly
significant difference occurs in spite of what appeared to
the author as surprisingly high PSYCHDIS mean {5.2) in the
SAG respondants., This, coupled with an egually
surprisingly bhigh rate of response indicating the use of
prescribed sedatives among SAG TrTespondants indicates a
high base rate of psychological difficulties in the
general population. The degree of distress seen in the
ALC? group must be evaluated adainst this base rate. This
qualitative impression of a high degree of general
psychological distress 1is supported by reports that
physicians in general practice spend up to 50% of their
time treating hypochondriacal symptoms and that more
diazepam {valium, vivol, a minor trangunillizer) is bought
every vyear. Too, €ialo and Reihman (1978) report similar
levels of "less than perfect behaviour" reported by their

Community sample. MNore definitive work in this area would
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be extremely interesting.

That ALCAENEG ranks mnext 1is mnot at all surprising.
This serves tc¢ support the gunestionaires validity in as
much as the +two groups ccmpared are essentially normals
and self-definped alcoholics. It shonid be*noted that the
treatment agerncy involved makes no attempt to restrict its
patient populaticon to any definition of "alcoholics%. 1In
fact it is likely that some clients are less "hlcoholic”
and more "“psychological” than vice-versa. It is therefore
not of great concern that ALCABNEG ranks second as a
discriminative variable.

Of great irterest here is that IPIFRND ranks next. The
Denver group created a series of Multiple Problem
Categories {MPC) {Ciarlo and Reihman,i974) based on
conglomerates of high scale scores. This process is
similar to the MMPI "profile™ or the practice of viewing a
constellation of symptoms as a syndrome. |

In the D2nver grbups analysis MPC1 {alcohol abuse) the
three top rankings ¥ere psychological distress,
interpersénal isolation, and alcohol abuse,.

Taken as a whole the rankingé of these variables is
entirely consistant with what is known about the behaviounr
of alcoholics. As we have seen in the 1literature rTeview
above depression, and psychopathy are the twoc nwmost
frequently found personality constructs in the alcoholic.

This 1is reflected in the discriminative function rankings
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of the nmodified D.C.N.H.Q. data. That these same
categories agpear 1in the MPC1 of the original Ciarlo an
Reihman (1974) study serves to reinforce the evidence that
the modified, self-administered D.C.M.H.Q. maintains the
validity of the origimnal interview  administered

questionaire,

e e

Introduction

To this point the purpose of this study has been to
determine the validity of a modified form of the
D.C.M.H.D. given as a self-report gquestionaire by
comparing these results to those obtained by Ciarlo and
Reihmap {1974, to those obtained in an interview
administration, and those obtained frem a group of
self-referred alcoholics. This purpose has been spoken to
in the precea2ding discussion. The data to be discussed
below deals with the potential ase of this nodified
DeCuM.H.D. as a self-administered, summative tool in
program evalvation. These data serve a second purpose in
that they provide a further opportunity to <check the
validity of tte modified questionaire.

As noted above certain design considerations severly
limit the generalizability of these findings. In review,
there is the concern expressed by ¥Weiss (1968) and others,

that using agency personnel as evalunators is imprudent
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because of thevobvious potential for experimental ©bias
effects, Weighing against this was the desire by the
agency to us2 the D.C.H.H.Q. as both a formative and
summative instrument. In this study a delay in analyzing
the data was employed as a means of avoiding this
confounding.  However, both +the SAG scores and the ALCY
scores were analyzed prior to the collection of tﬁe ALC2
data. These finding were known fully only to the
principal investigator who had no part in the <ollection
or scoring c¢f the ALC2 data. It was however transmitted
qualitatively to the agency in-the form of a +telephone
conversation wherein the agency director was informed that
the data indicated that the agency was attracting clients
who scored highly on the PSYCHDIS and ALCABNEG scales, as
was the agency's intention.

While this 1is not an overwhelming concern a much more
important factor . is >the absence of a second SAG
administration to <correspond with the ALC2 data. It has
been'pointed cut in numerous studies that time cof year or
even Just time since the last administration can exert an
effect on questiocnaire responses., By the same token one
expects that normative data o©of +this sort should be
relativly consistant with respect to time. ¥itness the
use of MMNPI or WAIS norms, bcth of which are based on a
one time admiristration with no ccntrols for the effects

of time.
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There is also an interpretive limitation imposed by the
lack of a no treatment alcoholic control group. These
considerations clearly preclude the attribution of any
changes obseaived 1in the ALC2 data with respect to either
the ALCY1 or SAG data to only the treatment afforded them
by the agency involved. In any case these data were
available ané do provide a basis for speculative

ruminations.
Hethod

Data was collected in the same fashion as in Study
Three above. Two comparisons were of interest here. The
first was tc contrast the S&é and ALC2 data. A one way
MANOVA was employed to this <nd. The second was to
contrast the 2LC1 and ALC2 data. Here a repeated measures
MANOVA was required to analyze the data . As mentioned
above, scoring was done by the same person as in previous
instances with precautions taken to insure naivete.

Results and Discussion

INSERT TABLE ABOUT HERE

TABLE 12 SAG/ALC2 ERROR CORRELATION MATRIX
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X-R0OX OF THE C(ORRELATION MATRIX GOES HERE (TEMPORARY LINE)

61



INSERT TABLE ABOUT HERE

TABLE 13 SAG/ALC2 ANALYSIS OF VARIANCE
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'~RATIO FOR MULTIVARTIATE TEST OF EQUALITY OF MEAN VECTORS=

D' F,:

ARIABLE

2w 8B

PSYCHDIS
IPIFANLY
IPIFREND
- IPAGRFRD
 PRODUCTY
 LEGALDIF
~ ALCABNEG
. DRGABNEG

8. AXND 147.0000 P LESS THAN 0.0001%
HYPOTHESIS MEAN SQ UNIVARIATE F
1.7308 0.1543
91.6720 30.7059
173.0769 40.6309
0.0308 0.0706
12.6173 2.4198
0. 1444 0.5325
23.1284 4.8576
33.0019 13.1754
DEGREES OF FREEDOM FDR HYPOTHESIS= 1
DEGREES CF FREEDCM FOE ERROR= 154.

TABLE 13 SAG/ALC2 ANALYSIS OF VARIANCE

12.30982

P LESS THAN

EE IR I I B B I I OF 3 )

0. 6951
0.0001
0.0001
0.7909
0.1219
0. 4668
0.0291
0. 0004




INSERT TABLE ABOUT HERE .
TABLE 14 SAG/ALC2 DISCRIMINANT FUNCTION ANALYSIS
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*%DISCRIMINANT FUNCTICN CCEFFICIENTS**

VARIABLE RAW COEFFICIENT STANDARDIZED
1 PSYCHDIS 0.036088 0.1209
2 IPIFANLY -0.324481 ~-0.5607
3 IPIFRERND ~0.283509 ~0.5851
4 IPAGRFED 0.4614251 0.3065
5 PRODUCTY 0.215161 0.4913
6 LEGALDIF -0.066261 -0.0345
7 ALCABNEG ~0.084451 -0.1843
8 DRGABNEG -0.347392 -3.5498

TABLE 14 SAG/ALC2 DISCRIMINANT FUNCTION ANALYSIS
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TABLIE 15 ALC1/ALC2 CORRELATION MATRIX
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INSERT TABLE ABOUT HERE
TABLEF 16 ALC1/ALC2 ANALYSIS OF VARIANCE
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F RATIO FOR MULTIVARIATE TEST OF EQUALITY OF MEAN VECTORS= 36.227

D.F.= 8. AND  28.00

P LESS THAN 0.0001

e e e e

._VARTIABLE HYPOTHESIS MEAN SQUARE UNIVARIATE F P LESS THAN
v
1 PSYCHDIS 1750.3452 239.1584 0.0001
2 IPIFAMLY 2.3472 1.5171 0.2263
3 IPIFREND 1.3889 1.1408 0.2928
4 AGRFREND 12.5000 6.7830 0.0135
- 5 PRODUCTY 64.2222 21.2492 0.0001
36 LEGALDIF 8.6805 3.3453 0.0760
7 ALCABNEG 435.1243 34.5045 0.0001
8 DRGABNEG 42.0138 14.4902

0.0006
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**DISCRIMINANT FUNCTION COEFFICIENTS**

VARIABLE RAW COEFFICIENT

1 PSYCHDIS

2IPIFAMLY

3 IPIFREND
& TPAGFRND
5 PRODUCTY
6 LEGALDIF
7 ALCABNEG
8 DRGABNEG

~0.342105

0.307624
-0.245028
-0.763303
-0.300862

0.326314
-0.050669
~-0.046372

STANDARDIZED

-0.9255
0.3826
-0.2704
-1.0362
~0.5230
0.5256
-0.1799
-0.0790




Table 12 summarizies the SAG/ALC2 contrast. Again +the
inter-scale correlaticns are seen to be very low. AsS
mentioned abcve this is +taken as an indication of
eguivalence in as much as the scales each still provide
relativly non-redundant information. There still exists
an overall difference Dbetween the SAG and the alcoholic
groups significant at the .0001 level {table 13). However
th2 nature of this difference is considerably changed from
wvhat was observed in the SAG/ALC?1 contrast.

The wunivariate F's indicate that only IPIFAMLY,
IPIFREND, ALCABNEG,and DRGABNEG are significant at the .05
level whereas previously all variables showed significant
differences, Furthermore table indicates that whereas
PSYICHDTIS, AICABNEG, and IPAGFRND had +the highest
discriminant function coefficients in thé previcus
contrast they are displacea kere by IPIFAMLY, IPIFREND,
and DRGABNEG, These data clearly show the value of the
multivariate analysis. Although ALCABNEG ranks high in
significance c<n the univariate tests it ranks quite low as
far as discririnant function coefficients are concerned.
This 1indicates that when the correlation between ALABNEG
and the other eight variables is taken into account some
of the information provided by ALCABNEG is redundant.
Viewing the discriminant function coefficients ({table 14)

overall it is observed that what were the three top ranked
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scales previcusly {(PSYCHDIS, ALCABNEG, and IPAGRFRND) are
now ranrked considerably lower {7,6, and5, respectivly).

One intergretation of these data is +that in the
relatively stort period of two months the counsellors
focused on the most obvious difficulties and that this
resulted in a diminuation of the  discriminative
coefficients associated with these variables. This, 1in
fact, is the interpretation that Ciarlo and Reihman (1974)
place on similar data they collected on a 90 day follow up
design. Onpfortunately, due in part to design
considerations discussed above, the data also admits of a
number of alternative conclusions. Not the least of these
is plain, o0ld, often overlocked regression towards the
mean which would account for some, but probably not all,
of the effect observed. The appropriate control would
have been a nc treatment group.

Of interest is the pattern of change observed. It is
reasonable that when acute problems are dealt with less
pressing problems should move u§ the scale, That these
areas should be IPIFANLY and IPIFREND is interesting in
the light of the previously cited findings in Denver of
the importance of Interpersonal Isclation in the HMPC1
{alcoholisn). That DRGABNEG should now rank 3 is
interesting in 1light of the 1literature indicating a
§ositive association betweeﬁ alcchelism and multiple drug

abuse.
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¥hen the treated alcoholics {ALC2) are compared with
themselves twc months previously {ALC1) +the <familliar
pattern of low inter-scale corelations is again evidenced.
The exception here is a surprisingly high {.91) corelation
between LEGAIDIF and IPAGRFRND. The association of these
two variables is not surprising in that it makes intuitive
sense, that they should correlate so highly is surprising.
Probably the same explanation holds here as in Study Two,
above, and these data further support the suggestion that
a second look should be given to the possible redundancy
of these two séales..

The multivariate F ratio {table 16) is significant at
the .0001 level indicating highly significant difference
over all the variables taken together. The univariate
data indicates that the scales with the highest
significance are PSYCHDIS, ALCABNEG, and PRODUCTY. This
is all consistant with the ALC2/SAG data as <c¢ompared to
the ALC1/SAG data., The very interesting data here is that
the highest ranked discriminating variable is IPAGFRND
followed by PSYCHDIS and then not by any of previously
highly ranked variables but by LEGALDIF.

It would appear that although the most significant
score changes have occured on the expected variables these
variables are changing as a group, due in part to their
corelation with the others. The besi indicators that

these Ss belong to different groups is in their IPAGRFRND
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score as well as the highly associated IEGALDIF score.

In any evernt it is clear that the alcoholic clients are
scoring better than they did initially and dre doing so on
the expected variables. Admittedly the cause of this can
only be speculated at using the data available. The
alcoholic clients are also moving toward the norm in their

responses, and again on the dimensions expected.

GENERAL _DISCUSSION

Methodolongical considerations

With regard to the scoring reliability data there are
numerous methcds of summarizing these data. One might
indicate that 4 inconsistantly scored guestionaires of 40
sampled means a 10% discrepancy rate. However, when one
notes that only 5 points 6f a possible 236 were discrepant
and that this would have resulted in a non-systematic net
error of only 3 points, This suggests that the
reliability of the scoring procedure is acceptable.

Every effcrt was wmade to avoid the pitfalls of bias
described by Rosenthal (1966), Greenspoon (1958) and
others by wusing blind scoring techniques and reliability
checks. The data reported above indicates that we were
successful in this regard. The scoring differences
observed reflected very minor ambiguities on the part of
respondants shich would have no effect on the findings

regardless of . which score yas used. There was
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considerably mcre difficulty involved in controlling for a
Hawthorne {1%39) effect 1in the alcohclic pre/post data.
Carol Weiss (1Y68) has stipulated that personnel external
to the agency be used in evaluation data collection. This
was the intent in using the D.C.M.H.Q. as a self report
instrument. While self-reporting only approximates Weiss!
requirement it is much 1less costly ’than using outside
© researchers. A further complication ¥as that the
treatment agency involved wanted to use the same
instrument for both formative and summative purposes.

In their view, a good instrument should allow for both
the ongoing training of the individual therapist and the
development o¢f the agency as well as providing useful
treatment outcome data. The use of a single pre/post
instrument in this fashion dis extremely difficult to
accomplish. The concern 1is that knowlege of «client
pre-treatment scores will influence +treatment so that
post-treatment data will reflect training in the "correct®
guestionaire responses rather than valid treatment
effects.

In an attempt to avoid this problem no client data was
scored until all data was collected. If, in future
research, no control for these concerns is provided and
the D.C.HM.H.Ca pre~treatment responses were used in
planning tteatment programs, assigning therapists, and

coliecting demographic data, its validity as an outconme
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instrument would be highly gnestionable. It is noted that
other research paradigms, notably Goal Attainment Sealing
{Kiresuk and sherman, 1968), could be profitably used as
formative tcols with the D.C.M.H.Q. retained as
cross-validating outcome measure.

Suggestions fcr further research

The empirical infqrmation discussed above is of value
'to future researchers insofar as it provides restricted
communty norms for winnipeg and illustrates a system by
which +the D.C.M.H.Q. could be used as a pre-post measure
in evaluation studies of alcoholism +treatment programs.
Future studies would do well to extend the base of the
population norms to include a statistically represntative
sample of the Winnigpeg population. Of particular interest
would be comparisons amoung the various gesaographic and
socio-economically distinct areas of the city.
Suggestions for an appropriate control group including a
non-treatment group have been made above, Some authors
maintain that placebo or non-tteatment groups are
unethical in situations where there is some reasonable
expectation that treatment will be beneficial. In the
area of alcohclism cne could reasonably maintain that as
yet the efficacy of treatment is unkown. ﬁinimélly
alternate treatment control groups should be employed with
care to collecting demographic data and an insistance on

random assignment of subjects to treatments. Non-randcm
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assignment of subjects is a major pitfall in this area of
research. While many authors {Campbell, 1968; Ellashoff,
1969; Kenny, 1974) have have spcken to the guestion of
statistical control of pre-existant group differences
{covariance, difference scores, guasi-experimental
designs) all uphold the value of randor assignment where
possible.

Manitoba, +through the auspices of the Alcoholism
Foundation of Manitoba (AFM), has a unigue opportunity to
do this insofar as the AFM has either direct or ondirect
input into the wvast majority of alcoholism treatment
research in the province., This situation also suggests
reseach directed at developing valid reliable, and most
imporéantly, useable research instruments, as well as
research direéted at matching client characteristics to
appropriate treatments, the panacea of clinical resaerch.
One wounld hope that either sufficient researchers would be
available to work 1in coajunction with the treatment
agencies or that the research program be conducted as an
integratéd part of the treatment process and not be viewed
as a necessary evil that steals time from the important
bussines of providing service. It is essential that the
service agencies have input into the design of a the
studies and be provided with ccmprehensive and relevant
feedback 1in crder the help them view the research programn

as a valuable adjunct to their efforts.

78




79




ALCOHOL- WHAT IS IT

The scientific term "alcchol® refers to a family of
aliphatic organic compounds of the general form ROH where
R is any alkyl or substituted alkyl group. The ©OH group
{or hydroxyl c¢roup) is the functional group and determines
the properties characteritic of this family. Alcohols are
named by three different systems. There are common names,
the carbinol system, and the IUPAC system. Therefore the
compound of Carbon, Hydrogem, and 0xygen of the form CH3
CH20H is known as ethyl alcohol, ethylcarbinal, or ethanol
depending on the system used.

Outside of scientific circles this particular member of
the alcohol family is known by a plethora of names some of
which are: booze, hootch, sprits, white 1lightning,
moonshine, liquor, etc. There is also an everyday systenm
of names derived from the source material from which the
alcohol is produced and the particular process used during
and after the fermentation process.

Ethyl alcohol is the alcohol of "™alcoholic” beverages.
For +this purpose it is prepared by the fermentation of
sugar from a truly amazing variety of vegetable sources.
The garticular. beverage obtained depends upon what is
fermented {rye or corm, grapes or elderberries, cactus
pulp or dandelions) how it is fermented {whether carbon

dioxide is bottled up or allowed to escape, for example),
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and what is done after fermentation {whether or not it is
distilled). The special flavour of beverage is not due to
the ethyl alcohol but to cther substances either
characteristic of the particular source, or deliberatsly
added. M., 1970) |
These substances, known collectively as "congeners®,
are typically methanol, higherA alcchols {fusel o0il),
acids, esters, aldehydes and other organic or inorganic
compounds. Theré is some evidence to indicate that as
well as being responsible for the aroma and taste of the
beverage these congeners contribute +to other effects
including post-intoxication hangover. At eguivalent doses
of alcohol, after effects with low congener levels such as
pure ethyl alcohol and water {alcool) or vodka are less
severe than those produced by drinks with more congeners,
such as brandy. {Chapman, L.F., 19703 Murphee, H.B.,
1971 . The presence of an excess of some of these
congeners as Sometimes occurs in illicitly produced
beverage alcchols can be dangerous. Notably the presence
of mefhanol {mood alcohol) in sufficient guantity can lead
to blindness and death. {Mcrrison and Boyd, 1970). Other
contaminants which have been identified in illicit alcohol
include <calcium and copper salts,— hydrocarbon oils,
vegetable delris, dead insects, animal feces and wine.
Lead from o0ld radiators used as condensors in stills is

occasionally found in illicit alcohol. Deliberate
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additives include sugar, soft drinks, various flavouring
and colouring matter, and glycerol. Since illicit alcohol
is often diluted with water its strength varies within the
approximate limits of 30-160 ©proof. {Hughes, 1967;
R.C.M.P. ®Gazette, 1970).

ALCOHOL- BCONCMIC CCNSIDERATIONS

The notion of aicohol "proof" originated centuries ago
from a crude but effective technigue designed to assess
the sirength cf spirits. If qun powder soaked with the
beverage exploded on ignition, this was taken as Yproof"®
that the liquer was more than half alcohol. "proof
spirit”® in the United Kingdom and Canada contains about
57% alcohol while in the United States proof is calculated
as twice the percentage of alcohel per unit volume of +the
beverage {22Jay 80 proof whiskey 1is #40% alcohol).
(Fornez, and ERarger, 1965).

The production, consamption, and taxation of alcoholic
beverages 1s big business in Canada. More than 95 per'
cent of the ale and beer consumed by Canadians is brewed
in Canada and, with the exception of scotch whiskey and a
few other 1inported beverages, the distilled liguors
consumed in Canada are produced here, {LeDain, et al.,
1973). Surprisingly, to anyone who has tasted many
Canadian wines, over half the wine sold in this country is
domestically rroduced.

The Federal Government, through the Excise Act,
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regulates the manufacture and importation of all beverage
alcohol. The contents and gunality of alcoholic beverages,
inclading the permissable range of alcoholic
concentrations, are regulated by the Food and Drug
Regulations. As a matter of interest the excise tax on a
gallon of procof spirit (57% alcohol) is $14,25. In order
to calculate the federal tax on any particular beverage
simply multiply +the proof by $14.25 and multiply the
humber of ounces divided by 160 {the number of ounces in a
Canadian gallcen). Thus the Federal tax on a 25 oz.
bottle of 120 proof vodka selling at $8.00 is 32.567 or 33%
of the consumer's cost,

Add *o +this the fact that Provincial Governments and
Territorial Gcverning Bodies have a monopoly on the sale
of beverage alcohkol in their jurisdictionm and it is easy
to see how in 1971 tax revenue for all governments fronm
beverage alcchol neared a billion dollars. A comparison
of tables ___ and ___ indicates that $983,903,000 in tax
revenue was collected on total sales of $1,856,614,000.
In other words,approximately 53% of the total «cost of
beverage alcchol in Canéda is Federal or Provincial Tax.
It should be noted that the 1.85 fiqure for total sales
given in tatle ___ does not represent the final retail
value of the keverages since retail mark-ups by 1licencees
on the sale of alcoholic beverages to final consumers, are

not included.
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Consider =also that in 1970 more than 15,000 persons
were employed by distillers, breweries, and wineries in
Canada, sharinrg a total payroil of more than $140 million.
{Statistics Canada 1970a, 1970b, 1970¢). ©On top of this
consider the‘vast nunber of persons such as barkeepers,

yaiters, entertairners , grain farmers, who are directly or

indirectly dependent on the sale of beverage alcohol for.

all or part of their 1livelihocod, and one <can get some
grasp of the significant economic proportions of this
industry in Canada.

ALCOHOLISM- GENERAL CONSIDERATICNS

Canadian serveys of local high schools record alcohol
consumption that varies between‘uo to B7 percent of the
students despite the fact that such consumption is illegal
for most of them, {Fyer and Smart, 1972; Rootman =2t al.,
1972y . The only national data available gives the much
lower figure cf 33%. This same survey indicates that 66%
of all Canadian adults have had an alcoholic drink at some
time and that 20% drink alcohol more than once a week.
These estimates are felt to be conservative {Le Dain,
1973 . It has been estimated that 5.31% of Canada's
drinking population {that is about 617,000 persons)
consumed a *hazardous? amount of alcohol per day in
1969,and, on the basis of liver cirrhosis mortality data,

that 2.8% of all alcohol drinkers {that is about 308,200
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persons) were alcoholics im  1967. {Addiction Research
Foundation, 1971 . This can be transiated into
approximately 3.9 and 2.71% of the general population
respectively.

This general use of alcohol {and conséguent percentage
of misuse) is partially because of its pharmacological
proporties and partially because of conseguences in scme
respects indegendent of direct drung effects. Depending on
the type and gquantity ofv beverage consumed, alcohol is
often symbolically associated with the acknowledgement of
birth, death, marriage, and other contracts, adulthood,
friendship, and, to sone, may imply wvirility or
masculinity , afflunence and cultural vrefinement (or .the
opposite), In many circles abstinance is frowned upocn
wvhereas alcohcl intoxication is frequently +tolerated ,
condoned and even expected and encouraged. Because its
use is so ingrained in our culture many Canadians do not
consider alcchel a drug. Yet it has also been observed
that:

| The large role that the production
and consumption of alcoholic
beverages plays in the econonic and
social 1ife 1in VWestern society
should not permit us to minimize
the fact that alcoholism is a nmore
significant problem than all other

forms of drug abuse combined.
(Jaffea, 198%5)
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ALCOHOL- PHYSIOLOGY

Social attitudes aside alcohcl is unguestionably a drug
and, as such, has been extensively investigated with
respect to physiological and psychological properties.

Alcohol is uswmally taken orally and is rapidly ana
nearly completely absorbed in the gastrointestinal tract.
Some absorpticn takes place in the stomach although the
most vrapid diffusion 1into the blood stream takes place
from the wupper intestine ({Jjejunum); consequently the
quicker the alcohol passes through the stomach the shorter
its latency of action and the higher the peak blood
alcohol 1level achieved (Fcrney, and Harger, 1965).
Alcohol in beser or sweet wine is absorbed more Slowly than
alcohol in dry wine or diluted or undiluted distilled
spirit. Food eaten before or with alcohol slows stomach
emptying and may reduce the peak blood alcohol level by up
to one half compared to that attained by drinking omn an
empty stomach. Once absorbed alcohol is distribated
uniformly in all body fluid easily crossing the
blood-brain ard placental barriers. (Wallgren, 1970)

Approximately 95% of the alcohecl ingested is broken
down by oxidation and the rest is excreted unchanged,
primarily in the urine and breath although small amounts
of alcohol can be detected in sweat, saliva, tears, milk,
and other body secretions. {Ritchie, 1970). The fact

that the amount of alcohol excreted in the breath bears a
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direct relaticnship to the blood alcohol 1level is the
principile utiliied in the "Breathalyzer" test used to
enforce driving laws.

Unlike many other drugs, alcohol is metabloized at a
fairly <constant rate on any given drinking occasion. The
rate of alcohcl elimination 1is roughly proportional to
body weight, with the average 150-pound man metabolizing
about 9 ml {0.3 oz) of pure alcohol per hour {(Forney, and
Hargen, 1965). Substantial differences in metabolic rate
between individuals is often observed with genetic factors
thought to te significant. Ethnic and racial group
responses to alcohol have been observed and linked to
different rates of metabolism at various stages of ‘the
biotransformation of alcohol. {Fenora, et al., 1971;
Wolff, 1972). Alcohol itself, is an efficient source cof
calories and is occasionally medically prescribed as such.
However, it provides no vitamins, minerals, proteins or
essential fatly acids necessary for adequate nutrition.
Since, depedning on the mix used, an ordinary drink can
contain between 90 and 150 calorgeskand a 25-ounce bottle
of whiskey {80 proof) can provide nearly half the needed
calories of a 160-pound person, individuals who drink
heavily often have a diet high in calories but almoét
totally lacking in other nutrients and resulting in severe
malnutrition.

Contrary tc¢ what scme pecople still believe alcohol is a

!

91




central nervous system depressant the effects of which are
not unlike sutstances used as general anesthetics. The
behavionral and psychological stimulation observed is
thought to be partially due to disinhibition of some brain
functions as a result of alcohoil's decompensating effect
on the reticular formaticn. The specific physiological
effect «f alcchol ingestion is highly dosage dependent.

In small tc moderate doses it has both beneficial and
detrimentél cffects. Heart rate may both increase or
decrease, blocd vessels dilate {giving a ‘temporary and
false sense of warmth), body temperature decreases,
appetite is stimulated, as is the secretion of saliva and
gastric juices, urinaticn increases, the EEG slows,
complex reaction time increases and muscular co-ordination
is usually reduced. (Forney and Harger, 1955; Ritchies,
19790) .

Generally speaking alcohol reduaces performance on tests
of a wide variety of psychelogical functions. Tasks
requiring a high degree of selective or divided attention
being particularily sensitive ({Moskowitz and Sharma,
;dellinek, and McFariand, 1940). However at 1least one
study {U.3. Tepartment of Transportation, 19%68) has shown
that a small amount of alcohol «can actually improve
performance in some instances. It must be emphasized that
many studies have <clearly shown that -personality and

situational factors «can drastically effect responses to
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many drugs including alcochol. {Schacter and Singer, ).
While both beneficial and detrimental effects are
observed at low to moderate ﬁosages,l high dosages of
alcohcl invariably results in the familiar symptoms of
drunkeness. Here the. inebriate is confused and
disoriented. As nmore, and lower brain functions are
interfered with speech becomes slurred, vision is blurred,
and muscular control is inadequate. Far from having the
ameliorative effects on digestion that low alcohol doses
have, high doses result in irritation of the stomach

lining, mucous secretion and pyloric spasm experienced as

nausea and vomiting. Even higher dosages rTesult in
respiratory depression, general "anesthesis,
unconsciousness and, in the extreme, death due +to

respiratory and circulatory failure. {Forney and Harger,
1965; Maling, 1970)

As with mcst other drugs, the long term, heavy, use of
alcohol has detrimental effects, both physical, and
psychological. There are a great many disorders
associated with chronic alcocholisn. some of these are
linked to the direct effects of alcohol and others are
caused by associated factors such as; nutritional
deficiencies, heavy use of other drugs {such as tobacco
énd aspirin), dinadequate hygeine, accidents and other
violent mishaps, over- crowding and other forms of stress.

As mentiored earlier, the high <calorie content cf
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alcohol encourages the chronic user to diminish the intake
of other nutrients reguired for a bal~ anced diet. The
abuse of alcohcl and concurrent nutritionmal deficiencies
is thodght to contribute markedly to such disorders as;
cirorhosis of the liver, {Jegeebhoy, et al., 1972), heart
disease ({Ferrans, 1870), and acute mnuscle disorders
{Lynch, 1969), as well as disorders primarily due to
nuotritional deficiencies such as pellegra, scurvey, and
anemia {U.S. Department of Health, 1971).

Alcohol directly effects the secretion and metabolism
of various hormones and is thought to be directly related
to disorders c¢f the pancreas (Mezey, etal, 1970) and fatty
liver deposits (Leiber, et al, 1965) even when adeguate
nutrition is maintained. ©Numerous neurological problenms
such as Korsakoff's psychosis, Wernicki's syndrome, and
Jolliffe?s encephalopathy are <closely associated with
alcoholisn. Cther associated neuropsychiatric conditions
are; hallucination, delerium tremens, and convulsive

disorders.
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RESEARCH and EVALUATION.

Department of Psychology
University of Manitoba
109 Fletcher Argue Bldg.
Winnipeg, Manitoba
R3T 2N2

Dear Sir or Madam:
The Provincial Government has asked people in the Psychology
Department at the University of Manitoba to gather information to aid

in health services planning in Winnipeg. Your name has been selected

by chance from the telephone book to receive one of our questionnaires;
which you will find enclosed. One of 6ur researchers will be contacting
you in a day or so to answer any questions and arrange to pick up the
coﬁpleted questionnaire. You will be paid five dollars ($5.00) when‘
the'compléted form is picked up. All forms are to be anonymoué, 80

please DO NOT sign or otherwise indicate your identity on the form.

Thanking you in advance for your co-~operation in this important

project I remain

sincerely

Barry Mallin
‘research director
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QUESTIONNAIRE INSTRUCTTONS

Please rcad each question and circle the answer that applies to you,
or fil11 in the blank. Some of the questions will not be appropriate to
you. 1In these cases please just leave the question blank.

If, after filling out the form, you have any quéstions please feel

free to ask the researchers when they call or come to pick up the form.
Please indicate:

Age: Sex: Male

Female

at
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The first 9 questions concern how you have been feelxng in the past few
.days, so please think back and. answer the next 9 quest1ons in terms of just
the past few days. '

1.

ey

10,

In the last little while  how often have you felt fearful or

afraid?

Never Once or twice _‘ Often “Almost always

In the last couple of days, how often have you felt sad or depressed?

Never ~ Once or twice Often Almost always
In the last couple of days, how often haVe you felt angry?
Never : Once or twice ) Often Almost always

In the last couple of days, how often have you felt mlxed “E or

confused? -

Never = Once or twice =~ Often  Almost glwaysf

. ’In_thewlast couple of days, how_often haye you feit tense?

Never = Once or twice . Ofren Almost always

In the last couple of -days, how often have you had trouble loeglng?

Never ~  Once or twice,  Often " Almost always

In*the last couple.of dsys, have you harl trouble with roor appetite?

Never Onéeiothwiéé '. Often _'Aihbét always

‘In the last couple 6f'day5,'have you had trouble with indigestion?

Never Once or twice Often Almost always

In the last counle of ‘days, have you had trouble with,fatigﬁe?

Never - Oﬁce or twice Often L Almost always'

The next 11 quest1ons deal with your relat1onsh1ps with your frlcnds and
your family. We would like to know something about the time’ you ‘spend with
your family and your friends.

11.

12.

How many family members live with you?

"Six or more " Three to five " One or two None

How much of your free time do you spend w1th your fanxlx?

 JA1mo<t all About half Very ' Haxdly
. the; txme time L Little = Lver




T3,

14.

15.

16.

17.

- 41‘9-0‘:'\.

20

~found yourself in trouble?

, 2
‘How many times have you visited or spoken with family members not living
with you? 4 ’

Once a day. Once/twice a week ~Several times a year - Never

How much would .your family be of help and support to you if you found

yoursclf in trouble?
A prcat deal Quite abit A little ' Not at all

How many closc friends do you have?

Six or more Three to five One or two ' None

How much of your frce time do you snend with your frlends’

‘Almost.all  About half  Very little  Hardly Ever,

the time time

Tow maﬁywa ygdf'égjahboré'déyyou speak to?‘“

Six or more " Three to five " One or two None

tlow much would your friends be of help and support to you 1f you

A great deal . Quite a bit - A little  Not at all

When you are with your friends how often do you argue with them?

Never  Seldom Often Constantly

When you are with your friends how often do you physically fight?

Never Seldom Often - Constantly

We would like.to ask you some questions regard1ng your act1v1t1es both in
and out of your home. .

21.

How many times have you visited or spoken to friends who live away?

QtOhcé;aidayl , ‘Oné¢/£Wi¢e week ' Severéi,times' ,"'Never"

22.
23.

24,

to once a month a year

Do you work at a job?

Full-time . Part-time _ . Irregularly ~ Not employed

Is your saldry-different now from what it was 3 months ago?

Much more . Slightly more. About- the same Less than before

How many hours per week do you sypend in volunteer-type activities?

More than Between 8 and 29 ‘Between 1 and 7 None
20 hours




25,

26,

27.

26.

29.

30.

310

32

34,

Do you take any night classes, job training, etc. and 1f so, how much
time do you spend per week7

More than 20 hrs Between 8 and 20 Between 1 and 7 ‘None

How much of the housekeqping do you do’

Total Host ‘Some | 'None
Do you have any children’ No How many of your children are in
each a?e range? Pre-school
: Grade: School
" High Scheol

wa much of the caring for children do you do?

Total . i Most Y - Some & None

‘How_much “of the .discipline of thefchildren'ére you“respﬁﬁsiblg‘for?g

All'of it Most of it o Sone of it ' None of it

How much of the household monev management do you doT

Aiiuof it Most of it Some of it None of it

How much of the shopping for- the household do- you do? (Crocery,
urnishlngs, Supplies, etc.) -

A1l of it ' Most of &t 'Some of it- '  None of it
How many hours of TV do you usually watch each day-—(24 hr. period)?

Nonoe 7 1-2 3*5»7 6 or more‘

What do you usually watch? (optional)

How much do you contribute to the family's tioney situation by working at
home? - (e.g., making clothes, making or selling craft obiects, babv sitting
for neighbors)

i

About eaual to' - - About equél to’ ' ‘About equal to  Less than a

a full time job =~ a 1/2 timé 1ob s time'iob 1/4 time job

How many hourb weekly do you suond in doing hcbblcsi;crafts, or sports
activities?  (e.q., knitting, gardening, stamp collecting, etc.)

Y or more 5-8 . 2-4 0-1




3% 7 How many hours do you generally slcep in a day, including naps?

8 or less ) 9 10 ' 11 or more‘
36 . How many hours dally do you spend in the preparatlon of meals?
3 or morc hrs. about 2 hrs. about 1 hr. less than 1 hr.

Our next few questions concern any lepgal problems you may have had in the
last 30 days. , : :

37;‘ How many times in the last month have you been arrested on- 1ntox1cat10n
related charges?

Never Once ' Two to five times More than six times

36, How many times in thc last month have you been arrested for 111ega1
possession of drugs? v :

Never Once or twice Two to five times . More than six times

39. How many times.in the last month have you been . cited for moving traffic
v1olntions?

Never Once or twice ~ Two to five times More thannéix times

40.  How many times in the last month HaVe'you beeﬁ arrested fdriloiterihg or

vagrancy?
Never .~ Once or twice = Two to five .- - More than
L times . .- 81X tlmes
41 . How many times in the last month have you been arrested for anzthln
else?
Never Once or twice Two to five - More than
times © 0 six times

We would ‘like to know what kinds of agencies or services you.are using.

Which of the following agencies do you see or receive services from:

42 Ne1phborhood Health Clinic, Medical, Outpatlent Clinic”
"‘&3:‘:;;M__m;_; Child Wclfare . |

a4. ... Public Assistance (visits, welfare checks)

45. ______ on Probation or Parole




hb.

47.

48.

50.

51

p2..

54 .

53..

55.

What is your main source of income?

‘Public Support - Employment

Family Support \ Other self-support

The néXthroﬁpcof;questions"deél with your‘use of alcohol and drugs.
Do you-ever drink alcoholic beverages? Yes ~ No
If Yes to #.47, . how often do you get intoxicated?

Never Once/twice month -_’Once/twice week Everydayvb

When you use

Never

When you use

or parents? -

" Sometimes ‘¢ Often Alnmost always

Never

When you use

Never

When you use

or job?

Never

When you use

Never

When you use

Lever

DQ you use any drugs or medications of any kind other than alcohol?

No

e o

Yes

"Soretimes Often: . . - Almost always

alcohol, does it cause any problems with your spouse?

~ Sometimes Often _Aimost always

alcohol, does it cause any problems.with'your children

alcohol does it cause any problems»wi;h your friends?
Sometimes Often Almost always

alcghol, does it cause any problems with your employer

Sometimes Often ~ Almost always

alcohol, does it cause any problems_w;th'ybur self?
Sometimes Often - Almost always

alcohol, does it cause any problems with your physical health?

What kind

For whaf‘

:l563*‘Ifxyeslto~'#?55;thow often’do you Uée'drugs?“

Never ©  ° Once/twice month ~ *  Once/twice week Everday




58.

59.

60. .

61.

62..

63.

64.

65.

When you use drugs, does it cause any problems with your spouse?

Never ; Sometimes Often

Almost always .

When you.use.drugs, does it cause ﬁnvunroblcms with your children’or

parentg?

Never ' Sométtmes Often

Almost alwavs

When you use drugs, docs it cause any problems with your friends?

Never Sométimes"‘ ' : Often

Almost alwavs

When you use drugs, dces 1t cause any problems with your employer

or joh?

Never Sometimes  Often

Almost always

When you use drugs, does it cause any problems with your self?

Never Sometimes Often

health?

Never Sometimes " Often

How often have you used tranquilizers?

Never " Once/twice 2= Once/twlce a
year. ; nonth

How often have you used methadone?

‘Never Oncc/twice a "Once/twice a

vear -month.

How often have you used ampbetamines. {(diet pills, dexies, speed, uppers)?

Never - Once/twice a. . . Once/twice a
year ‘month

Almost élwéys

When you use drugs, does it cause any problems,with'yqur_ﬁhxsicaliz

Almost always’

Once/twice a
week or more

Once/twice a
week or more

Was it prescribed? . All of it Some of it None of it

Once/twice a ..
week or more

Was 1t prescribed? ALl of it Some of it None of it




66.

67.

68.

169,

How often have you used barbituates (sedatives, sleeping pilis, downers)?

Never Once/twice a Once/twice o Once/twice a
year nonth week or more
Was 1t prescribed? ALl of it e Some of it __ None of it

How aften have you used codeine (Lnc coush syrup)?

Never Once/twice a Once/twice a Once/twice a
year wanth week or more
Wag It préscribed? ALl of i: Some of it . None of it

How oftea have you used heroin, opium, morphine (snow)?

Hever Onca/twice A Once/twice a Once/twice a

. year month week or more
lUas it prescribed? __ All of it Sore of it None of it
How often have you used marijuana?

Nover Once/twice a Once/twice a Once/twice a
year ronth week or more

How often have vou usud‘pgxghgggl}gg.(LSD,_Mescaline, Lcid, 5TP)?

Nevor Once/ftwice a Once/twice a Once/twice o

3%

year montlh week or wore

How often have you used cocaine?

XNoever Once/twice a Once/twice a Once/twice a
year month week cor more

|

END . THARK  You
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