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ABSTRACT 

This study was designed to examine the construct system of 

alcoholic persons, in order to evaluate whether the constructs 

themselves and/or the ways in which these constructs were employed was 

related to alcoholism. A group of twenty alcoholic subjects were 

contrasted with a group of twenty diabetic subjects. A General 

Questionnaire, a G-KIPP scale, and a Role Construct Repertory Grid was 

administered individually to all subjects. 

The results indicated demographic differences between the two 

groups which focused on differences in lifestyles, drinking patterns 

and tendency toward alcoholism. The alcoholic group did not differ 

significantly from the diabetic group in the Range of Convenience of 

the Constructs, correlation of Constructs and congruence between the 

"self" and the "ideal self" elements. These results were not in the 

expected direction. The two groups did differ significantly, and in 

the expected direction in the total number of Independent Constructs, 

the alcoholic subjects having fewer Independent Constructs than the 

diabetic subjects. 
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CHAPTER 1 

INTRODUCTION 

The purpose of this research study was to examine the construct 

system (Kelly, 1955) of alcoholic persons, in order to determine 

whether the constructs themselves and/or the ways in which these 

constructs were employed was related to alcoholism. 

Alcoholism can be defined in a variety of ways; for the purpose 

of this study the definition used was the admission of the subject to 

the Veterans Administration Alcohol Treatment Program, Veterans Admini

stration Medical Center, Tucson, Arizona. 

At the present time, it is estimated that alcoholics represent 

4% of the total population of the U.S.A. (Estes & Heineman, 1982). 

This prevalence, in addition to the devastating effects upon the 

physical, social and psychological well-being of the alcoholic person, 

has led to an increase in research into this disorder over the last two 

decades. A great deal of controversy exists in this research, particu

larly when an attempt is made to define the Alcoholic Personality. At 

the present time the research in this area is unclear as to whether 

certain personality characteristics exist which predispose an 

individual toward alcoholism or whether these personality characteris

tics occur as a consequence of the alcoholic disorder. Longitudinal 

research would be necessary to finally settle this issue, which has yet 

not been accomplished. Consequently, the present literature review 

1 
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describes only those personality characteristics which have been found 

to occur in the "clinical alcoholic" or alcoholic persons in treatment. 

Obviously, this does not address the extent to which the personality 

characteristics described here can be attributed to a predisposition on 

the part of the alcoholic individual or be seen more as a culminating 

result of her/his alcoholic lifestyle. 

In the studies reviewed, four characteristics of the "clinical 

alcoholic" personality were observed with relative frequency; these 

were: higher than normal levels of anxiety, field dependence or a 

global perception, weakened ego strength, and a poor self-image. 

The first area of research to be discussed will be in regard to 

the higher than normal levels of anxiety frequently attributed to the 

alcoholic person. In the research which utilized the MMPI (Minnesota 

Multiphasic Personality Inventory), the scales most associated with 

alcoholic persons are D, Pd and Pt. The Pd scale is the scale most 

frequently cited as being higher for alcoholic individuals than for the 

non-alcoholic control groups (Ballard, 1958; Kristianson 1968, Spiegal 

et al. 1970; Holland 1977). The next most frequently reported scale on 

the MMPI is the evaluation of alcoholism is the D scale, also cited as 

being elevated (Hoffman 1970, Kristianson 1968, and Spiegal et al. 

1970). Although only differences have been reported between alcoholics 

and control groups on the Pt scale (Ballard 1958, Kristianson 1968), 

other research studies report elevations on this scale (Gross et al. 

1971). To further complicate matters, still other studies report no 

elevations on the Pt scale but elevations in the Hy and Sc scales 
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(Kristianson 1968, Spiegal et al. 1970). Holland (1977) reports eleva

tions also on the Hs scale. When alcoholics were compared with 

neurotics, the Pd scale failed to differentiate the populations but the 

neurotics did tend to score higher than the alcoholic group on the 

neurotic triad (Hs, D, Hy). In addition, alcoholics frequently have 

higher than normal scores on the derived subscale A (anxiety) of the 

MMPI (Ballard, 1959). In the use of the MMPI, it does need to be taken 

into consideration the degree to which the scale is elevated, i.e., T 

greater than 70 and also the high degree of correlation which exists 

between the scales. When consideration is taken of these two states, 

it may not be so surprising that when one scale on the MMPI is elevated 

others scales may be elevated also. In research studies which have 

used the 16PF, alcoholics have also shown evidence of anxiety; scores 

are consistently higher for these persons on factors 0, Q4 and the 

second order anxiety factor than non-alcoholics (DePalma & Clayton, 

1958; Fuller, 1966; Walton, 1968). These findings have also been 

confirmed by Gross and Carpenter (1968) and Cattell (1970). In a 

research study which used the Rorschach Inkblot Test in order to 

differentiate between alcoholic and non-alcoholic subjects (TShkS, 

1966), alcoholics also exhibited high levels of anxiety—in fact twice 

that of the normal subjects. This anxiety manifested itself in the 

form of color shock, in particular to cards IX and X. Other research 

studies which have used the Gough Adjective Checklist (Menaker, 1967; 

Williams, 1966), the Taylor Manifest Anxiety Scale (Draft, 1970; Belfer 

et al., 1971) and the anxiety scales of the Institute for Personality 



4 

and Ability (Rosenberg, 1972; Belfer et al., 1971) have also found that 

alcoholic persons consistently scored higher on the anxiety scales than 

do the control subjects. 

It therefore becomes apparent from the research studies to date 

that higher than normal levels of anxiety appear to be a personality 

characteristic of the "clinical alcoholic," particularly in view of the 

fact that this factor was evident even when a wide variety of 

assessment instruments were used. 

The second area of research to be discussed will be the percep

tual performance of the "clinical alcoholic" in regard to field 

dependence/independence. Research indicates that alcoholics tend to be 

field dependent, a perceptual mode which reflects an inability to keep 

an item (rod, figure or self) separate from the organized field (Wilkin 

et al., 1959). Theoretically, this would indicate that the "clinical 

alcoholic" perceives a less well articulated external world, accompa

nied by a poorly differentiated body image and a tendency to interact 

passively within her/his environment (Wilkin et al., 1959). Although 

Karp et al. (1965) has indicated this characteristic remains stable 

over time, with substantial support from several other research studies 

(Bailey et al. 1961; Karp et al. 1963; Rhodes & Yorioka 1968), other 

research indicates that this characteristic may decline in the 

"clinical alcoholic" upon the cessation of alcohol consumption 

(Kristofferson 1968; Goldstein and Chotlos 1965; Danahy & Kahn 1981). 

In addition, alcoholics have frequently been found to have high 

W% and low D% scores in comparison to non-alcoholics on the Rorschach 
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Inkblot Test (Buhler & Lefever; 1947; Button, 1956; Kaldegg, 1956). 

These findings also appear to indicate that the "clinical alcoholic" 

does perceive the external world in a more global and less well 

differentiated fashion than do non-alcoholics (Barnes, 1979). Longitu

dinal research does not appear to have been done in the area to 

determine whether or not this particular pattern on the Rorschach is 

consistent over time or alters after the individual ceases to consume 

alcohol. 

The third major category of research examines the ego-strength 

of the alcoholic. Ample evidence exists which supports the contention 

that the ego-strength of the alcoholic person is weaker than that of 

normal persons. Alcoholics have consistently been found to score high 

on the F, Pd, and Ma Scale of the MMPI (Kassenbaum, 1959; Barnes, 1979) 

and the antisocial behavior scale of the Kalin Personality Test in 

contrast to non-alcoholics (Williams et al., 1971). These results 

appear to confirm the lack of appropriate self-control frequently found 

in alcoholics (Barnes, 1979). Additional research also demonstrates 

that alcoholic persons produce low scores on the ES (ego-strength) 

subscale of the MMPI (Kassenbaum, 1959) and on Factor C of 16PF than do 

non-alcoholic persons, which adds further support to the premise that 

alcoholics exhibit lowered ego-strength than do control subjects 

(DePalma & Clayton, 1958; Fuller, 1966; Cattell, 1970). 

Other personality characteristics frequently examined in 

research studies to denote signs of a weakened ego state in the 

alcoholic, have been impulsivity, low frustration tolerance, and 
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hostility (Barnes, 1979). Williams et al. (1971) found alcoholics 

endorsed more items in regard to impulsivity and hostility on the Gough 

Adjective Checklist than did social drinkers. In addition, alcoholic 

individuals exhibit higher levels of hostility on the MMPI (Hassal & 

Fould, 1968; Spiegel et al., 1970) and the TAT (Gynther et al., 1959; 

Hurwitz & Lelos, 1968) than non-alcoholics. In the latter two studies 

hostility was also attributed to poor impulse control and hence weak 

ego-strength of the person. 

Temporal studies have been used to show the low frustration 

tolerance and inability of the alcoholic to delay gratification. It is 

a frequent occurrence for the alcoholic to take a drink now to 

alleviate a present problem and not to consider the future ill effects, 

e.g., hangover, cirrhosis and possible loss of a job. Not only did 

these studies suggest that alcoholics have difficulties with delayed 

gratification, but also an inability to perceive the long-range conse

quences of her/his present actions (Smart, 1968; Imber et al., 1971). 

It would thus appear that alcoholics do exhibit difficulties 

with socially appropriate levels of self control, in addition to a 

confusion between present gratification and future consequences. 

The final major category of research focuses or the self-image 

of the alcoholic. Self-representation or the individual person's sense 

of self is an important ego function. Alcoholics frequently represent 

themselves with a wide range of negative personality traits; therefore 

it is hardly surprising that alcoholics are shown to possess a negative 

self-image (Barnes, 1979). 
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In research studies which have used both the Gough Adjective 

Checklist and the Tennessee Self Concept Scale, alcoholics consistently 

show a lower self-image than do non-alcoholics (Conner, 1962; Allen, 

1969; Berg, 1971; Carroll et al., 1978; Roffe, 1981). In particular, 

alcoholics tended to attribute to themselves qualities more appropriate 

to primary relationships, whereas non-alcoholics represent themselves 

with qualities more important to secondary or institutional relation

ships (Conner, 1962). 

Carroll and Fuller (1969) also found a greater discrepancy 

between the self-image and the ideal self-image of the alcoholic in 

comparison to the non-alcoholics. Further research by Berg (1971) also 

supported this latter contention. 

In summary, the "clinical alcoholic" does appear to possess 

certain personality characteristics which differ from those found in 

non-alcoholics. The review of the research shows these characteristics 

to be higher than normal levels of anxiety, field dependence, weak 

ego-strength and a poor self-image. Thus far, evidence has not been 

found which connects these personality characteristics to a predispo

sition on the part of the individual toward alcoholism. 

The inappropriate use of alcohol grossly affects the social, 

physical and psychological well-being of the alcoholic and it is 

difficulties in these areas which frequently brings the alcoholic 

person to the attention of mental health professionals. When the 

alcoholic is seen in this setting, help for the alcoholic is either 

sought by the individual or requested from an outside agency. It would 
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therefore seem useful to find a theoretical framework which would not 

only explain the previously mentioned personality characteristics 

attributed to the "clinical alcoholic" but in addition provide a model 

for therapeutic intervention. The theoretical approach chosen in this 

research study to possibly achieve these objectives is Personal 

Construct Theory (Kelly, 1955). This approach was chosen because 

within Personal Construct Theory is a technique by which the cognitive 

and perceptual organization of the individual can be examined. In 

addition, this theoretical approach also provides a model for 

therapeutic intervention (Kelly, 1955). 

The essence of Personal Construct Theory is framed in the 

Fundamental Postulate, which states "A person's processes are psycho

logically channelized by the way in which she/he anticipates events." 

Kelly posits three major assumptions about the Universe which are 

essential to the understanding of the theory. The Universe is consid

ered to be real, in the continual process of existing over time and to 

be composed of interrelated elements and events which form a meaningful 

and potentially understandable whole. 

The individual person attempts to understand the Universe by 

constructing successive approximations of this reality in an attempt to 

predict and hence control the stream of events with which she/he is 

confronted. This process is called construing. In order to do this, 

the person formulates a system of constructs through his/her experience 

with reality. The individual's system consists of a hierarchy of 

abstract cross-referrenced bi-polar constructs, of which there is a 
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finite number. It therefore follows that the individual attempts to 

reconstruct or predict present and future events from experience in the 

past by using her/his construct system. Each construct denotes how 

certain elements in the environment are similar and different from 

other elements. Constructs can be either subordinate or superordinate 

to each other. They may be used frequently or on rare occasions in 

construing. The experience a person has of reality is real to that 

individual, but the degree to which people differ or are similar in 

regard to their psychological processes will be a function of her/his 

construction of the experience rather than the event itself. The 

degree to which one individual subsumes the construct system of another 

will lead to a greater or lesser possibility for social process to 

occur. This is due to a higher level of understanding of the construct 

system of that other person, leading to a greater awareness of the 

motivational forces and constructions with which that other construes 

reality. It therefore follows that the more adequately one construes 

the construction system of another, the more likely one is to under

stand that person. 

At this point it is necessary to examine how Personal Construct 

Theory can explain the four personality characteristics found in the 

"clinical alcoholic." From the Personal Construct Theoretical 

perspective, anxiety is the awareness of the individual that an event 

with which she/he is confronted does not fall within the Range of 

Convenience of her/his construct system. In this situation, elements 

of the event will fall outside the understanding of the person, this in 
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turn will lead to an unclear construction of the event. It is probable 

that the level of anxiety experienced by the individual will be 

consistent with the degree of confusion in the individual's construc

tion of that event. One research study has found significant results 

in respect to the Range of Convenience of the alcoholic construct 

system (Smith & Evans, 1980). Unfortunately, the contrast group in 

this study was demographically different from that of the subject 

group; therefore, the significance of these results are left in some 

doubt. 

Although ego-strength is essentially a psychoanalytic term, a 

weak-ego can be translated into Personal Construct Theory. An indivi

dual with a weak-ego would be expected to possess a paucity of 

constructs within her/his construct system; in addition, these 

constructs would not be highly correlated, and the majority of these 

constructs would be expected to have a narrow Range of Convenience. 

Under these circumstances the individual is left with fewer alterna

tive construals of the presenting event due to the paucity of 

constructs and lack of correlation between these constructs. This, in 

addition to the narrow Range of Convenience of the individual's 

construct system, would lead to a construal or perception which lacks 

meaningful integrity. 

Field dependent also refers to a lack of differentiation of 

events. The field dependent individual tends to perceive the event as 

a whole with all elements imbedded within the fixed context. This 

perceptual style in Personal Construct Theory would denote a lack of 
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propositional constructs, i.e., those constructs which tend to be 

highly abstract in nature and do not disturb the other realm member

ships of its elements, i.e., "Any adult female can be considered a 

woman but can also be considered as many other things, e.g., mother, 

intelligent, etc." It would be expected that a field dependent person 

would use her/his constructs in a constellatory or stereotypical way, 

i.e., constructs which fix the realm membership of its elements, e.g., 

an adult female is considered a woman and she therefore should be a 

mother, passive, nurturant, etc. 

In regard to the final characteristic of a poor self-image, it 

would be expected that a significant incongruence would exist between 

the present self-image and the ideal self-image of the alcoholic 

person. As it is probable that an individual with the aforementioned 

construct deficits would inevitably evaluate her/himself negatively due 

to her/his awareness that she/he does not accurately anticipate or 

control a situation. She/he would therefore construe her/himself as 

being significantly removed from the self image she/he would like for 

her/himself. 

In summary, the four personality characteristics most commonly 

found in the "clinical alcoholic" would appear to be related when 

examined from the Personal Construct Theoretical perspective. When an 

individual has a paucity of constructs, she/he has a less integrated 

construal of an event. In addition, when these constructs also have a 

narrow Range of Convenience, many experiences will fall outside the 

Range of Convenience of the construct system. Also, if these 
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constructs are used in a stereotypical way the individual will tend to 

perceive the event as fixed, little information in opposition to this 

perception would be allowed to enter the construct system. The result 

of these phenomena would be anxiety on the part of the individual. 

Within the same model, when the individual evaluates her/himself she/he 

bases this evaluation on her/his success or failure to accurately 

anticipate an event. The individual with the aforementioned construct 

deficits would inevitably evaluate her/himself negatively due to 

her/his awareness that she/he does not accurately anticipate or control 

a situation. She/he would therefore construe her/himself as being 

significantly removed from the self-image she/he would like for 

her/himself. 

When Personal Construct Theory was formulated, Kelly (1955) 

emphasized the social relationships between the individual and her/his 

environment. He therefore determined that the most important elements 

to be examined were the significant people within that person's environ

ment. In order to examine the constructs with which an individual 

construes her/his significant others, Kelly devised the Role Construct 

Repertory Grid Technique (Kelly, 1955; Fransella & Bannister, 1977). 

The intent of this technique is to elicit the constructs from the 

person which she/he used to construe those within her/his environment 

(i.e., the elements). 

A completed Repertory Grid can be evaluated for those 

dimensions discussed earlier in this chapter in regard to the "clinical 

alcoholic," namely: Range of Convenience of constructs, total number of 
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Independent and Repeated constructs, correlations between constructs 

and differences between elements, particularly those of "self" and 

"ideal self." 

The Range of Convenience of the constructs can be measured by 

determining the number of Mutual Exclusions which exist between each 

discrete pair of constructs on the Repertory Grid (Landfield 1967). A 

Mutual Exclusion is an element evaluated by the individual as "unknown" 

or "uncertain" for her/him on both constructs of a pair (Landfield 

1967). The number of Mutual Exclusions which can exist between any 

discrete pair of constructs can be as few as zero or as many as the 

number of elements on that particular Repertory Grid. Obviously the 

greater the number of Mutual Exclusions between pairs of constructs in 

a construct system, the less known and certain will elements in that 

individual's life be. The Mutual Exclusion for the majority of persons 

between a pair of constructs ranges from 0 to 6 (Landfield 1967). 

The number of Independent constructs can be determined from the 

number of constructs elicited from the individual which are not 

repeated later in the Repertory Grid. Those that are repeated are 

referred to as Repeated constructs and can also be tallied. 

The Repertory Grid can be further examined by the use of two 

computer programs, The Principle Components Analysis—INGRID 72 and the 

GRANNY program (Slater 1977). The Principle Components 

Analysis—INGRID 72 statistically compares elements and constructs on 

the individual Repertory Grid, the results include correlations between 

constructs and linear distances between elements. The GRANNY program 
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compares constructs and elements between groups of Repertory Grids. 

For this latter analysis, it is necessary for the Repertory Grids to 

have identical elements. The results from these programs allow 

comparisons between individual and groups of Repertory Grids, to 

evaluate the statistical significance of the correlation between 

constructs and distances between elements. In this particular study, 

the distance between "self" and "ideal self" was of particular 

interest. 

In this research study the construct system of two groups was 

examined: the construct system of a group of alcoholics (experimental 

group) was compared to that of a group of diabetics (contrast group). 

This evaluation focused on those constructions which may be related to 

the four personality characteristics found in previous research to be 

associated with the "clinical alcoholic." 

In order to equate as far as possible the subject and contrast 

group in this study, the contrast group consisted of others chronic

ally ill persons (in this case diabetics), who also receive medical 

care from the Veterans Administration Medical Center, Tucson. The 

reason for this selection was due to alcoholism frequently being 

identified as a chronic illness which manifests itself in adult life 

and diabetes manifesting itself as a disease in a similar way. In this 

way many of the effects of chronic illness were controlled for, such as 

age of onset, frequent need of medical attention and the necessity for 

the patient to confront his illness on a daily basis. In addition, the 



15 

subjects from both groups receive medical attention from the same 

medical institution. 

An adapted Role Construct Repertory Grid (Kelly, 1955) was used 

for this research study which elicited constructs from the subject 

which pertained to how significant others in her/his environment were 

construed (Appendix C). At this point, it needs to be emphasized that 

it is the constructs of the individual which were the major interest 

and that were examined and evaluated, not the significant others in the 

person's social environment. 

In order to identify any person in the contrast group who may 

also show alcoholic tendencies, the G-KIPP Scale (Kahn & Gingras, in 

press) was given to subjects of both groups (Appendix B). 

In order to evaluate the construct system of both groups of 

subjects, three alternate hypotheses were tested. 

1. The "clinical alcoholic" group would have more elements which 

fall outside the Range of Convenience of the individual's 

construct system that the contrast group. 

2. The "clinical alcoholic" group would have fewer Independent 

constructs and a higher number of Repeated constructs with less 

correlation between constructs than the contrast group. 

3. The incongruence between the present "self" and "ideal-self" 

would be significantly greater for the "clinical alcoholic" 

group than the contrast group. 



CHAPTER 2 

METHOD 

This study was conducted at the Veteran's Administration 

Medical Center, Tucson, Arizona (VAMC). 

Subjects 

A total of forty (40) subjects participated in this research 

study. Twenty were from the Alcohol Dependence Treatment Program 

(ADPT) and twenty were from the Diabetic Outpatient Clinic. The 

Veteran's Administration approved this study, and the author was 

allowed to approach patients from both the ADTP and the Diabetic 

Outpatient Clinic without restriction. The ADTP is a five-week 

inpatient treatment program, the patients were approached to volunteer 

as subjects in this research study during the first week after 

admission. The interviews were held in either the second or third week 

of the patient's stay in the program. The author estimates that 

approximately 75% of those alcoholic patients approached volunteered to 

participate in this study, in comparison to 30% of the diabetic 

outpatients. Time commitment appeared to be a major factor which 

influenced participation of the diabetic outpatients in the study, due 

to jobs and other commitments outside of the VAMC. As the alcoholic 

patients are confined to the grounds of the VAMC for the first three 

weeks of the program, time was not an issue for them in regard to 

16 
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participation in this research study and may well have fulfilled a need 

to interact with others and/or relieve boredom. 

Instruments and Scoring 

In this study, three instruments were used. A General Question

naire, the G-KIPP Scale (Kahn & Gingas, in press) and the Role 

Construct Repertory Grid (Kelly, 1955; see Appendices A, B, and C). 

The General Questionnaire 

This questionnaire contained eleven (11) questions. Eight (8) 

of these questions gathered socio-economic information. The remaining 

three (3) gathered information in regard to alcohol consumption 

patterns. For scoring procedure, see Appendix E. 

The G-KIPP Scale 

The G-KIPP Scale (Kahn & Gingas, in press) is a thirty-four 

(34) item scale which measures a person's tendency toward alcoholism 

and purports to correctly classify non-alcoholic persons from alcoholic 

persons 94% of the time. This latter level of predictability was the 

main reason for this scale being used in this study, so that alcoholics 

would be excluded from the diabetic contrast group. For scoring 

procedure, see Appendix F. 

The Role Construct Repertory Grid 

The Role Construct Repertory Grid (Kelly, 1955) is an instru

ment from which constructs can be elicited from the subject which 

pertain to how significant others in her/his environment are construed. 
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Interview instructions are as follows: The subject is given the Role 

Title list and a Repertory Grid Sheet (Appendix C). After the subject 

has been given a copy of the Role Title List, first the interviewer 

says: 

"Beginning with your own name, write the first names of the 
persons described. Write their names in the blanks provided on 
the Repertory Grid." Interviewer demonstrates the correct 
placement for each element of the Role Title List and 
continues. "If you cannot remember a person's first name, 
write her/his last name or something about her/him which will 
clearly bring to mind the person's identity" (Kelly, 1955, p. 
272). 

Construct Elicitation. 

Upon completion of the responses to the Role Title List, the 
names of the selected persons are written upon a set of cards 
which corresponds to the sort list for elicitation of 
constructs (Table 1), e.g., construct number 1 was elicited 
from the names of persons which were the most successful person 
(15), the happiest person (16), and the person who you know 
personally who appears to meet the highest ethical standards 
(17). Construct number 2, was elicited from elements 10, 11, 
13, etc. 

The Interviewer says: 

"Now I would like you to tell me something about these three 
people." The interviewer hands the subject the card with the 
names of elements 15, 16 and 17 from the Role Construct List 
and says "In what important way are two of them alike but 
different from the third?" 

The interviewer records the subject's response in the blank 
space opposite "Sort Number One—Emergent Pole." Usually the 
subject will indicate spontaneously which two names are being 
judged as alike. If she/he does not, the interviewer asks 
her/him. 

Then the interviewer points to the odd card and says, "How is 
this person different?" 

The interviewer records the subject's response to the second 
question in the blank marked "Contrast—Implicit Pole." 
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Table 1. Sort list for elicitation of constructs. 

Number of Sort Cards Used Number of Sort Cards Used 

1 15, 16, 17 10 3, 6, 7 

2 10, 11, 13 11 4, 6, 7 

3 6, 7, 8 12 8, 9, 13 

4 3, 4, 5 13 1, 5, 7 

5 3, 9, 14 14 2, 15, 17 

6 4, 14, 15 15 3, 4, 12 

7 5, 11, 17 16 1, 11, 13 

8 5, 9, 12 17 7, 10, 11 

9 6, 11, 16 18 1, 6, 8 
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The remaining "sorts" are elicited and recorded in the same 
fashion (Kelly, 1955, p. 222). 

After each sort, the interviewer places an "X" in the two 

circles corresponding to the two people who are alike and leaves the 

third circle blank. After the constructs have been elicited, the 

interviewer requests the subject to rate order the 17 elements one 

through seven for each of the 18 constructs. Seven represents the 

preferred pole of the construct. If the subject does not consider the 

construct applicable to the element, the element is rated N. If the 

subject is uncertain as to the applicability of the construct to the 

element, the element is rated ? (Landfield, 1967). The interviewer 

writes the rated numbers on the Role Construct Repertory Grid under the 

apropriate element. 

The Role Construct Repertory Grids were analyzed by the 

Principle Components Analysis—INGRID 72 program (Slater, 1977) to 

determine the intercorrelations of elements and constructs. In 

addition the Role Construct Repertory Grids were individually scored by 

the author for (1) number of Independent constructs; (2) number of 

Repeated Constructs, and (3) number of Mutual Exclusions (Landfield, 

1967). 

Procedure 

At the Veteran's Administration Medical Center, the author was 

introduced as a graduate student in Psychology at the University of 

Arizona who was conducting research with chronically ill persons, both 

alcoholic and diabetic. The author explained to all proposed subjects 
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that participants in this study would be required to answer questions 

on socio-economic issues, alcoholic beverage consumption, feelings 

about oneself and significant people in ones life. The participants 

were also informed that participation in this study was voluntary and 

would take approximately 75 minutes of their time. 

A convenient time and place was arranged with each voluntary 

participant. At the pre-arranged time the subjects were taken by the 

interviewer to a consulting room in either the ADTP or the Diabetic 

Outpatient Clinic. The three instruments were administered to each 

subject. The interviewer was the author on all occasions. 

The General Questionnaire and G-KIPP Scale were completed by 

each subject first, in that order. These two (2) instruments took each 

subject approximately 10 minutes. The Role Construct Repertory Grid 

was administered by the interviewer following the General Questionnaire 

and G-KIPP Scale and took between 60 to 90 minutes. All subjects were 

interviewed individually. 

The data from four subjects was incomplete and was discarded. 

The data collection was continued until a total of forty (40) subjects 

was reached, 20 alcoholic subjects and 20 diabetic subjects. 



CHAPTER 3 

RESULTS 

Demographic Data 

The first analysis was made from the data gathered from the 

General Questionnaire. In this analysis raw data frequencies and 

percentages were generated in order to compare the alcoholic group and 

the diabetic group on a number of demographic variables. 

It can be seen from Table 2 that the mean age of the alcoholic 

group was 40.5 years, and that of the diabetic group was 55 years, a 

statistically significant difference (p < .001) (Table 3). As 

mentioned previously, although many of the diabetic outpatients were 

willing to volunteer for this study, many were unable to commit to one 

and a half hours of time to participate in a research project. 

Therefore, those diabetics who did participate were frequently retired 

(sixty percent) (Table 2). Presumably when retired, an individual has 

fewer time commitments and more free time to volunteer for projects 

such as this one. But having this high a percentage of retirees in the 

diabetic group raised the mean age of this group considerably. It does 

appear that a sampling bias may have been built into the data 

collection format for this research study in regard to the length of 

time needed for each subject to complete the interview process. 

Subjects for both groups were all male, typical for research 

conducted in a VAMC, where the majority of the patients were veterans. 

22 
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Table 2. Raw data frequencies and percentages from General Question
naire. 

Alcoholic Diabetic 

f % f % 

Age 20-30 3 15 4 20 

31 - AO 9 45 2 10 

41 - 50 5 25 6 30 

51 - 60 3 15 7 35 

61 - 70 0 0 

71 - 80 _0 _1 5 

n = 20 n = 20 

X = 40.5 X = 55 

Sex Males 20 100 20 100 

Females _0 _0 

n = 20 n = 20 

Marital Status: Single 4 20 2 10 

Married 4 20 14 70 

Separated 2 10 15 

Widowed 15 15 

Divorced _9 45 _2 10 

n = 20 n = 20 

Education (in years): 

4 - 8  0  1 5  

9 - 12 12 60 8 40 

13 - 14 5 25 6 30 

15-18 _J3 15 _5 25 

n = 20 n = 20 

X = 12.5 X = 13.4 
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Table 2 — Continued 

Alcoholic Diabetic 

f % f % 

Income: Below $5,000 11 

$ 5,001 - $ 6,000 2 

$ 6,001 - $ 7,000 2 

$ 7,001 - $ 8,000 0 

$ 8,001 - $10,000 2 

$10,000 - $15,000 2 

$15,000 - $20,000 0 

$20,000 + _1 

n = 20 

Occupation: Professional 0 

White Collar 2 

Blue Collar 4 

Retired 0 

Unemployed 14 

n = 20 

Health: Very poor 0 

Poor 0 

Poor to moderate 2 

Moderate 3 

Good 12 

Very good 1 

Excellent 2 

n = 20 

55 2 10 

10 1 5 

10 0 

2 10 

10 1 5 

10 4 20 

4 20 

5 _6 30 

n = 20 

3 15 

10 0 

20 5 25 

12 60 

70 _0 

n = 20 

2 10 

0 

10 4 20 

15 .5 25 

60 5 25 

5 2 10 

10 2 10 

n = 20 
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Table 2 — Continued 

Alcoholic Diabetic 

f % f % 

Drinking Pattern: 

Less than one day a week 0 

One or two days a week 0 

Three or four days a week 4 

Almost every day 15 

Does not drink 0 

Binge drink 1 

n = 20 

20 

75 

10 

1 

0 

0 

9 

_0 

n = 20 

50 

5 

45 

Preferred Drink: 

Beer 8 

Wine 0 

Hard liquor 6 

Mixed 6 

Non-alcoholic 0 

n = 20 

40 

30 

30 

7 

0 

1 

2 

10 

n = 20 

35 

5 

10 

50 

Age Started Drinking Alcohol: 

0 - 1 0  y a r s  2  

11 - 20 years 15 

21 - 30 years 3 

n = 20 

X = 16.7 years 

range 5 to 29 years 

10 

75 

15 

1 

15 

4 

n = 20 

X = 17.4 years 

range 4 to 22 years 

5 

75 

20 
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Table 3. Comparison of demographic variables between the alcoholic 
and diabetic groups. 

Alcoholic Diabetic 
Mean Mean t p 

Age 40.5 55 -4.49 .001** 

Number of Marriages 1.45 1.20 0.82 .425 

Education 12.55 13.4 -1.32 .201 
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There were distinct differences in living situation for the two groups. 

Only twenty percent of the alcoholic group lived in a marital 

relationship in comparison to seventy percent of the diabetic group. 

Fifty-five percent of the alcoholic group were either separated or 

divorced, compared to only fifteen percent of the diabetic group. In 

addition, there were twice as many single subjects in the alcoholic 

group (twenty percent), in comparison to ten percent in the diabetic 

group. No significant difference was found for the total number of 

marital relationships between the alcoholic and diabetic groups 

(Table 3). 

Apart from one diabetic subject, all the subjects received at 

least a ninth grade education, and forty percent of the alcoholic group 

and fifty-five percent of the diabetic group received education beyond 

the high school level. There was no statistically significant 

difference between the two groups in regard to education (Table 3), 

although directionally, the diabetic group was more highly educated 

than the alcoholic group. 

The income level for the alcoholic group was considerably lower 

than the diabetic group. Seventy-five percent of the alcoholics 

reported income levels below $7,000 per annum, with only five percent 

(one subject) having an income over $20,000 per annum. Of the diabetic 

group, eighty percent of the group had income levels over $7,000 per 

annum, with thirty percent of the group having an income level of over 

$20,000 per annum. Occupation is usually the most obvious variable 

related to income, and upon further examination of Table 2, it can be 
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seen that seventy percent of the alcoholic group were unemployed, with 

only thirty percent employed at the time of admission into the ADTP. 

In comparison, sixty percent of the diabetic group were retired and 

forty percent were presently employed. The employment ratio would 

therefore appear to be related to the low income level for the 

alcoholic group but not necessarily for the diabetic group. 

The alcoholic group reported better health than the diabetic 

group, with seventy-five percent at a level of "good" or better, 

contrasted to forty-five percent of the diabetics. Fifty-five percent 

of the diabetics reported his own health at "moderate" or worse. 

The last three variables on Table 2 relate to alcohol consump

tion. Seventy-five percent of the alcoholics drank daily, twenty 

percent drank alcohol several times a week, and five percent (one 

subject) reported "binge" drinking. In comparison, fifty percent of 

the diabetic group drank only occasionally and forty-five percent did 

not consume alcohol at all. While the alcoholic group did not appear 

to favor any particular beverage, the diabetic group members who drank 

alcohol preferred to drink beer. It should be noted here that 

consumption of alcohol is discouraged for any person suffering from 

diabetes due to the high number of calories which are contained in the 

beverage and the equivalent amount of insulin which is needed to 

counteract this. Therefore, consumption of alcohol for a diabetic is 

definitely limited, and this is undoubtedly reflected in the results 

obtained here. The age at which both groups started to drink alcohol 

did not appear to differ, although it was somewhat surprising that 
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three of the alcoholic subjects did not start to drink alcohol until 

well over twenty years of age. 

G-KIPP Scale Scores 

The G-KIPP scale (Kahn & Gingras, in press) was employed as an 

additional measure to differentiate between alcoholics and 

non-alcoholics in addition to the subject's own self-report and/or 

admission to the ADTP of the VAMC. A cut-off score of seventeen is 

used. Those with scores of seventeen plus are classified as 

alcoholics, while those with scores below seventeen are classified as 

non-alcoholics. Table 4 shows the frequencies and percentages of the 

G-KIPP scale scores for both the alcoholic and diabetic groups. 

Eighty-five percent of the alcoholics were correctly classified as 

alcoholic, with scores over seventeen, while fifteen percent (three 

subjects) would be incorrectly classified as non-alcoholic because of 

G-KIPP scores below seventeen. Ninety-five percent of the diabetic 

group had scores below seventeen and were correctly classified as 

non-alcoholic, while five percent (one subject) had a borderline score 

of seventeen and would be incorrectly classified as alcoholic. These 

results correlate highly with the original research on this scale, 

where seventy-six percent of the alcoholic population and ninety-four 

percent of the non-alcoholics were classified correctly. This is not 

surprising, as both research studies, Kahn and Gingras (in press) and 

the present research study were conducted at the VAMC in Tucson, 

Arizona. 
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Table 4. Raw data frequency scores for G-KIPP Scale. 

f 

Alcoholics 

% f 

Diabetics 

% 

0 - 5  0 0 0 0 

5 - 1 0  2 10 10 50 

11 - 15 1 5 7 35 

16 - 20 7 35 3 15 

21 - 25 7 35 0 0 

26 - 30 3 15 0 0 

30 + _0 0 0 0 

n = 20 n = 20 

range = 7 - 29 range = 6 - 17 

X = 19.7 X = 11.2 

Number of subjects with score 
17 and higher = 17 

Number of subjects with score 
17 or higher = 1 

Number of subjects with score 
below 17 = 3 

Number of subjects with score 
below 17 = 19 
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Personal Construct Analysis 

The main objective of this research study was to evaluate the 

construct system of the alcoholic group and contrast this with the 

diabetic group, to evaluate whether any differences existed which might 

be attributable to alcoholism. 

The first hypothesis related to the Range of Convenience of the 

subjects constructs, by assessing the number of Mutual Exclusions 

between individual constructs for each subject (Landfield 1967). 

Mutual Exclusions denote the actual number of elements excluded from a 

construal of the person when a particular pair of constructs is in use. 

As discussed previously, the higher the number of Mutual Exclusions 

between pairs of Independent Constructs, the more poorly elements will 

be differentiated by the individual with that particular construct 

system. The usual range of Mutual Exclusions between a pair of 

Independent Constructs is between 0 and 6 (Landfield 1967). The 

frequencies of the Mutual Exclusions for both the alcoholic and 

diabetic groups can be seen in Figure 1. There was a preponderance of 

one and two Mutual Exclusions between constructs, and the alcoholic 

group had more Mutual Exclusions in these categories than the diabetic 

group. While there were more single and double Mutual Exclusions in 

the alcoholic group than in the diabetic group, this is not out of the 

normal range. Thus neither the alcoholic or the diabetic group 

manifest any unusual patterns regarding Range of Convenience of the 

construct system. 



Number of Elements 
Excluded from one 
Construct Pair 

Total Number of 
Elements Excluded in 
Each Subject's Entire 

Repertory Grid 

Alcoholic Subjects 

0 5 10 15 20 

Diabetic Subjects 

0 5 10 15 20 

1 0 6 
1-10 7 
> 10 7 

2 0 13 
1-10 4 
< 10 3 

3 0 15 
1-10 3 
> 10 2 

4 0 17 
1-10 3 
> 10 

5 0 19 
1-10 1 
> 10 

9 0 19 
1-10 1 
> 10 

7 
12 
1 

14 
5 
1 

17 
3 

19 
1 
1 

19 
1 

20 

Figure 1. Mutual exclusions of elements between constructs pairs. 
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The second area of construct system analysis is comparison of 

the two groups on the total number of Independent Constructs and the 

total number of Repeated Constructs (Table 5). The alcoholic group had 

significantly fewer Independent Constructs than the diabetic group, and 

more Repeated Constructs. Correlations between all constructs for each 

subject from both groups were summed and the mean correlation for each 

group calculated (Table 6), and the two groups did not differ 

significantly on this dimension. 

The congruence/incongruence between the "self" and the "ideal 

self" of the two groups was assessed using Principle Component 

Analysis, and the mean linear distance between the "self" and the 

"ideal self" for each group was compared (Table 7). There was little 

difference between the groups. It should be noted that the expected 

linear distance between "self" and "ideal self" when an incongruence or 

dissatisfaction was present should be well over 1.0, while in this 

study the majority of subjects from both groups were below this figure. 

This lack of linear distance between the "self" and the "ideal self" 

was consistent throughout all the repertory grids, indicating relative 

congruence in all the subjects from both groups. 
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Table 5. Comparison of constructs between the alcoholic and diabetic 
groups. 

Alcoholic Diabetic 
Mean Mean t p 

Independent Constructs 13.65 15.90 -4.15 .001** 

Repeated Constructs 4.35 2.10 -4.15 .001** 
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Table 6. Correlations between constructs, comparison between 
alcoholic and diabetic group. 

Alcoholic Diabetic 
Mean Mean t p 

Correlation between .4788 .507 .020 Not statistically 
constructs significant at 

the .05 level 
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Table 7. Linear distance between "self" and "ideal self" comparison 
between alcoholic and diabetic group. 

Alcoholic Diabetic 
Mean Mean t p 

Linear distance between 
"self" and "ideal self" 

.679 .614 .023 Not 
statistically 
significant 
at the .05 

level 



CHAPTER h 

DISCUSSION 

Demographic Variables 

Some major differences exist in the demographic variables 

between the alcoholic and the diabetic groups. The most statistically 

significant of these was age, the diabetic group having a mean age of 

almost 15 years higher than that of the alcoholic group. Although, as 

mentioned earlier, every precaution was taken to assure random sampling 

by taking the first 20 volunteers for each group, it does appear that a 

sampling bias may have been built into the study due to the time 

commitment required for each subject to complete the interview. 

Other demographic variables in which the alcoholic and diabetic 

groups differed were marital status, employment, income, and self-

perceived health. The differences found on the first three of these 

demographic variables are consistent with and support those problems 

typical of the alcoholic lifestyle, particularly when the individual 

actively consumes large quantities of alcohol. That is, an inability 

to enter and sustain intimate relationships, to seek and maintain 

gainful employment, and to provide adequate financial support both from 

employment and other sources, for her/himself and any dependents. 

The alcoholic subjects in this study had quite recently 

discontinued alcoholic consumption but considerably fewer of these 

subjects were presently living in a marital situation in comparison to 

37 
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the diabetic subjects. Although it should be noted that when a further 

comparison was made between the number of marital relationships entered 

into by both the alcoholic and diabetic groups, no significant 

differences were found. This latter result may be a consequence of the 

age difference between the groups, as the diabetic group had 14.5 more 

years in which to increase the number of marital relationships entered 

into, or possibly the lifestyle of the alcoholic is so disruptive that 

with time she/he no longer attempts to commit themselves to and/or are 

no longer considered desirable by the opposite sex for marriage. 

In regard to the second and third demographic variables, many 

of the alcoholic subjects in this study were unemployed when compared 

to the diabetic subjects. Although a large number of the diabetic 

subjects were retired, overall this latter group currently had larger 

incomes. Therefore, it appears that subjects in the diabetic group 

were more able to support themselves financially, whether employed or 

retired, than the alcoholic subjects. The retired diabetic subjects 

particularly show success in achieving some financial security for 

themselves. As none of the alcoholic subjects were retired, a 

comparison between the two groups on this dimension was not possible. 

The subjects in the alcoholic group perceived themselves as 

having better health than the diabetic subjects. This might reflect 

the fact that the subjects in the alcoholic group felt considerably 

healthier due to the recent cessation of alcohol consumption. These 

subjects were probably feeling the dramatic benefits of being sober, 

eating a more nutritionally balanced diet, in addition to possibly 



realizing a greater potential for an improved lifestyle gained from 

education about alcoholism and the treatment program itself. In 

comparison, the disease process for the diabetic group had shown no 

such dramatic shift and was not likely to do so. Further, the diabetic 

subjects were considerably older than the alcoholic subjects and the 

poorer level of health perceived by these subjects might additionally 

be due to the deleterious effects of aging. This effect would more 

likely be apparent to the older diabetic subjects than to the younger 

subjects of the alcoholic group. It should also be noted that 

alcoholic patients are not admitted to this particular program when 

other major illnesses are present, due to the lack of medical 

supervision at night. Under these circumstances, it would be unlikely 

that the subjects in the alcoholic group would realistically express 

poorly perceived health in themselves. 

The last demographic variable to be discussed is the sex of the 

subjects in this research study. As all the subjects in this study 

were male veterans, this does limit the extent to which these results 

can be applied to other populations, particularly those "clinical 

alcoholics" who are non-veterans and/or are female. 

Although a significant age difference existed between the two 

groups, only possibly health and the total number of marriages entered 

into by both the alcoholic and diabetic subjects, appears to have been 

influenced by this age difference. The remaining demographic 

differences appear rather to support research on the alcoholic 

lifestyle or be more attributable to the actual population sampled in 
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this study, than to, any undue influence of this difference in age. As 

a consequence, the results obtained from the remainder of this research 

study will be considered valid, at least in regard to gaining further 

insight into the Construct System of the "clinical alcoholic," and in 

particular to the four frequently cited personality characteristics of 

these individuals. 

Drinking Patterns. 

The drinking patterns of the two groups were as expected, with 

the alcoholic subjects' consumption of alcohol and frequency of intake 

being considerably greater than that of the diabetic group. This 

difference was further accentuated by the fact that alcohol consumption 

is severely restricted for diabetics due to the nature of the disease 

as previously mentioned. The mean age at which the subjects from both 

groups started to drink alcohol appeared to be relatively typical for 

the majority of individuals—late adolescence or early adulthood—and 

did not differ significantly between the two groups. 

The G-KIPP scale was used to confirm the diagnosis of 

alcoholism in the alcoholic group and discount the disease in the 

diabetic group. The results obtained in this research study were very 

close to those predicted by the authors of this particular scale (Kahn 

& Gingras, in press). Although four subjects did not fall correctly 

into the appropriate category (three alcoholic subjects had a 

non-alcoholic score and one diabetic subject had a borderline alcoholic 

score on this scale), the data for these subjects was included in the 

data analysis as the definition of alcoholism for this study was 
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admission to the ADTP at the VAMC. The one subject in the diabetic 

group whose score was borderline in regard to alcoholic tendencies was 

also included in the data analysis. If the score had been grossly 

deviant, consideration would have been given to leaving the data for 

this one subject out of the research study. 

Personal Construct Differences 

The main purpose of this research was to examine the construct 

system of the "clinical alcoholic" in order to evaluate whether any 

differences were present in the construct system of these persons, 

particularly in regard to the four personality characteristics 

frequently attributed to the "clinical alcoholic" and reported in 

numerous research studies on alcoholism. 

The first hypothesis to be examined within the Personal 

Construct theoretical model in this study was that the higher than 

normal levels of anxiety frequently reported in the research literature 

on the "clinical alcoholic" could be attributed to a narrow Range of 

Convenience in the construct system of the alcholic person. (The Range 

of Convenience in the construct system would be significantly narrower 

for the alcoholic subjects than for the contrast group of the diabetic 

subjects). The data show that the Number of Mutual Exclusions between 

each pair of constructs (the measurement used to determine the Range of 

Convenience within the individual's construct system) for both the 

alcoholic and diabetic groups fell well within normal range. Thus, the 

Range of Convenience of the constructs within the Construct Systems for 

both groups did not differ significantly or be of an abnormal quantity. 
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There are several possible explanations for the lack of results 

on this dimension. (1) the subjects from both the alcoholic and 

diabetic groups were not displaying any exceptionally high levels of 

anxiety, as found in previous research, at least for alcoholic persons. 

(2) That the level of anxiety was in actual fact higher than normal, 

but this anxiety was not reflected in the Repertory Grid. (3) The test 

for Mutual Exclusions is not a valid test to measure the Range of 

Convenience of constructs. This latter consideration would appear to 

be in contradiction to other research, where the test has been used 

successfully to determine the Range of Convenience of constructs. In 

addition, the author has used the test with schizophrenics, where the 

expected result of high numbers of Mutual Exclusions was very evident. 

(4) Another consideration would be a poor interview technique on the 

part of the author, but again, as this test has been utilized 

successfully with other patients, this would not seem to be the 

difficulty. (5) That anxiety levels decrease after the "clinical 

alcoholic" discontinues the consumption of alcohol. As the alcoholic 

group was tested in the second and third week after admission to the 

ADTP, this discontinuance might have affected the level of anxiety 

experienced by these persons. (6) That admission of a "clinical 

alcoholic" to an inpatient treatment program lowers the level of 

anxiety due to the structure and security of both the program and the 

facility. It is suggested that the alcoholics' present experience 

might be highly influenced by these aforementioned conditions of 

structure and security, thereby decreasng the level of anxiety. Should 
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the same alcoholic return to his usual environment, which would 

normally have less structure and security, the level of anxiety might 

rise considerably. 

The second hypothesis related to the total number of 

Independent Constructs, Repeated Constructs, and the degree of 

correlation between the constructs of the individual's construct 

system. It was posited that the "clinical alcoholic" would have a 

paucity of constructs with a lack of correlation between the 

constructs. Again, it was posited that an individual with a construct 

system of this type would have difficulties in making fine 

discriminations with her/his construal of an experience and in 

connecting these discriminations to form an integrated construal of the 

event. This inability to form an integrated construal of one's 

experience might explain the personality characteristics attributed to 

the clinical alcoholic in other research studies of weakened 

ego-strength and field dependence. 

The alcoholic group did have significantly fewer Independent 

Constructs and more Repeated Constructs than the contrast diabetic 

group, although the correlation between constructs for the two groups 

was not significantly different. These results indicate that the 

alcoholic subjects in this reseach study demonstrated a construct 

system composed of significantly fewer Independent Constructs, which in 

turn would allow for fewer fine discriminations to be made in the 

construal of any presenting event. But, as the actual constructs 

themselves were well correlated, it would be expected that the 



discriminations themselves would be connected to form at least an 

integrated, if poorly defined, construal. These results lend some 

support to the literature which posits the "clinical alcoholic" to be 

field dependent, but little support for a weakened ego state in this 

particular population. As mentioned earlier in this thesis, an 

individual who is field dependent perceives a less well articulated 

world, tends toward stereotypy, and typically interacts passively with 

the environment. 

Upon further reflection, it appears that the alcoholic subjects 

in this study are continually confronted by a stream of life events, 

which, due to these individuals' construct systems, are less 

understandable for them than for most other people. Under these 

circumstances it would also be expected that a high level of anxiety 

might be experienced by these persons but the data show this not to be 

so. A possible reason for this unexpected result might be attributable 

to the environment in which these alcoholic subjects were living at the 

time of this research study and the possible effect this environment 

may have had on the alcoholic subjects and hence the research results. 

All the alcoholic subjects were participants in the ADTP 

program of the VACM, Tucson. The format of this particular alcohol 

treatment program is highly structured and organized, the alcoholic 

patients are faced with few decisions during the five-week stay, and 

undoubtedly feel secure in the knowledge of the program's structure. 

The patients' own interpretation of the surrounding events is probably 

not particularly necessary given not only the structure of the program 



itself but also the focus of the staff on each individual patient's 

physical and emotional needs, in addition to education and help in 

dealing with the alcoholism. Therefore, although the construct system 

of these persons is less adequate than most other peoples', the actual 

structure of the ADTP program itself might tend to mask this 

inadequacy. Also, it is possible that this degree of program structure 

and less need for the alcoholic patient to fend for himself as would be 

the case in the "outside world," the anxiety level of these patients 

might also have been reduced. This suggestion would also fit with the 

field dependence hypothesis that the "clinical alcoholic" frequently 

interacts with the environment in a passive way. 

A further question might be asked in regard to the deficit 

found in the construct system of this particular "clinical alcoholic" 

population: "How a deficit of this nature might affect the recidivism 

rate?" For, if the inadequacy of these persons' construct system and 

the environment should interact, unless this basic inadequacy is 

addressed in some way or the patient upon discharge finds an equally 

structured and supportive environment, alcoholics with this problem may 

be doomed to fail in the goal to remain sober. Further research into 

this area might be useful in clarifying this issue. 

The final hypothesis was that greater incongruence would exist 

between the "self" and the "ideal self" for the alcoholics than for the 

diabetic subjects. Numerous research studies have indicated that the 

"clinical alcoholic" frequently has a poor self-image, but the data 

from this research study did not show significant differences between 



the "self" and "ideal self" of either the alcoholic or diabetic group. 

In fact, there is little variability between any of the elements on 

either the alcoholic or diabetic Role Construct Repertory Grids. It is 

more understandable that the diabetic group as a whole might feel more 

self-satisfied as overall this group had social and intimate support 

systems, along with a higher level of financial security. For the 

alcoholic group to respond as self-satisfied would appear to contradict 

the evidence, i.e., that these subjects voluntarily commited themselves 

to an alcohol treatment program because the overuse of alcoholic was 

severely disrupting their lives. Obviously, change needs to occur in 

the alcoholic if a change in alcohol consumption is to take place. It 

would appear that (1) a defense mechanism is in process here, probably 

denial; or (2) that this unexpected congruity between the "self" and 

"ideal self" might again be due to the alcoholic patient's focus on the 

present environment, i.e., the ADTP, which as mentioned earlier is well 

organized and structured for these alcoholic patients. The individuals 

in this program are having many dependency needs met, are probably 

feeling healthier as well as successful for remaining sober for several 

weeks, in addition to getting plenty of reinforcement for this behavior 

from at least the ADTP staff and other patients, if not relatives. 

Therefore these alcoholic subjects probably were feeling considerably 

better about themselves at the time of testing than at admission and 

any problems they had had before entering the ADTP were possibly 

greatly diminished. If the ADTP program is such an influential force 

on these alcoholic patients, and only further research will clarify 
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this, it would seem important for the alcoholic person to set up a 

similar supportive environment on leaving the ADTP, to insure 

continuation of this good "self image" and sobriety. 

Summary 

This study was designed to examine the construct system (Kelly, 

1955) of alcoholic persons, in order to evaluate whether the constructs 

themselves and/or the ways in which these constructs were employed was 

related to alcoholism. An alcoholic group of subjects was contrasted 

with a group of diabetics. Demographics, drinking patterns and 

tendency toward alcoholism were examined in addition to the construct 

system of the subjects from both groups. A significant age different 

was found between the two groups, but the remaining demographic 

differences appeared to be more related to the alcoholic lifestyle or, 

in the case of sex (all subjects being male), to the population 

sampled, than to the difference in age. The consumption of alcohol was 

higher and more frequent (as expected) for the alcoholic group, and 

these results were probably more accentuated due to the medically 

desired abstenance from alcohol for the diabetic subjects. Both groups 

started to drink alcoholic beverages at approximately the same age. 

In regard to the construct system, neither the alcoholic or 

diabetic group showed differences or abnormalities of the constructs in 

the Range of Convenience of the constructs, correlation between 

constructs or an incongruence between the "self" and "ideal self" 

elements. These results were not in the expected direction. A 

significant difference was found in the number of Independent 
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Constructs between the two groups, with the alcoholic group having 

significantly fewer Independent Constructs than the diabetic group. 

These results would denote that the alcoholic subjects in this study 

showed a normal or not unusually high level of anxiety, an integrated 

construal of an event, and satisfaction with the present self-image but 

that any construal of an event would be less finely discriminated for 

these alcoholic subjects than for the diabetic subjects. 

Directions for Further Research 

In order to expand and further clarify the results obtained for 

this study, additional research with "clinical alcoholism" would be 

desirable, particularly if examined within the framework of Personal 

Construct Theory. It is not at present clear, either from this 

research or other research studies whether the Personality 

Characteristics frequently attributed to the "clinical alcoholic" are 

due to (1) a personality predisposition; (2) the actual effect of 

alcohol; (3) to external environmental influences; or (4) multiple 

combinations of all of these. Some research has examined the first two 

of these issues using the field dependence/independence paradigm, but 

even here contradictions are still present. 

In order to examine and evaluate some of these issues in more 

detail the following research is suggested. 

1. A pre-post test design to examine the alcoholic person upon 

admission and discharge from an alcohol treatment program for 

the stability of the following: Range of Convenience, number of 

Independent and Repeated Constructs and contruity/incongruity 
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of the "self" and "ideal self." A research study of this 

nature might clarify whether these characteristics are stable 

or more attributable to the effect of the alcohol itself. 

However, any effect obtained could also be attributable to the 

treatment itself and this would be a difficult variable to 

control. 

A research design which evaluated the construct system of 

"clinical alcoholics" living or being treated in different 

environments, i.e., an alcohol inpatient treatment program, an 

alcohol outpatient treatment program, individual psychotherapy 

while continuing to live in one's own home, etc, might help to 

evaluate the effect of the environment upon the "clinical 

alcoholic." 

Individual Psychotherapy could use Personal Construct 

Psychotherapy with the aim of increasing the number of 

Independent Constructs of the alcoholic individual. A pre-post 

within subject test design using a Role Construct Repertory 

Grid to determine any alteration in the total number of 

Independent Constructs over time might shed light on construct 

systems of alcoholics. 

Finally, this research was carried out with male Veterans and 

it is possible that the type of person who joins the armed 

forces may differ from the general population in regard to 

alcohol-related characteristics. Therefore the data obtained 

in this research study may not apply generally to other 
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populations and particularly to female alcoholics. To use a 

similar research design as that used in this research study 

with non-veterans and/or female subjects might also produce 

results which could address these issues. 
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GENERAL INFORMATION SHEET 

1. Age: years. 

2. Male/Female: 

3. How many years of formal schooling did you have? Please specify 

number of years: years. 

A. Marital status at the present time (check one): 

Never married Widowed 

Married Separated 

Divorced 

5. Number of marriages: 

6. Present occupation: 

7. Present annual income (check one): 

a. $ 0 - $ 5,000 

b. $ 5,001 - $ 6,000 

c. $ 6,001 - $ 7,000 

d. $ 7,001 - $ 8,000 

e. $ 8,001 - $10,000 

f. $10,001 - $15,000 

8- $15,001 - $20,000 

h. $20,001 + 

Do you consider your health to be (check one): 

a. Excellent e. Somewhat poor 

b. Very good f. Poor 

c. Good g. Very poor 

d. Moderate 
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9. How often do you drink alcohol? (check one): 

a. less than one day a week. 

b. one or two days a week. 

c. three or four days a week. 

d. almost every day. 

e. Do not drink. 

10. When you drink, what do you mostly drink—how much a day? 

a. Beer (How many 12 oz. cans?) 

b. Wine ( less than 1/2 pint; pint; 1 quart; 

1/2 gallon; gallon or more). 

c. Hard liquor ( less than 3 shots; 1/2 pint; 

1 pint; 1-1/2 pints; one-fifth; 

more than one-fifth). 

d. Other: 

11. At what age did you start to drink alcohol? 
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G-KIPP SCALE 

Please read each item carefully. If it is mostly true for you put a T 
in the blank beside the item. If it is mostly false for you put an F 
in the blank beside the item. 

1. I have had periods in which I carried on activities without 
knowing later what I had been doing. 

2. I have never been in trouble with the law. 

3. I have not lived the right kind of life. 

A. I sweat very easily even on cool days. 

5. My parents have often objected to the kind of people I went 
around with. 

6. I have had several blank spells in which my activities were 
interrupted and I did not know what was going on around me. 

7. I do not like to see women smoke. 

8. I do many things which I regret afterwards (I regret things 
more or more often than others seem to). 

9. My soul sometimes leaves my body. 

10. I cannot keep my mind on one thing. 

11. I frequently notice my hand shakes when I try to do 
something. 

12. I am certainly lacking in self-confidence. 

13. I have often felt that strangers were looking at me 
critically. 

14. During one period when I was a youngster I engaged in petty 
thievery. 

15. I used to steal sometimes when I was a youngster. 

16. I have used alcohol excessively. 

17. I have often either broken rules (school, club, etc.) or 
inwardly rebelled against them. 
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18. There have been a few times when I have been very mean to 
another person. 

19. I have never done any heavy drinking. 

20. I have used alcohol moderately (or not at all). 

21. I can usually let myself go and have hilarious good time at 
a party. 

22. I must admit that I feel sort of scared when I move into a 
strange place. 

23. I often get disgusted with myself. 

24. I have always followed the rule: Business before pleasure. 

25. I enjoy planning things, and deciding what each person 
should do. 

26. I like to read newspaper articles on crime. 

27. In school I was sometimes sent to the principal for cutting 
up. 

28. I crave excitement. 

29. Little things upset me. 

30. There is hardly anything lower than a person who does not 
feel a great love, gratitude and respect for his parents. 

31. It is possible to be good in all respects. 

32. I would like to wear expensive clothes. 

33. I am a good mixer. 

34. It is hard for me to start a conversation with strangers. 
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ROLE TITLE LIST 

1. Myself as I am now. Write your own name in the first blank. (Se) 

2. Myself as I would like to be. Write your own name in the second 
blank. (IS) 

3. Write your mother's first name here. If you grew up with a step
mother, write her name instead. (Mo) 

A. Write your father's first name here. If you grew up with a step
father, write his name instead. (Fa) 

5. Write the name of your brother or sister who is nearest your own 
age. If you had no brother or sister, write the name of a boy or 
girl near your own age who was most like a brother or sister to 
you during your early teens. (BS) 

From this point on do not repeat any names if a person has already been 
listed. Simply make a second choice. 

6. Your wife (or husband) or, if you are not married, your closest 
present girl (boy) friend. (Sp) 

7. Your closest girl (boy) friend immediately preceding the person 
mentioned above. (XF) 

8. Your closest present friend of the same sex as yourself. (Pa) 

9. A person of the same sex as yourself whom you once thought was a 
close friend but in whom you were badly disappointed later. (Xp) 

10. A person with whom you have been associated who, for some unex
plained reason, appeared to dislike you. (RP) 

11. A person whom you would most like to help or for whom you feel 
sorry. (PP) 

12. A person with whom you usually feel most uncomfortable. (UP) 

13. A person whom you have recently met whom you would like to know 
better. (AP) 

14. An employer, supervisor, or officer under whom you served during a 
period of great stress. (Bo) 

15. The most successful person whom you know personally. (SP) 
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16. The happiest person whom you know personally. (HP) 

17. The person known to you personally who appears to meet the highest 
ethical standards. (EP) 

'2y 
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SUBJECTS CONSENT FORM 

I am requesting your voluntary participation in the completion 
of this research study entitled Alcoholism, A Personal Construct 
Approach. The purposes and objectives of this study are to evaluate 
how persons who are either alcoholic or who have a chronic illness such 
as diabetes or hypertension relate to other people in his/her life. If 
you decide to participate you will be required to answer some general 
questions about your life and several specific questions about your 
alcohol use on two (2) short questionnaires in addition to an 
interview. The interview will take 45-60 minutes of your time and will 
involve answering questions on how you perceive different people in 
your life. The interview format is based on Personal Construct Theory, 
a well known theoretical approach which evaluates how individual people 
experience life events. 

Your completion of these questionnaires and interview will 
indicate your consent as a willing participant in this study. All data 
received will be treated with anonymity and confidentiality and you are 
free to withdraw at any time. 

Principal Investigator Date 

I have carefully explained to the subject the nature of the 
above project. I hereby certify that to the best of my knowledge the 
subject signing this consent form understands clearly the nature, 
demands, benefits, and risks involved in participating in this study. 
A medical problem or language or educational barrier has not precluded 
a clear understanding of her/his involvement in this project. 

Participant Date 

Witness 
(not the principal investigator) 

Date 
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GENERAL QUESTIONNAIRE (SCORING METHOD) 

AGE: Scored as an interval scale; that is, the actual age of the 

subject. 

SEX: Male - 0 

Female - 1 

EDUCATION: Scored on an interval scale; actual number of 

years in formal education 0 through 22. 

MARITAL STATUS: 

Never Married 

Married 

Widowed 

Separated 

Divorced 

- 0 

- 1 

- 2 

- 3 

- 4 

NUMBER OF MARRIAGES: Scored as an interval scale; actual number of 

marriages 

PRESENT OCCUPATION: 

INCOME: 

Professional 

White Collar 

Blue Collar 

Retired 

Unemployed 

$ 0 - $ 5,000 

$ 5,001 - $ 6,000 

$ 6,001 - $ 7,000 

$ 7,001 - $ 8,000 

$ 8,001 - $10,000 

$10,001 - $15,000 

$15,001 - $20,000 

$20,000 + 

- 0 

- 1 

- 2 

- 3 

- 4 

- 0 

- 1 

- 2 

- 3 

- 4 

- 5 

- 6 

- 7 
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8. HEALTH (Self-Rated): 

Excellent - 6 

Very Good - 5 

Good - 4 

Moderate - 3 

Somewhat Poor - 2 

Poor - 1 

Very Poor - 0 

9. How often do you drink alcohol? 

Less than one day a week - 0 

One or two days a week - 1 

Three or four days a week - 2 

Almost every day - 3 

Do not drink - 4 

Binge - 5 

10. When you drink, what do you mostly drink? 

Beer - 0 

Wine - 1 

Hard Liquor - 2 

Mixed - 3 

Non-alcoholic - 4 

11. Age at which drinking alcohol started (actual age of onset): 

(Scored on an interval scale of actual age) 
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G-KIPP SCALE (SCORING METHOD) 

Score of 17 and over distinguishes between alcoholics and non-
alcoholics 86% (94% non-alcoholics, 76% alcoholics). 

Alcoholic 
Response Item 

1. T I have had periods in which I carried on activities 
without knowing later what I had been doing. 

2. F I have never been in trouble with the law. 

3. T I have not lived the right kind of life. 

4. T I sweat very easily even on cool days. 

5. T My parents have often objected to the kind of people I 
went around with. 

6. T I have had several blank spells in which my activities 
were interrupted and I did not know what was going on 
around me. 

7. F I do not like to see women smoke. 

8. T I do many things which I regret aftewards (I regret 
things more or more often than others seem to). 

9. T My soul sometimes leaves my bod. 

10. T I cannot keep my mind on one thing. 

11. T I frequently notice my hand shakes when I try to do 
something. 

12. T I am certainly lacking in self-confidence. 

13. T I have often felt that strangers were looking at me 
curiously. 

14. T During one period when I was a youngster I engaged in 
petty thievery. 

15. T I used to steal sometimes when I was a youngster. 

16. T I have used alcohol excessively. 
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17. T I have often either broken rules (school, club, etc.) 
or inwardly rebelled against them. 

•
 

00 t-
H

 

T There have been a few times when I have been very mean 
to another person. 

19. F I have never done any heavy drinking. 

20. F I have used alcohol moderately (or not at all). 

21. F I can usually let myself go and have a hilariously good 
time at a party. 

22. T I must admit that I feel sort of scared when I move 
into a strange place. 

23. T I often get disgusted with myself. 

24. F I have always followed the rule: Business before 
pleasure. 

25. T I enjoy planning things, and deciding what each person 
should do. 

26. T I like to read newspaper articles on crime. 

27. T In school I was sometimes sent to the principal for 
cutting up. 

28. F I crave excitement. 

29. T Little things upset me. 

30. F There is hardly anything lower than a person who does 
not feel a great love, gratitude and respect for his 
parents. 

31. F It is possible to be good in all respects. 

32. T I would like to wear expensive clothes. 

33. F I am a good mixer. 

34. T It is hard for me to start a conversation with 
strangers. 
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