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ABSTRACT 

Alcohol abuse is seen to be the most serious drug problem in 

the United States today. Alcoholism knows no boundaries in terms of 

sex, age, race or socioeconomic class. Problems associated with alco

hol abuse include traffic accidents and fatalities, and arrests for 

public intoxication and other criminal offenses. There are numerous 

illnesses which are associated with the disease of alcoholism, and its 

drain on the public economy amounts to approximately $15 billion a year. 

Numerous treatment programs have been advanced throughout the 

years to assist alcoholic persons. These programs have included methods 

which are designed to combat the biological, social, interpersonal, 

intrapsychic, and societal systems of alcoholism. It is, however, gen

erally agreed that since the disease has a multi-faceted etiology, no 

one approach or special combination of approaches is the answer for any 

specific individual. 

A commonly held belief among alcohol rehabilitation specialists 

is that the most important ingredient in any successful treatment pro

gram is the warm, genuine and non-judgmental relationship which the 

alcoholic forms with the helping person. This relationship is usually 

formed through the counseling process. Much debate has centered around 

the issue of who is most qualified to counsel with the alcoholic. The 

choice is usually between the para-professional recovered alcoholic 

person or the non-alcoholic professional. Many concerns have been 

vii 
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articulated regarding the effectiveness of para-professional counselors. 

The benefits or disadvantages of both para-professional and professional 

counselors who possess personal histories of alcoholism have also been 

discussed. One's attitudes toward alcoholism and alcoholics can also 

be seen as an important component to the treatment process. An open-

minded attitude towards this disease can probably facilitate a positive 

treatment outcome whereas a close-minded attitude can seriously impede 

progress and success. Previous research indicates inconsistent and 

inconclusive results when comparing high and low status occupational 

and socioeconomic groups with regard to their attitudes toward alco

holism. 

The purpose of this study was to investigate the counseling 

process and attitudes exhibited by alcoholism counselors with differing 

academic preparation and personal histories of alcoholism. 

The sample used in the study consisted of 16 counselors who 

volunteered from four different inpatient alcoholism facilities. Five 

counselors were para-professional recovered alcoholics, five were pro

fessional recovered alcoholics and six were professional non-alcoholics. 

Clients were randomly assigned to each counselor group at each 

facility. Each counselor was asked to audio-tape one counseling session 

of six different clients. Prior to the counseling session, clients were 

requested to complete a Client Data Questionnaire. Counselors were 

asked to complete the Alcoholism Attitude Scale and the Counselor Data 

Questionnaire at a pre-arranged meeting. 
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The audio tapes were rated by three persons trained in the 

Carkhuff Communication Index. A mean global rating was computed for 

each taped session. 

The data were analyzed by the use of a separate analysis of 

variance computation on each dependent measure: Carkhuff Communica

tion Index and Alcoholism Attitudes Scale. 

The results indicated no significant differences among the 

three counselor groups in either counselor ability or attitudes toward 

alcoholism. In other words, the possession of a personal history of 

alcoholism and/or a master's degree makes no difference with regard to 

counseling skills or attitudes toward alcoholism. Furthermore, not 

one of the three counselor groups was able to obtain the minimum level 

of facilitative core conditions (counselor ability). Also, all three 

counselor groups scored in the average range with regard to their 

attitudes toward alcoholism.as measured on a scale of open-mindedness 

versus close-mindedness. 



CHAPTER 1 

INTRODUCTION 

Problem Background 

Alcohol dependence has been found to be the most prevalent and 

serious drug problem in our society today. The extent of the problems 

which are related to alcohol abuse is staggering. The use of this drug 

does not seem to be limited to any specific age, racial, sex or socio

economic group. Although the common stereotype of the alcoholic is the 

"skid-row bum," this group represents only three to five percent of the 

alcohol dependent population in the United States (-N. Rosenberg, -1971). 

It has been estimated that seven percent of the United States adult 

population manifest behaviors of alcohol abuse and alcoholism. Of the 

approximate 95 million drinkers in the nation, about nine million are 

problem drinkers (Rosenberg, 1971). More dramatically stated, this 

means that in a room filled with ten people who drink, one is very 

likely to be an alcoholic. 

The problems associated with alcoholism include an estimated 

28,000 lives lost in traffic accidents each year. This represents at 

least half the highway fatalities and an even higher ratio for youths 

in the 16 to 2̂  year age bracket (Rosenberg, 1971). The abuse of alco

hol has been associated with a drain on the economy of an estimated 

$15 billion a year. This represents $10 billion attributable to lost 
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work, $2 billion spent for services to the alcoholic person and his 

family and $3 billion for additional overhead costs. Approximately 

10 percent of the nation's employed are problem drinkers. Public in

toxication is reported to account for one-third of all arrests. • If 

this figure is compounded with all alcohol related offenses then the 

proportion would soar to between *f0 and kS percent of all arrests 

(Rosenberg, 1971). 

The illnesses associated with alcohol abuse include emotional 

disorders and chronic progressive diseases of the central and periph-, 

eral nervous systems and of the liver, heart, muscles, gastrointestinal 

tract, and other bodily organs and tissues. It is little wonder that 

the March 22, 1973 National Commission Report on Marihuana and Drug 

Abuse noted that alcohol dependence is without question the most 

serious drug problem today. 

A multitude of treatment methods and programs have been ad

vanced for the care of the alcoholic. This network of programs seems 

to have been the result of the commonly held position among profession

als that alcoholism is a disease whose etiology is multi-faceted. That 

is to say that no one causal factor has been found which produces alco

holism. There appears to be general agreement in the literature regard

ing the viewpoint that alcoholic persons differ widely in their 

backgrounds, histories and needs. Although the symptoms of alcoholism 

are similar across the population, the disease itself is a result of 

complex and interacting factors. 
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Hie variety of treatment techniques which have been advocated 

continue to be for the most part without the necessary critical re

search to determine which approach works best with which individual. 

Still, many professionals suggest that multiple treatment programs be 

developed in order to maximize the treatment possibilities for a vari

ety of alcoholics (Blum and Blum, 1967; Pattison, 1973; Plaut, 19&7). 

A general systems theory approach has been utilized to help understand 

the complexities of alcoholism (Franks, 1966). This theory holds that 

there are many layers of behavioral action and interaction and that • 

these "layers" are related in a rather complex manner in a systems 

hierarchy. Hence, in order to treat alcoholism which is a multi-causal 

disease, we must consider an individual's multiple interacting systems. 

The following systems along with their respective treatment modalities 

will be briefly reviewed: Biological, Social, Interpersonal, Intra

psychic, and Societal. 

Biological 

The biological aspects of alcoholism have been well studied. 

Seizures and delirium tremors are common withdrawal symptoms. Treatment 

usually involves the use of anticonvulsant drugs and sedative compounds 

(Brune ajid Busch, 1971; Ditman, 1967b; Gross, 1967; Kaim, KLett, and 

Rothfeld, 1969; Kissin and Gross, 1968). Vitamin therapy and general 

-medical supportive care is also important at this time. A thorough 

medical examination which includes evaluation of possible head injuries, 

tuberculosis, pneumonia or metabolic or electrolyte disorders is also 

valuable. Medication to produce sound sleep may be indicated. Chronic 



abuse of alcohol can have serious effects on organ systems such as the 

heart, pancreas, liver, peripheral nerves, brain, and body cells in 

general. Hospitalization for detoxification, nutritional rehabilita

tion, organ retraining and general medical supervision has been found 

to reduce serious illness and death following acute alcoholic episodes. 

Despite this fact, some hospitals and physicians refuse medical respon

sibility for alcoholism and some health insurance companies are unwill

ing to cover the costs (Rosenberg, 1971; Wolf et al., 1965). 

Social 

Human beings generally require social contacts and interpersonal 

relationships in forms such as friends, acquaintances, clubs, organiza

tions, neighbors and special interest groups. The long term abuse of 

alcohol tends to alienate the individual from such contacts. Since 

these persons are often seen as lacking in love and worth (Glasser, 

1965) this perceived rejection tends to amplify and reinforce the alco

holic 's low self-concept and sends him back to a readily available 

defense—the bottle. Treatment has traditionally involved the non

professional self-help group, Alcoholics Anonymous, which was founded 

in 1935« This group's main goal is to help their members maintain so

briety through intense social contact and what some refer to as a 

spiritual approach. There is a strong attempt to reduce the alcoholic's 

defense mechanism of denial. Hayman (1966) points out that Alcoholics 

Anonymous can function as an auxiliary, external superego which can 

serve to aid the destruction of fantasies or omnipotence, atonement of 

guilt, and the construction of powerful reaction formations in a setting 



which fosters love, care and help. > ..mining the effectiveness of 

Alcoholics Anonymous has long been the source of much frustration among 

professionals in the alcoholism field. Since the Alcoholics Anonymous 

group keeps no membership lists nor do they provide any hard statistics 

it is extremely difficult to empirically respond to this issue. Many 

claims of success have been offered. Gellman (1964) estimated that as 

many as "75% of Alcoholics Anonymous attenders are cured and Alcoholics 

Anonymous reports that 6C$ of those attending the meetings achieve so

briety within one year (Alcoholics Anonymous, 1972). After reviewing 

the available research on Alcoholics Anonymous, Baekeland, Lundwall, 

and Kissin (1975) report that only one study (Bill "C", 196.5) utilized 

hard data and this was accomplished by an Alcoholics Anonymous member 

himself. This study shows a 3k.&/o improvement rate, however, it has 

also been challenged on the basis of the selection criteria used and 

other methodological deficiencies. Leach (1973» P» 279) seems more op

timistic after his review of several AA studies and even though he ac

knowledges certain methodological deficiencies he writes, "... 

Alcoholics Anonymous really does work." 

Another treatment program which focuses on the restoration of 

social contacts and interpersonal relationships is the halfway house. 

This type of facility was primarily developed to fill the gap between 

hospital and outpatient services (Donahue, 1971; Martinson, 1964; 

Rubington, 1970). The alcoholic is given an opportunity to make new 

friendships after having lost old attachments. It is particularly val

uable for the patient who has no family or job. Pattison (1973) 
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describes this population as typically having only partial high school 

education, having held laboring and technical jobs, having mostly suf

fered marital disintegration, and possessing low interpersonal and voca

tional health scores. Halfway houses also offer group therapy, Alcoholics 

Anonymous meetings, nutritional rehabilitation and vocational counseling 

and placement. Regarding the effectiveness and limitations of the half

way house, Calm (1970, p. l6k) writes: 

. . .  ha l f w a y  h o u s e s  w i l l  h a v e  t o  a c c e p t  t h e  p r i n c i p l e  t h a t  t h e i r  
form of care can reach only a limited number of problem drinkers,. 
and that their regime and philosophy are not a solution to all 
drinking problems. If they accept their limitations and at the 
same time effectively perform those functions they do best, half
way houses will continue to provide a valuable and needed program. 

The day hospital is still another program which provides social 

support. This program seems best suited for the person who does have a 

place to reside yet is not quite ready to live there full time. The day 

hospital offers an alternative to a halfway house or a traditional hospi

tal (Fox and Lowe, 1968; Hudolin, 1965). Resocialization is the primary 

treatment mode (milieu therapy) and it is complemented by group therapy, 

vocational rehabilitation and gradual restoration of community contacts. 

Interpersonal 

The interpersonal system refers to those significant others with 

whom the alcoholic person frequently interacts. These individuals are 

most often spouses and children. The manner in which the significant 

others interact with the alcohol abuser may serve to reinforce and thus 

perpetuate the alcoholism. A wife, for example, may appear to verbally 

denounce her husband's intake of alcohol yet she may through her own 
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behavior and needs be reinforcing its abuse. A study conducted by Rae 

and Drewery (1972) divided wives of alcoholics into those who fell above 

and below the median on the Minnesota Multiphasic Personality Inventory 

psychopathic deviate (pd) scale. These wives of alcoholics were then 

compared to wives of non-alcoholics. The former saw themselves as more 

masculine, as did their husbands, who saw themselves as feminine. How

ever, high Pd wives denied that their husbands were feminine which the 

researchers interpret as an attitude which may impede a therapist's 

attempts to enable patients to recognise problems in this area. 

Many other therapists have recognized problem communication 

between alcoholics and their spouses. Forrest (l975i P* 106) writes: 

While drinking behavior per se accounts for a good deal of the 
alcoholic's marital conflicts, clinical experience indicates 
significant marital adjustment problems of a more diffuse and 
pervasive nature to underlie the fundamental marital relation
ship. ... The alcoholic marriage appears to be predicated on 
both a lack of interpersonal communication as well as distorted 
or essentially paratoxic patterns of communication. 

There is a growing tendency among alcoholism counselors to treat the 

couple rather than just the alcoholic partner (Burton, Kaplan, and 

Mudd, 1968; Chafetz, 1969). This can be accomplished in either tradi

tional marital couple counseling or marital group therapy. Burton 

et al. (1968) who studied group counseling with alcoholics and their 

spouses, focusing on husband-wife interactions found fewer marital 

problems in 61.7$, drinking improvement in ̂ +6.8̂ , and reduced social 

pathology in 38.2$. In another similar study (Corder, Corder, and 

Laidlow, 1972) using a variety of group techniques, a seven month 

follow-up report revealed that experimental subjects were significantly 

more abstinent (55̂ 0 j and a higher proportion of them were attending 
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follow-up treatment and had been employed one month. Family counseling 

has also been attempted by many alcohol clinicians. Children have also 

been viewed as contributors to a parent's continued abuse of alcohol 

and it is with this in mind that the treatment modality of family ther

apy should include the children (Esser, 1970; Meeks and Kelly, 1970). 

Branch organizations of Alcoholics Anonymous have been developed to 

help the spouse and children of alcoholics better understand the disease 

and cope with their spouse's or parent's attempts at adjustment. These 

organizations include Al-Anon (for spouses), Al-Ateen (for teenagers) 

and Al-Atots (for young children). 

Intrapsychic 

The intrapsychic system refers to the complex set of emotional 

and psychological factors which may be the foundation of the disease 

of alcoholism. Although this matter has been fervently debated over 

the years there have been no conclusive results. There are those 

theorists who declare that alcoholism is merely a symptom of an uncon

scious underlying disorder, and therefore it is the basic disorder 

which should be treated (Krystal and Moore, 19&3)• By contrast there 

are those who view alcoholism as the basic problem itself and espouse 

the viewpoint that immediate attempts at achieving and maintaining 

sobriety should be the focus of treatment (Krystal and Moore, 1963). 

In either case, most therapists would agree that a vital part of any 

treatment program is the opportunity offered the alcoholic individual 

to develop trust in someone. This trust can be developed in individual 

therapy utilizing almost any psychotherapeutic model whether it be 
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psychoanalytic, client-centered or reality therapy, all of which have 

been advocated for the treatment of the alcoholic. This broad area of 

individual psychotherapy with alcohol-addicted patients has received 

little attention in the literature (Forrest, 1975)• Well conceived and 

conclusive studies on the effects of psychological treatment techniques 

are lacking, equivocal, or contradictory (Gerard and Saenger, 1966; 

Hill and Blane, 1967? Pattison, 1966), Designs of follow-up studies 

are disappointing (Chafetz, Blane,and Hill, 1970; Miller et al., 1970) 

which in turn makes the matching of patients and treatment techniques 

difficult (Goldfried, 1969; Irice, Roman, and Belasco, 1969). Despite 

all of these problems, Meltzoff and Kornreich (1970, p. 175) concluded 

after extensive review that: 

Far more often than not, psychotherapy of a wide variety of types 
and with a broad range of disorders has been demonstrated under 
controlled conditions to be accompanied by positive changes in 
adjustment that significantly exceed those that can be accounted 
for by the passage of time alone. 

Group therapy has become extremely popular in alcoholism treat

ment programs (Hartocollis and Sheafer, 1968; Moore, 1971; Moore 

and Buchanan, 1966; Mullan and Sanquilano, 1966). Group therapy seems 

to have the following advantages: (l) It is a far less expensive method 

of treating large numbers of alcoholics; (2) It provides a readily 

available setting for testing out and developing interpersonal skills; 

(3) If the group contains a few members who have successfully achieved 

sobriety they can serve as good role models for the other group members; 

(40 Confrontation by one's peers in a group setting can be less threat

ening than when done by one's own therapist and can by the same token 
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be a way for people to show that they truly care for one another 

(National Institute on Alcohol Abuse and Alcoholism, NIAAA, 1971; 

Forrest, 1975)-

The type of therapy in alcohol groups can range from intensive 

psychoanalytic orientations which involve the resolution of unconscious 

conflicts to sensitivity groups and marathons which encourage individ

uals to express feelings in the here-and-now. Although some research

ers have been unable to demonstrate positive outcomes as a result of 

group treatment with alcohol-addicted individuals (Hill and Blane, 1967; 

Hoy, 1969; Wolff, 1967, 1968) others have found it to be a generally 

successful modality (Forrest, 1973; Hoff, 1968; Killins and Wells, 19&7; 

McGinnis, 1963). Forrest (1975* P» 107) goes so far as to state, based 

on research and his own clinical experience, "Group psychotherapy is 

perhaps the single most effective treatment modality currently available 

for alcohol-addicted individuals." 

Behavior therapy, based on the concepts of learning theory 

(positive and negative reinforcement, generalization, extinction, dis

crimination, avoidance, etc.) has recently been advanced in the treat

ment of alcoholism. Although systematic desensitization and operant 

conditioning techniques have been used with alcohol-addicted persons, 

aversive conditioning has probably enjoyed the most widespread usage. 
1 

Meyer and Chesser (1970, p. 95) state: 

The principle underlying treatment (aversion therapy) is the 
creation of a conditioned aversion to the undesired habit either 
by applying a noxious stimulus when the act is performed or by 
pairing a noxious stimulus with the cues which usually evoke the 
behavior. The rationale of aversion treatment is that a con
ditioned anxiety response will become associated with the unde
sired behavior and its cues will lead to the establishment of an 
incompatible response. 
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Examples of aversive stimuli are painful electric shocks, drugs that 

produce violent vomiting and nausea when associated with alcohol 

the musculature and produce a sense of suffocation (succinyl choline) 

and verbal imagery (Baekeland et al., 1975; Clancy, Vanderhoff, and 

Campbell, 1967; Costello, 1969; Franks, 1966; Madill et al., 1966). 

After an extensive review of the research, Baekeland et al. (1975? 

p. 289) speaking to the effectiveness of aversive conditioning with 

alcoholics, state: 

. . .  i t  s e e m s  t h a t  c h e m i c a l  a v e r s i o n  d o e s  n o  b e t t e r  t h a n  o t h e r  
methods but that it has not yet been tested fairly because of 
the absence of controlled experiments, whereas succinyl choline 
aversion and instrumental escape conditioning with shock offer 
no special treatment advantages that outweigh their unpleasant
ness. However, aversive imagery techniques seem both more 
palatable and promising. 

Societal 

alcoholism and the resultant establishment, coordination and integra

tion of services to treat and prevent the disease. Many members of 

communities across the United States still stigmatize the alcoholic and 

consider him/her to lack good morals. This attitude has severely hin

dered the allocation of funds to treat the alcoholic. It is generally 

important to have an overall alcohol coordinating agency in most com

munities. This agency could oversee, coordinate, and help to establish 

alcohol treatment programs. A viable community plan would probably in

clude a detoxification center, a psychiatric hospital, Alcoholics Anon

ymous, outpatient treatment, community consultation and casefinding, 

(apomorphine, emetine, disulfiram ), drugs that paralyze 

The social system refers to the community's attitude towards 



education, and trained indigenous workers (NIAAA, 1971). 
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Summary 

Alcoholism appears to be a raulti-causal disease. The various 

systems of alcoholism, i.e., biological, social, interpersonal, intra

psychic, and social have been reviewed and discussed along with the 

corresponding treatment modalities. The general findings regarding 

treatment outcome seem to be inconsistent and inconclusive. Until we 

discover which alcoholics respond best to which modes of treatment we. 

will probably continue to use a variety of approaches to combat the 

disease. 

Rationale and Statement of the Problem 

An important aspect to the "recovery" of an alcohol abuser, no 

matter what treatment program or combinations of programs he is engaged 

in, is the need to know that another human being cares about him. A 

positive, non-judgmental, supportive climate can develop during the 

time and space of human contact. Individual counseling is one major 

way in which to establish this critical aspect of rehabilitation. 

Sheldon, Davis, and Kohorn (1974, p» 137) state, "Unless someone de

velops an individualized definite interpersonal relationship with the 

alcohol abuser, no 'program' in the world will help." 

There has been much debate over the years as to who should 

counsel with the alcoholic (Agrin, 1964; Bell, 1964; Block, 1965; Blum, 

1964; Bortz, 1964; Chafetz, 1964; Clinebell, 1965; Falkey, 196*+; Hilt-

ner, 1964; Igersheimer, 1965; Krystal and Moore, 1963; Lemere, 1964; 

McGoldrick, 1964; Ifyerson, 1964; Scott, 1964; L. Williams, 1965; 
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R. Williams, 196*0. This debate centers around the issue of whether or 

not the para-professional counselor, especially the one with a previous 

history of alcohol abuse, should be involved in direct counseling ser

vices with the alcoholic. In the famous Krystal and Moore debate (19̂ 3) 

Krystal makes the point that the basic problem underlying the addiction 

to alcohol is an emotional one, and that the nature of the problem can 

be extremely conqplex. It is because of the complexity of the disease 

that Krystal feels that only trained professionals should attempt eval

uation and treatment. Moore disagrees and counters that not all alco

holics have deep underlying emotional disorders, and therefore many can 

be treated by persons such as para-professional recovered alcoholics. 

It is astonishing to discover that with all of the concern expressed in 

the literature and among my own colleagues that there is not a single 

study which examines the question of how effective employed recovered 

alcoholic counselors without masters' degrees are compared to recovered 

alcoholic counselors and non-alcoholic counselors with masters' degrees. 

This study was designed to investigate the counseling process exhibited 

by counselors with differing academic preparation and histories of 

alcoholism. 

The use of recovered alcoholic para-professionals has grown 

rapidly in recent years. Among the major considerations for the vast 

employment of these personnel is the fact that there are real shortages 

of professional manpower in the field of alcoholism now and that there 

will continue to be in the foreseeable future (Falkey, 1971). A second 

important consideration is the financial one. It costs less to hire 

non-degreed persons to deliver alcoholism services and with the current 
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emphasis on austere budgeting, many program directors are beginning to 

give consideration to the hiring of non-professionally trained counsel

ors. In addition to these obvious aforementioned practical considera

tions, there exist some other less tangible reasons for employing 

recovered alcoholic para-professional counselors. Many feel that since 

the recovered alcoholic has "been through it" already that this makes 

it easier for him to be more empathetic and non-judgmental, but at the 

same time to be appropriately confrontative. He is able to serve as a 

good role model (Reinstein, 1973). Others feel that being able to talk 

and understand the alcoholic's language is also a benefit for the re

covered alcoholic counselor. Falkey (1971? p. ̂ l) lists eight advan

tages which recovered alcoholic counselors reportedly have in the 

treatment of alcohol abusers: 

1. Know the kind of lives they have lived. 
2. Are proficient in managing in difficult circumstances. 
3. Have a rich store of know-how and understanding of their 

fellow alcoholics. 
k, Can familiarize the professional with the problems of the 

alcoholic. 
5. Offer a new perspective on the alcoholic's behavior which 

fills in the gaps sometimes missing in the professionals' 
training. 

6. Embrace external rather than intrapsychic explanations of 
behavior which are both helpful and essential in meeting 
fellow alcoholics' demands in the beginning stages of 
treatment. 

7. Temper the professional's tendency to psychologize. 
8. Serve as an important linkage to the self-help programs of 

Alcoholics Anonymous. 

IdLessman (19&9) also suggests that being an agent of change can 

help not only the target person, but the agent himself. In other words, 

not only is the client of the recovered alcoholic benefitting from the 
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relationship, but the recovered alcoholic is himself also deriving 

reinforcement for his own sobriety. 

There also appear to be some disadvantages to the use of the 

recovered alcoholic as a counselor. Often times the recovered alcoholic 

may impose his own successful form of treatment upon his client when in 

fact it may not be the most appropriate choice for that particular in

dividual. Sheldon et al. (197̂ * p» 139) claim, "Too often the recovered 

alcoholic will caution 'do it the way I did or you won't make it'. 

This negative approach is often deadening and defeating to any positive 

changes in the alcoholic." Still another objection of professionals to 

the use of non-professionals is their belief that the deficiencies and 

biases the non-professional may have in common with the person to be 

helped might make him ineffective as an agent of change (Guerney, 1969). 

In conclusion, there appears to be no definitive answer to the 

issue of who can counsel better with the alcoholic, be it the profes

sionally trained counselor or the para-professional recovered alcoholic 

counselor. 

Significance of the Problem 

Para-professional recovered alcoholic counselors are being in

corporated into many alcoholism programs across the United States. They 

are employed in clinics, detoxification centers and halfway houses. 

They can also be found as outreach workers and industrial alcoholism 

counselors (Rosenberg, 197*0« There is also some indication according 

to Rosenberg (197*0 that the para-professional may be superseding and 

replacing the professional. It is also of interest to note that the 



newly proposed requirements for national certification of alcoholism 

counselors do not include mention of the need for any formalized educa

tion. Further, a person with a prior history of alcoholism may be cer

tified as long as he/she has not misused the drug for at least two 

years (Littlejohn Associates, Inc., 197*0 • 

There is a scarcity of research which compares the therapeutic 

effectiveness of non-master degreed recovered alcoholic counselors with 

professionally educated non-alcoholic counselors. Covner's (1969) 

study utilized 56 screened volunteers who were trained in an eight 

session evening course on alcoholism which was conducted over an 

eight-week period. These trainees were then rated during 11 months of 

performance -on the basis of six variables: initiative, perception, 

perseverance, objective empathy, cooperativeness and flexibility. 

Twenty-nine percent of the applicants were rated "good to fair" (Group 

A) and 71$ were rated "unsatisfactory" (Group B). A comparison of these 

two groups (Group A and Group B) on the variable of prior history of 

alcoholism produced no significant differences. Thus the author con

cluded that a history of alcoholism neither guaranteed nor precluded 

counseling success. A replication study was conducted which included 

a comparison of counseling outcome of those clients counseled by volun

teers and those clients counseled by staff members. No significant dif

ferences were found. However, the author farther concluded that, ". . . 

systematically trained people can do an effective counseling job in co

operation with a center director, sometimes an A.A. sponsor, and usually 

at least one physician or other professional person" (Covner, 1969, 

p. hzb). 
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Gideon's (1975) very recent work on the training of alcoholism 

counselors produced a wealth of important findings among which are the 

following: (l) On the basis of learned growth over a one-year period 

there were no significant differences on three of four cognitive 

achievement instruments between those in the experimental group who 

hold a college degree and those who do not, suggesting that specific 

training for alcoholism counselors is more important than completion 

of college or some portion thereof and (2) No significant differences 

were found on any of the cognitive or affective comparisons between 

students who were recovered alcoholics and those who were non-alcoholics. 

Other related research has tended to support the results of the 

Covner (1969) study. In a study by Carkhuff and Ttuax (1969a) it was 

found that after a training period of 100 hours lay hospital personnel 

can be brought to function at levels of therapy nearly commensurate with 

those of experienced therapists. In another study by the same authors 

(1969b) significant improvement was noted in psychiatric in-patients 

who were treated by lay group counselors when compared to a control 

group. It was therefore concluded that specific but relatively brief 

training programs, devoid of specific training in psychopathology, per

sonality dynamics, or psychotherapy theory, can produce relatively ef

fective lay mental health counselors. 

Research on the effective use of support personnel at the Hot 

Springs Rehabilitation Center (Truax, 1968a) further substantiated the 

previous findingso This study indicated that even untrained non

professionals, selected on no special basis other than the judgment of 

counseling personnel on the staff, could be as effective or more 
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effective in the role of counselor than master's degree-level profes

sional counselors. 

Poser's (1969) research compared the group counseling oiitcome, 

as measured by pre and post psychological test performance, of schizo

phrenic patients who were treated by lay therapists, psychiatrists and 

psychiatric social workers. The results indicated that by comparison 

to an untreated control group the lay therapists achieved slightly bet

ter results than psychiatrists and psychiatric social workers. The 

author suggests caution in generalizing beyond group therapy with 

schizophrenic patients. Poser's study has been challenged on the basis 

of the experimental design and the ambiguity of the group treatment 

method (Eosenbaum, 1965). 

In a study which utilized bright, sophisticated and educated 

housewives as lay counselors, it was demonstrated that after a rather 

intensive two year training program, supervisors rated these persons 

as effective as those trained in regular graduate schools (Rioch et al., 

1969). 

There exists some limited evidence to support a viewpoint con

trary to the above, i.e., lay people do not perform in a counseling 

capacity as well as professionals. In a study (Martin, Carkhuff, and 

Berenson, 1966) comparing the levels of facilitative conditions (em

pathy, positive regard, genuineness, concreteness, and self-exploration) 

offered by a subject's "best available friend" versus a professional 

counselor, it was discovered through objective tape ratings and coun-

selee completed inventories, that the counselors performed at signifi

cantly higher levels than did the "best available friends." Another 
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research project attempted to investigate the commonly held belief that 

non-white, non-middle-class clients are likely to relate more readily 

to helpers of similar socioeconomic or cultural background. The re

sults did not support the hypothesis. Differing socioeconomic and cul

tural classes of clients did not vary significantly in their perceived 

ratings of para-professional mental health workers. The authors con

cluded, "• . • that the much-emphasized view of the advantages of using 

indigenous, nonprofessional aides in community mental health centers 

is ill-founded empirically" (Andrade and Burstein, 1973» P» 396). 

In summary, there is a scarcity of empirical research which 

compares the master degree level counselor with the para-professional 

counselor. There is even less research which has been conducted to 

specifically compare the professionally trained alcoholism counselor 

with the para-professional recovered alcoholic counselor. .The evidence 

which does currently exist generally describes no significant differ

ences in counselor abilities on cognitive or affective achievement 

levels across counselor groups. 

Counseling Process—The Facilitative Core Conditions 

Recent counseling literature has focused on the important and 

effective elements of'the counseling process. Carl Rogers (1957) postu

lates that among the necessary conditions for personality change in 

psychotherapy are the therapist's qualities of genuineness, empathy, 

and non-possessive warmth (unconditional positive regard). These three 

characteristics of counseling process are felt to be important elements 

of a number of counseling theories including psychoanalytic, 



client-centered, and behaviorism (Carkhuff and Berenson, 1967). Of par

ticular interest to the present study is Rogers' (1957) statement that 

a psychotherapist's ability to offer these facilitative conditions may 

not require lengthy professional training and in fact may be qualities 

of experience, not intellectual information. 

Early attempts by Truax (1961) at quantifying the levels of 

facilitative conditions resulted in scales on which to measure accurate 

empathy and unconditional positive regard. Truax and Carkhuff (1967) 

subsequently published a more sophisticated nine-point scale for mea

suring these therapeutic dimensions. At this time the conditions of 

self-disclosure, concreteness, confrontation, immediacy, and client 

self-exploration were developed. Still later Carkhuff (1969a, 1969b) 

revised his scale to a simpler five-point system. 

Truax and Carkhuff further hypothesized that the levels of core 

conditions offered by the counselor could be positively correlated to 

positive therapeutic outcome. Since Halkides' (1958) initial attempt 

to demonstrate the significance of these facilitative conditions, a 

growing body of research has supported the stance that these variables 

are essential for personality change in counseling and that the condi

tions originate with the therapist (Anthony, 1971; Berenson and Carkhuff, 

1967; Bozarth et al., 197̂ ? Truax, 1968b, 1970, 1971; Truax, Wittmer, 

and Wargo, 1971; Vitalo, 1970). 

In spite of the empirical evidence supporting the relationship 

of levels of core conditions to therapeutic outcome, a number of authors 

such as Meltzoff and Kornreich (1970) suggest that several hypotheses 

remain to be tested. Some have challenged the results on the basis of 
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lack of correlation among the three traits themselves (Garfield and 

Bergin, 1971; Himax et al., 1966) and others have discovered that the 

facilitative core conditions are only useful when describing client-

centered therapists (Garfield and Bergin, 1971)• 

Several authors have reviewed and enlarged upon Carkhuff's core 

conditions and have specifically discussed their applicability to the 

alcoholic population. Those conditions which Wolf (197̂ /1975) and 

Small (197*0 feel are most facilitative when offered by counselors 

treating alcoholics are the following: empathy, respect, genuineness, 

concreteness, confrontation, self-disclosure, immediacy, warmth, poten

cy, and self-actualization. Many of these variables have been empiri

cally studied and validated (Berenson, Mitchell, and Laney, 1968; 

Carkhuff, 1969a; Collingswood and Renz, 1969; Foulds, 1969; Wolf, 

1970). Additionally, Sheldon et al. (197*0 recommend the following 

attitudes for the therapist who is working with the alcohol abuser: 

empathy, optimism, objectivity, knowledge of patient's language, 

warmth and sincerity, and patience. 

Attitudes of Helpers toward Alcoholics 

Some recent studies have explored the negative attitudes of 

health professionals such as physicians (Mendelson et al., 196*0, 

medical students (Chodorkoff, 1967), nurses (Ferneau and Morton, 1968), 

nursing students (Ferneau, 1967) and social workers, psychiatrists and 

psychologists (Knox, 1973) toward alcoholics. Negative attitudes have 

been related to such variables as personality traits (Mendelson et al., 

196*0, lack of exposure to alcoholics (Ferneau, 1967; Mogar et al., 
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1969), socioeconomic class (Globetti, 1973A97if-; Sowa and Cutter, 197*0 

and personal history of alcoholism (Mogar et al., 19&9). 

Several researchers in comparing the attitudes toward alcoholism 

on the part of professionals versus non-professionals have obtained con

flicting findings. Mogar et al. (1969) studied attitudes toward alco

holic patients and discovered that AA ex-patients were found to be the 

most optimistic and the least pessimistic and moralistic of all groups. 

This group was followed by professional staff and then lastly by non

professional staff. 

Sowa and Cutter (197̂ ) p. 210) compared differences among low, 

middle and high status staff toward alcoholics and drug addicts. The 

results indicated generally negative attitudes with high status staff 

holding less favorable attitudes than did low status staff. The authors 

concluded, "Persons lower in education and status may experience less 

social distance from alcoholics and drug addicts and therefore may hold 

less negative attitudes toward these groups." 

Still another study by Ferneau and Paine (1972) which compared 

attitudes of para-professional trainees in alcoholism counseling with 

professional staff revealed that para-professional trainees had gen

erally more positive attitudes towards alcoholics. A follow-up study 

(Paine and Ferneau, 197*0 suggested that not only were these positive 

values retained by the volunteer alcoholism counselors, but they even 

increased in a more positive direction. 

In contrast to these results Globetti (l973/i97̂ j p. 2D) con

ducted a survey in two rural communities in the Deep South on attitudes 

toward recovered alcoholics. His findings suggested that lower class 
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persons had more negative attitudes toward alcoholics than did individ

uals from higher socioeconomic status and educational backgrounds: 

Individuals who possessed an attitude of high acceptance were 
predominately white males below the age of years and from 
a high educational and socioeconomic level. ... The community 
residents with a nonaccepting attitude were primarily females, 
nonwhite, above the age of years and from low socioeconomic 
and educational backgrounds. 

The inconsistent results of these studies is disturbing. Nega

tive attitudes on the part of the helping person toward the alcoholic 

client/patient may well be a crucial factor in the success of the treat

ment. Pattison (1966, p. 57) has suggested that the effects of a par

ticular treatment are largely determined by interpersonal relationships. 

He writes: 

A negative response to disulfiram can be predicted when given by 
a hostile, deprecating clinician or under the watchful eye of a 
demeaning wife; or perhaps positively when dispensed by a factory 
medical department to workers accepted as problem drinkers by 
their company. Thus the effects of this particular treatment are 
largely determined by interpersonal relationships. 

Mendelson and Hyde (1971) have also noted that a major impediment to 

achieving better treatment for alcoholics is an attitudinal factor 

which they believe can not be modified easily with objective teaching 

techniques. The whole area of negative attitudes toward alcoholics 

seems lacking in empirical study. There is no doubt that this issue 

requires further investigation. 

Hypotheses 

The major purpose of this study is to ascertain the value of 

formal academic preparation or lack thereof and the value of a personal 

history of alcoholism as they pertain to an alcoholism counselor's 



abilities and attitudes towards his/her clients. In order to examine 

these questions the following null hypotheses will be tested: 

1. There will be no significant differences between para-

professional recovered alcoholic counselors and professional 

non-alcoholic counselors with regard to the levels of 

facilitative core conditions offered when counseling with 

alcoholic in-patients. 

2. There will be no significant differences between professional 

recovered alcoholic counselors and professional non-alcoholic 

counselors with regard to the levels of facilitative core 

conditions offered when counseling with alcoholic in-patients. 

3. There will be no significant differences between para-

professional recovered alcoholic counselors and professional 

recovered alcoholic counselors with regard to the levels of 

facilitative core conditions offered when counseling with 

alcoholic in-patients. 

bm There will be no significant differences between para-

professional recovered alcoholic counselors and professional 

non-alcoholic counselors with regard to their attitudes 

toward alcoholism. 

5. There will be no significant differences between professional 

recovered alcoholic counselors and professional non-alcoholic 

counselors with regard to their attitudes toward alcoholism. 

6. There will be no significant differences between para-

professional recovered alcoholic counselors and professional 



recovered alcoholic counselors with regard to their attitudes 

toward alcoholism. 

Definitions 

Some of the terms used in the text will be clarified with the 

following definitions: 

Alcoholism—A condition where the use of alcohol deviates from 

norms of the patient's key social groups, role performance (home, 

work, social) is impaired, the individual suffers emotional and/or 

physical damage, and he is unable to stop drinking excessively for 

extended periods of time. 

Alcoholic/Alcohol Abuser—An excessive drinker whose dependence on 

alcohol has attained such a degree that it shows in a noticeable mental 

disturbance or an interference with his/her bodily and mental health, 

interpersonal relations and smooth social and economic functioning. 

Professional Alcoholism Counselor—An individual who has attained 

a master's degree or above in a human services field and who is ac

tively employed in the counseling of alcoholics. 

Para-professional Alcoholism Counselor—An individual who has not 

attained a master's degree or above in a human services field and who 

is actively employed in the counseling of alcoholics. 

Recovered Alcoholic—An individual who has a prior history of alco

holism and who has maintained a minimum of one year of sobriety. 

Inpatient Alcoholism Program—A service delivery system which pro

vides for the treatment of alcoholics and which requires residency at 

least during the initial stages of detoxification and rehabilitation. 
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Counselor Ability—The capacity of a counselor to function in a 

therapeutic relationship as measured by the core conditions: 

a. Empathy: The helper's responses add significantly to the 

feeling and meaning of the expressions of the helpee(s) in such a way 

as to accurately express feeling levels below what the helpee himself 

was able to express or, in the event of ongoing, deep self-exploration 

on the helpee's part, to be fully with him in his deepest moments. 

b. Respect: The helper communicates the very deepest respect 

for the helpee's worth as a person and his potentials as a free in

dividual. 

c. Genuineness: The helper appears freely and deeply him

self in a non-exploitative relationship with the helpee(s). 

d. Warmth: The helper is wholly and intensely attentive to 

the interaction, resulting in the helpee feeling complete acceptance 

and significance. The helper is physically close to the helpee and 

may make physical contact. 

e. Concreteness: The helper frequently guides the discussion 

of the helpee's personally relevant feelings and experiences, so that 

they are fully developed in concrete and specific terms. 

f. Self-disclosure: The helper freely volunteers information 

about his own personal ideas, attitudes and experiences in response to 

the helpee's interests and concerns (which is useful to the helpee's 

own situation). 

g. Confrontation: A response from the helper which clearly 

points out a discrepancy in the helpee's behavior and facilitates his 
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dealing with areas of which he had been unaware or brings out more 

clearly a discrepancy of which he had been vaguely aware. 

h. Immediacy: The helper and helpee explicitly discuss their 

interpersonal relationship as it exists at that moment. 

i. Potency: The helper emanates a charismatic or magnetic 

quality. He is obviously in command of himself and communicates a 

dynamic, involved attitude to the helpee. 

j. Self-actualization: The helper is able to live and meet 

life directly. He serves as a good role model to the helpee. He lives 

in the present and is primarily inner-directed. He is able to express 

himself freely and openly and possesses values which are flexible and 

not judgmental or moralistic. He has the capacity for warm intimate 

contact and is generally extremely effective at living. 

Attitudes Toward Alcoholism—The degree of close-mindedness ex

perienced by an individual toward alcoholism as measured by the 

Alcoholism Attitudes Scale developed by E. C. Bell (1973)* 

Assumptions 

For the purposes of this study, the following assunptions are 

made: 

1. That counselors volunteering to participate in this study will 

not be biased by prior knowledge that they are to be subjects 

of this particular research. 

2. That counselors and clients will provide honest responses to 

the Counselor and Client Data Questionnaires and the Alco

holism Attitudes Scale. 



That the dependent variables will provide a valid measure of 

counselor ability and attitudes. 

Tn'mi, tations 

No attempt will be made to control for counselor style or 

counseling model utilized. 

All counselors in this study will be volunteers who will be 

asked to participate on the basis of their employment at three 

specifically selected treatment centers. Since random selec

tion will not be accomplished the generalizability of the re

sults will be restricted. 

Since the clients will all be selected from in-patient 

alcoholism programs the results can only be generalized to 

counselors working with that population. 

There is no way to eliminate variation in training and role 

definitions from one facility to another in the results. 



CHAPTER 2 

PROCEDURES 

Introduction 

The methods and procedures utilized in this study are presented 

in this chapter which is divided into the following sections: (l) the 

settings, (2) description of the sample, (3) instrumentation, (h) pro

cedure, (5) treatment of the data, and (6) a summary. 

The Settings 

Four settings were utilized for this study: (l) St. Luke's 

Hospital Alcohol and Drug Abuse Program, Phoenix, Arizona, (2) Tucson 

General Hospital—West Center Alcohol Detoxification and Rehabilitation 

Center, Tucson, Arizona, (3) Veterans Administration Hospital—Alcohol 

Program, Tucson, Arizona, and (.k) Cabrillo Medical Center Alcohol and 

Drug Abuse Program, San Diego, California. All four of these facil

ities provide inpatient treatment of alcoholism through a variety of 

services one of which is individual counseling. 

Description of the Sample 

A total of 16 counselors (subjects) were utilized in this study. 

They were all volunteers from the four inpatient facilities mentioned 

above. The chart provided below describes the numbers and types of 

counselors, by facility (see Table l). 

29 
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Table 1. Sample Description—Types of Counselors 

Facili ty Para-professional 
recovered alcoholic 

Professional 
recovered alcoholic 

Professional 
non-alcoholic 

St. Luke's 3 0 2 

West Center 1 2 3 

Veterans 1 1 l 

Cabrillo 0 2 0 

Total 5 5 6 

Each counselor satisfied the appropriate criteria established in the 

definition of terms for each of the three categories: (l) para-

professional recovered alcoholic counselor, (2) professional recovered 

alcoholic counselor, and (3) professional non-alcoholic counselor. 

Each counselor conducted a therapy session with six alcohol clients all 

of whom satisfied the criteria for alcoholism as stated in the defin

ition of terms. The clients were randomly assigned to counselors with

in each facility. In order to facilitate statistical computation, the 

data derived from one professional non-alcoholic counselor was randomly 

discarded. 

Descriptive Characteristics of Counselors (Subjects) 

Table 2 describes the major demographic characteristics of the 

counselors, specifically: sex, ethnic background, age, religion, mari

tal status, and education. In general there were almost as many men 

counselors (7) in the study as there were female counselors (8). All 

of the subjects were Caucasian and ranged in age from 20 to 60 years 
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Table 2. Description of Counselors by Demographic Characteristics 

Charac teristic n % 

Sex 

Male 7 k6.7 
Female 8 53.3 

Ethnic Background 

Caucasian 15 100.0 

Age 

Below 20 years 0 0 
20 to 30 years 5 33.3 
31 to bo years 26.7 
1̂ to 50 years 5 33.3 
51 to 60 years 1 6.7 
Over 60 years 0 0 

Religion 

Protestant 8 53.3 
Catholic h 26.7 
Jewish 1 6.7 
Other 2 13.3 

Marital Status 

Single 2 13.3 
Married 8 53.3 
Separated 1 6.7 
Divorced k 26.7 

Education 

High School plus Some College 3 20.0 
Bachelor's Degree 1 6.7 
Graduate Degree 11 73.3 
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with most being in the 20 to 30 age range and the ̂ 0 to 50 age range. 

Host of the subjects were of the Protestant faith (53-390 with Catholics 

coming next (26.790. In terms of marital status, most of the counselors 

were married (53»390 or divorced (26.790 with very few being single 

(13.390 or separated (6.790. Educationally, 73*3% had graduate degrees, 

Gm7% had a bachelor's degree and 20.C$ had a high school diploma plus a 

few college courses. All of the subjects had graduated from high school 

or obtained a GED. 

Tables 3* and 5 refer to the personal alcoholism history of 

the counselors, specifically: personal alcoholism background, duration 

of abstinence, and contact with treatment programs. None of the sample 

are currently practicing alcoholics, 10 are "recovered" alcoholics and 

5 were never alcoholic. None of the counselors who are "recovered" 

alcoholics have been abstinent for less than 2 years, in fact most 

(33.390 have been sober for k to 7 years. Table 5 indicates that the 

counselors chose to become involved in a variety of treatment programs 

to deal with their alcoholism. Many different combinations of programs 

were apparently tried, with Alcoholics Anonymous used more frequently 

than any other program. 

Table 3. Counselors' Personal Alcoholism Background 

n % 

Currently Practicing Alcoholics 0 0 

"Recovered" Alcoholics 10 66.7 

Never Alcoholic 5 33*3 
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Table hm Counselors' Duration of Abstinence from Alcohol 

n % 

Does not apply (never alcoholic) 5 33-3 

Less than one year 0 0 

1 to 2 years 0 0 

More than 2 years but less than *t years 2 13.3 

to 7 years 5 33.3 

More than 7 years but less than 10 years 2 13.3 

10 years or more 1 6.7 
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Table 5- Types of Alcohol Treatment Programs Counselors 
Participated in as Practicing Alcoholics 

n % 

Does not apply (never alcoholic) 5 33.3 

Alcoholics Anonymous (AA) 3 20.0 

AA and in-patient hospitalization 1 6.7 

AA and halfway house l 6.7 

AA and antabuse 1 6.7 

In-patient hospitalization and antabuse 1 6.7 

AA, in-patient hospitalization and out
patient clinic 1 6.7 

AA, in-patient hospitalization, out
patient clinic and antabuse l 6.7 

AA, in-patient hospitalization, out
patient clinic, halfway house and 
antabuse 1 6.7 
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Tables 6 and 7 describe the specific alcoholism training re- * 

ceived and the theoretical counseling model adhered to by the subjects. 

Table 6 suggests that the counselors took part in a variety of training 

programs of which the most prevalent combination was in-service train

ing, The Southwestern School of Alcohol Studies, workshops, and on-the-

job training. The data reported in Table 7 indicates that the 

theoretical counseling model adhered to most (33«3̂ ) is client-centered 

followed closely (26.790 by behavioral. 

Table 6. Counselors' Training in Alcoholism 

n % 

No response 1 6.7 

On-the-job 2 13-3 

In-service training and Southwestern 
School of Alcohol Studies 1 6.7 

In-service training and workshops 1 6.7 

In-service training and on-the-job 1 6.7 

Workshops and? on-the-job 1 6.7 

In-service training, workshops and 
on-the-job 1 6.7 

In-service training, Southwestern 
School of Alcohol Studies, work
shops and on-the-job 7 46.7 
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Table 7. Alcoholism Counselors Primary Theoretical Counseling Model 

n % 

No response 1 6.7 

Client-centered 5 33.3 

Gestalt 1 6.7 

Transactional Analysis l 6.7 

Behavioral k 26.7 

Adlerian 0 0 

Other 3 20.0 

Descriptive Characteristics of Clients 

Demographic and other descriptive- data were obtained from the 

90 clients who agreed to participate in the study. This information 

was primarily secured so that possible future replication studies or 

research of a similar nature could be performed with a high degree of 

reliability. This descriptive data includes the following: sex, 

ethnic background, age, religion, marital status, education, income, 

socioeconomic status, duration of alcohol problem, and prior treatment. 

These data are reported in Tables G-l through G-6 which can be found in 

Appendix Ci. 

Instrumentation 

Four research instruments were utilized in this study: (l) a 

Counselor Data Questionnaire, (2) a Client Data Questionnaire, (3) a 

Carkhuff Communication Index, and (k) the Alcoholism Attitudes Scale. 



Both the Counselor and Client Data Questionnaires were devised 

by this researcher in order to provide biographical data, socioeconomic 

status, educational and training levels, and alcoholism history which 

were expected to prove helpful in the final analysis and interpretation 

of the data provided by the dependent variables. 

There are two dependent variables which were examined in this 

study. The first is the Carkhuff Communication Index (Carkhuff, 1969a, 

1969b). This measurement served as a device for assessing counselor 

ability for the purposes of this study. The following aspects of 

counselor ability were the only ones scored by the raters: empathy, 

respect, warmth and genuineness. The scores obtained on these condi

tions were then reduced to a global rating (Cash, Scherba, and Mills, 

1975) for each of three five-minute segments of each audio tape. A 

mean global rating was then computed for each tape. The reasons for 

these procedures were twofold. First, to consider more than the afore

mentioned conditions in a global rating would increase the likelihood 

of error variance for each rater. Secondly, factor analytic data 

(Carkhuff, 1969b; Muehlberg, Pierce, and Drawgow, 1969) indicate that 

any one factor may account for up to 89̂  of the variance in the com

ponents of the unabridged list of facilitative core conditions. It 

therefore follows that if a counselor offers high, medium, or low 

levels of these scales, he will probably offer respective high, medium 

or low levels of all of them, especially empathy and respect. 

Reliabilities for the Carkhuff Communication Index have been 

found to be quite high. Both inter-rater and rate-rerate reliabilities 

for global ratings range from .89 to .95 using the Pearson 
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Product-moment correlation procedure (Hefele and Hurst, 1972). Using 

the reliability of the raters as a direct measure of concurrent valid

ity (Hefele and Hurst, 1972; Russo, Kelz, and Hudson, 1964) it has been 

discovered that the concurrent validity for this instrument is quite 

high (Hefele and Hurst, 1972). The content validity for the Carkhuff 

scales has not been established. Some researchers, however, (Hefele 

and Hurst, 1972) feel that since the scale point definitions generally 

flow directly from Rogers' (1951) definitions of interpersonal process 

dimensions that the content validity of the scales is good. Regarding 

the predictive and construct validity of the ratings, Hefele and Hurst 

(1972, pp. 67-68) conclude the following after an extensive review of 

the literature: 

Thus, we feel that the predictive and construct validities have 
been fairly well established with respect to client (trainee) 
level of inter-personal functioning and client (trainee) self-
exploration. However, with regard to such other criterion in
dices as degree of psychological disturbance as assessed by a 
psychiatrist, improved race relations, and change in emotionally 
disturbed children's behavior the results were less than satis
factory though explained. 

The second dependent variable utilized was the Alcoholism 

Attitudes Scale (Bell, 1973). This scale was designed specifically 

to measure degree of close-mindedness toward alcoholism. Since in the 

clinical experience of this author the attitude of open-mindedness 

toward alcoholism and alcoholics appears to have some positive rela

tionship to favorable counseling process, it was specifically chosen 

for this study. 

Cronbach's Alpha Reliability Coefficient was computed on the 

data derived from the Alcoholism Attitudes Scale used for this study 

and was found to be .64. 
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Procedures 

Clients were randomly assigned to the following counselor groups 

within each facility: (a) para-professional recovered alcoholic, 

(b) professional recovered alcoholic, and (c) professional non-alcoholic. 

Each counselor was asked to audio-tape one counseling session of six 

different clients. The session which was tape recorded was the first 

non-history taking, i.e., the first "relationship" session, which was 

conducted in a specific facility. In most cases this was the second 

therapy session with a given counselor. The sessions ranged from 15 

minutes to 50 minutes in length. Counselors informed their respective 

clients that the sessions were to be taped for the purpose of conduct

ing research in the field of alcoholism. The clients were assured that 

their anonymity was to be retained. The counselors received no addi

tional instructions. 

Prior to the counseling session, clients were requested to com

plete the Client Data Questionnaire. Counselors were requested to 

complete the Alcoholism Attitude Scale and the Counselor Data Question

naire at a prearranged meeting with the author. 

Three persons trained in the Carkhuff Communication Index were 

employed to rate all of the audio tapes. An inter-rater reliability 

was pre-established with the use of counseling tapes not associated 

with this study. The judges achieved an inter-rater reliability 

(analysis of variance, Ebel, 1967) score of .71. The judges rated the 

tapes by randomly selecting a five minute segment from the beginning 

one-third, middle one-third, and final one-third of the tapes, with 



the restriction that at least one client-counselor-client interaction 

had to be present in each sample (Carkhuff, 1969b). 

All audio tapes and questionnaires were number coded in order to 

retain the anonymity of counselors and clients and to insure confi

dentiality. 

Treatment of the Data 

The basic design utilized in this study was a completely ran

domized fixed effects model. There was one independent variable 

(counselor type) which had three levels (a. para-professional recovered 

alcoholic counselor, b. professional recovered alcoholic counselor, 

c. professional non-alcoholic counselor). There were two dependent 

variables: (a) level of facilxtative core conditions and (b) attitude 

toward alcoholism. A one-way analysis of variance was performed on the 

data collected from each dependent variable. Prior to computing the 

one-way analyses of variance, the data derived from one counselor sub

ject was randomly discarded in order to make for equal sample cell 

sizes. Differences were to be considered significant at the .05 level. 

Summary 

This chapter considered the settings, sample and population, 

instruments which were employed, the procedures used, and the method 

by which the data was analyzed. 



CHAPTER 3 

EESULTS OF THE STUDY 

Introduction 

The results of this study are reported in this chapter. The 

null-hypotheses are restated and the findings pertaining to the first 

three and the second three are analyzed and interpreted. 

Testing the Null-Hypotheses 

Null-Hypothesis 1 states: There will be no significant differences 

between para-professional recovered alcoholic counselors and professional 

non-alcoholic counselors with regard to the levels of facilitative core 

conditions offered when counseling with alcoholic in-patients. 

Noll-Hypothesis 2 states: There will be no significant differences 

between professional recovered alcoholic counselors and professional 

non-alcoholic counselors with regard to the levels of facilitative 

core conditions offered when counseling with alcoholic in-patients. 

Null-Hypothesis 3 states: There will be no significant differences 

between para-professional recovered alcoholic counselors and professional 

recovered alcoholic counselors with regard to the levels of facilitative 

core conditions offered when counseling with alcoholic in-patients. 

Table 8 summarizes the data used to test null-hypotheses one, 

two, and three. 
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Table 8. Summary Table of the Analysis of Variance for Facilitative 
Core Conditions Exhibited by Three Counselor Q̂ rpes 

Sources df Sums of Squares Mean Squares F ratio 

Between Groups 2 .1̂ 55 .0727 .506 

Within Groups 12 1.72W •1̂ 37 

Total Ik 1.8699 

The analysis of variance resulted in an F value of .506 which 

is not significant at the .05 level of confidence. Null-hypotheses 

one, two, and three are therefore accepted. It can be concluded that 

there were no significant differences in counselor ability among the 

three different groups of alcoholism counselor types. 

The means of the facilitative core conditions for the three 

respective counselor type groups are provided in Table 9. 

It can be seen from Table 9 that although there were no sig

nificant differences among the three counselor types j the group means 

for both groups of professional counselors are higher than the group 

mean for the para-professional counselor group. It should also be 

noted that not one of the three groups of counselors was able to ex

hibit at least a mean minimum level (3-0) of facilitative core con

ditions as described by Carkhuff (1969a). 

Null-Hypothesis k states: There will be no significant differences 

between para-professional recovered alcoholic counselors and professional 

non-alcoholic counselors with regard to their attitudes toward 

alcoholism. 
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Table 9. Means of the Facilitative Core Conditions by Counselor Type 

Means n 

Para-professional recovered alcoholic 2.27 5 

Professional recovered alcoholic 2.50 5 

Professional non-alcoholic 2.46 5 

Null-Hypothesis 5 states: There will be no significant differences 

between professional recovered alcoholic counselors and professional 

non-alcoholic counselors with regard to their attitudes toward 

alcoholism, 

Null-Hypothesis 6 states: There will be no significant differences 

between para-professional recovered alcoholic counselors and professional 

recovered alcoholic counselors1 with regard to their attitudes toward 

alcoholism. 

Table 10 summarizes the data used to test null-hypotheses four, 

five, and six. 

Table 10. Summary Table of the Analysis of Variance for Alcoholism 
Attitude Scores of Three Counselor Htypes 

Sources df Sums of Squares Mean Squares F ratio 

Between Groups 

Within Groups 

Total 

2 

12 

14 

44.9333 

1330.4000 

1375.3333 

22.4667 

110.8667 

.203 
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The analysis of variance resulted in an F value of .203 which 

'is not significant at the .05 level of confidence. Null-hypotheses 

four, five, and six are therefore accepted. It can be concluded that 

there were no significant differences in attitudes towards alcoholism 

as expressed by three different groups of alcoholism counselor types. 

The means of the alcoholism attitude scores for the three 

respective counselor type groups are provided in Table 11. 

It can be seen from Table 11 that the alcoholism attitude scores 

of all three counselor types fall within the "average" range (35 to 60) 

as identified by Bell (1973)• This means that the groups of counselors 

reported in this study were neither extremely open-minded nor extremely 

close-minded toward alcoholism. 

Table 11. Means of the Alcoholism Attitude Scores by Counselor Type 

Means n 

Para-professional recovered alcoholic 

Professional recovered alcoholic 

Professional non-alcoholic 

k 0.00 

37.̂ 0 

4l.6o 

5 

5 

5 
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Conclusions and Summary 

As a result of the statistical analysis of the data, all six 

null-hypotheses were accepted. It may be concluded then that there are 

no significant differences in counselor ability as measured by the 

Carkhuff Communication Index (Carkhuff, 1969a) among the three types 

of alcoholism counselors who participated in this study (para-

professional recovered alcoholic, professional recovered alcoholic 

and professional non-alcoholic). It may further be concluded that 

there are no significant differences in attitudes towards alcoholism 

as measured by the Alcoholism Attitudes Survey (Bell, 1973) among the 

same three groups of alcoholism counselors. It should also be noted 

that not one of the three groups of alcoholism counselors was able to 

offer a minimum facilitative level of core conditions (Carkhuff, 1969a) 

when counseling with alcoholic in-patients. Lastly, all three counselor 

groups scored in the "average" range on the Alcoholism Attitudes Survey 

(Bell, 1973) which measures degree of open-mindedness versus degree of 

close-mindedness towards alcoholism. 
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CHAPTER k 

SUMMARY, CONCLUSIONS, DISCUSSION AND RECOMMENDATIONS 

Introduction 

This chapter presents a summary of the development and im

plementation of the study. Some conclusions are drawn from the re

sults followed by a discussion and recommendations for further 

research. 

Summary 

Background 

Alcohol abuse is seen to be the most serious drug problem 

which the United States is faced with today. Alcoholism knows no 

boundaries in terms of sex, age, race or socioeconomic class. Problems 

associated with alcohol abuse include traffic accidents and fatalities, 

and arrests for public intoxication and other criminal offenses. This 

major health problem has been estimated to cause a drain on the public 

economy Of $15 billion a year. Illnesses associated with alcoholism 

include emotional disorders, chronic progressive diseases of the cen

tral and peripheral nervous systems and of the liver, heart, muscles, 

gastrointestinal tract and other physiological conditions. 

Numerous treatment programs have been advanced throughout the 

years to assist alcoholic persons. These programs have included 
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methods which are designed to combat the biological, social, interper

sonal, intrapsychic, and societal systems of alcoholism. It is, however 

generally agreed that since this disease has a multi-faceted etiology, 

no one approach or special combination of approaches is the answer for 

any specific individual. Some of the methods which have been advocated 

include medication, Alcoholics Anonymous, halfway houses, day treatment, 

marriage and family counseling, group counseling, and individual coun

seling and psychotherapy. 

A commonly held belief among alcohol rehabilitation specialists 

is that the most important ingredient in any successful treatment pro

gram is the warm, genuine and non-judgmental relationship which the 

alcoholic forms with the helping person. !Ehis relationship is usually 

formed through the counseling process. Much debate has centered around 

the issue of who is most qualified to counsel with the alcoholic. Is 

it a recovered alcoholic person who has "been there before" or is it an 

"objective" non-alcoholic professional? Many concerns have been voiced 

regarding the effectiveness of para-professional counselors and also the 

benefits or disadvantages of both para-professional and professional 

counselors who possess personal histories of alcoholism. Numerous 

rationales have been espoused which have included both practical con

cerns of time in training and costs of employment and also quality con

cerns of abilities to empathize and remain non-judgmental with clients. 

One's attitudes towards alcoholism and alcoholics can also be 

seen as an important component to the treatment process. An open-

minded attitude toward this disease can probably facilitate a positive 

treatment outcome whereas a close-minded attitude can seriously impede 
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progress and success. Several studies have been conducted to ascertain 

if there are differences in attitudes toward alcoholism between profes

sionals versus para-professionals or between low versus high socio

economic groups. The research which has been conducted in this area is 

inconsistent and inconclusive. 

Problem 

The purpose of this study was to investigate the counseling 

process and attitudes exhibited by counselors with differing academic 

preparation and personal histories of alcoholism. Six hypotheses were 

formulated and then tested with the appropriate statistical procedures 

in order to examine the problem. 

Sample 

The sample used in the study consisted of 16 counselors who 

volunteered from four different in-patient alcoholism facilities. 

fiLve counselors were para-professional recovered alcoholics, five were 

professional recovered alcoholics and six were professional non-

alcoholics. 

Procedure 

Clients were randomly assigned to each counselor group at each 

facility. Each counselor was asked to audio-tape one counseling session 

of six different clients. Prior to the counseling session, clients were 

requested to complete a Client Data Questionnaire. Counselors were 

asked to complete the Alcoholism Attitude Scale and the Counselor Data 

Questionnaire at a pre-arranged meeting. 



The audio tapes were rated by three persons trained in the 

Carkhuff Communication Index, A mean global rating was computed for 

each taped session. 

Statistical Treatment 

A separate analysis of variance was computed on each dependent 

measure: Carkhuff Communication Index and Alcoholism Attitudes Scale. 

The purpose was to ascertain if there were any significant differences 

among the three counselor groups in terms of counselor ability or atti

tudes towards alcoholism. The differences were to be considered sig

nificant at the .05 level of confidence. 

Results 

There were no significant differences among the three counselor 

groups in either counselor ability as measured by the Carkhuff Communi

cation Index or attitudes towards alcoholism as measured by the Alco

holism Attitudes Scale. Furthermore, not one of the three counselor 

groups was able to obtain a mean level of facilitative core conditions 

of 3.0 or greater. All three counselor groups scored in the "average" 

range in terms of open-mindedness versus close-mindedness towards 

alcoholism. 

Conclusions 

The conclusions drawn from this study are based on the results 

of the statistical analyses of the data from the criterion instruments 

which have been reported in Chapter 3« The analyses were computed in 

order to test six hypotheses. The conclusions are as follows: 



A previous history of alcoholism among professional alcoholism 

counselors seems to have little effect on counseling ability 

when treating in-patient alcoholics. The commonly held belief 

that you "have to be one to know one" does not have support in 

this study. Being alcoholic oneself, generally neither helps 

nor hurts when counseling with an alcoholic. 

The attainment of a master's degree in a human sciences field 

seems to have little effect on counseling ability when treating 

in-patient alcoholics. There were no significant differences 

in levels of core conditions offered between professional and 

para-professional counselors. A visual inspection of the re

sults, however, did suggest a slight trend in favor of the 

professional counselor. 

Alcoholism counselors employed in in-patient settings are lack

ing in adequate counseling skills. Not one of the three coun

selor groups was able to obtain a mean level rating of 3.0 or 

greater with reference to the core conditions. The level of 

3.0 is considered to be the minimum level of facilitative func

tioning. 

Alcoholism counselors employed in in-patient settings seem to 

have "neutral" attitudes towards alcoholism and alcoholics. 

The results of the study indicate that alcoholism counselors 

are not especially open-minded nor are they especially close-

minded toward alcoholism. 
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Discussion 

The analysis of the data collected relative to the principal 

objectives of the study indicated no significant differences in either 

counselor ability or attitudes towards alcoholism among the following 

three groups of alcoholism counselors: para-professional recovered 

alcoholics, professional recovered alcoholics or professional non-

alcoholics. Although there were no significant differences between 

para-professional counselors and professional counselors the data did 

indicate a slight trend toward better counselor abilities among the • 

professionals. The results also revealed the general lack of adequate 

counseling skills among all groups of alcoholism counselors. An ex

amination of the alcoholism attitudes scores revealed that all coun

selors obtained average ratings in terms of their open-mindedness 

versus close-mindedness towards alcoholism and alcoholics. 

These data indicated that there is little if any truth to the 

assumption that "you have to be one to know one" in terms of alcoholics 

and alcoholism counseling. There appears to be no advantage nor dis

advantage for a professional counselor to possess a personal background 

of alcoholism when attenuating to treat the alcoholic. This is not said 

in an attempt to discredit the recovered alcoholic counselor but simply 

to illustrate a lack of evidence to support the common notion of the 

necessity of being alcoholic oneself in order to be helpful to a prac

ticing alcoholic. This finding may have implications in terms of the 

future hiring practices of some alcoholism treatment center employers. 

The practice of favoring the employment of a recovered alcoholic 
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counselor over a non-alcoholic counselor is not supported by empirical 

evidence. 

The results also appear to lend little support to the need for 

graduate education for alcoholism counselors. Although the profes

sionally trained counselor offered slightly higher levels of the core 

conditions than did the para-professional counselor, the differences 

were not nearly great enough to be considered significant. One must 

raise the issue of the necessity for counselors to spend one to two 

years in a formal graduate program when non-professionally trained 

counselors can be employed who demonstrate similar counseling abilities. 

Approaching the same issue from still another perspective one could in

quire into the quality of graduate education today. Perhaps, an im

proved counseling curriculum or better instructors or even a specialized 

alcoholism counseling program would help to produce better qualified 

counselors. The data collected for the study generally illustrate a 

need for improved counseling skills for para-professional and profes

sional alcoholism counselors alike. One might also speculate about the 

type of individual who enters the specific field of alcoholism counsel

ing. Is he generally less qualified than counselors who deal with 

other target populations or is there perhaps more mental and emotional 

fatigue associated with alcoholism counseling than with other related 

fields? These questions are at this juncture still unanswered. 

In terms of the national movement towards alcoholism counselor 

certification this study points to the need for some rather specific 

criteria to establish counselor competencies. Perhaps, the submission 



and evaluation of a designated number of counseling audio tapes should 

be required and/or successful performance on a cognitive achievement 

test. 

The results of this study are congruent with the findings of 

several other studies which have been reported in Chapter 1. Covner's 

(1969) research concluded that a history of alcoholism neither guar

anteed nor precluded counseling success. He also found,that there were 

no significant differences in counseling outcome between trained vol

unteers and professional staff. Gideon's (1975) work on the training 

of alcoholism counselors produced similar results. He discovered no 

significant differences between college educated and non-college edu

cated trainees on the majority of cognitive achievement post-tests. 

He also found no significant differences on any of the cognitive or 

affective comparisons between students who were recovered alcoholics 

and those who were non-alcoholics. 

There were a number of problems and limitations that were en

countered in the process of implementing this research study which 

should be considered when interpreting these data. 

It was difficult to obtain large samples of each group of coun

selors. It was especially hard to solicit a sufficient number of para-

professional recovered alcoholic counselors. The author's original 

notion for this study was to include a fourth group of subjects who 

were to be para-professional non-alcoholic counselors but due to the 

scarcity of persons meeting these criteria it was not feasible. 

Directors of several treatment programs refused to cooperate stating 
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such reasons as "We already have too much research going on here—it's 

too disruptive" or "Boy, I sure don't like what you're up to—anytime 

you're out to discredit such a fine group (para-professionals) of peo

ple I'm against it—I feel threatened by it to be quite honest with 

you." Most of the objections seemed to come from directors who were 

in charge of programs which utilized a high proportion of para-

professionals. The consequent results of having to use small samples 

of each treatment group may have made the probability of finding sig

nificant differences quite low. It is therefore suggested that any 

future research be conducted in a very large metropolitan area where 

alcoholism treatment facilities are abundant and where cooperation 

migjht be more easily obtained. 

This author encountered much resistance on the part of the 

subjects when asked to tape-record their counseling sessions. This 

resistance seemed most prevalent among the para-professionals. A few 

counselors expressed feelings of fear and discomfort when actually 

taping their sessions with clients. It is possible, therefore, that 

the introduction of the tape recorder may have had an adverse effect 

on some of the subjects' counseling skills. Perhaps a short training 

session focused around the use of tape recorders may have served to re

duce the anxiety associated with the taping process. 

The tape recordings were of undesirable quality. It was at 

times difficult for the raters to score the tapes due to poor sound 

reproduction. The length of the counseling sessions also varied and 

ranged from. 15 to 50 minutes. Both of these factors may have reduced 

the reliability of the audio tape ratings. It is suggested that future 
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studies have a required training session on the mechanical use of the 

tape recorder, and that counselors be required to limit the range of 

time for each counseling session so as to achieve more consistent and 

comparable results. 

One of the limitations of the study is that there was no con

trol on the variables of type or duration of counselor training. For 

example, para-professional counselors received training from a variety 

of resources and over different time periods. This confounding vari

able may have had a skewing effect on the results. Future research 

should consider "controlling" on the training variable either by using 

a blocking design or a covariate analysis procedure. 

Another limitation of the study is its generalizability. The 

current study can only be generalized to a population of employed alco

holism counselors working in in-patient facilities in the southwestern 

United States. Other research might consider out-patient settings and 

facilities in a variety of locales throughout the United States. 

Recommendations 

Rehabilitation research is an on-going, never ending endeavor. 

The specific area of alcoholism counseling is one aspect of rehabilita

tion which is in need of further intensive study and investigation. The 

following are recommendations for future research which were derived 

from this study: 

1. Larger samples of the different types of alcoholism counselors 

are needed in future studies. This would increase the power of 



the research design, thereby increasing the probability of 

obtaining differences among the treatment groups. 

2. Additional studies are needed which would control for the 

counselor training variable. This would help to identify 

the kinds of training and length of training which lead to 

improved counselor skills. This could be accomplished through 

the use of a research block design. 

3. A longitudinal research project should be undertaken in order 

to measure counselor treatment outcome. The present study was 

concerned only with counseling process. The assumption was 

made (supported by previous studies) that a demonstrated high 

level of core conditions is highly positively correlated with 

treatment outcome. 

*f. Future research should be conducted using alcoholism coun

selors who are employed in an out-patient setting. Since 

there may be some identifiable differences between alcoholic 

out-patients and alcoholic in-patients, it might prove useful 

to discover if different counselor types will function dif

ferently with this population. 

5. Additional experiments might investigate the problem of coun

selor abilities by utilizing a more precise measuring system 

for the Carkhuff scales (e.g., 1.0, 1.5, 2.0, 2.5, 3*0, 3-5, 

.̂0, ̂ .5, 5.0) rather than the gross measures employed in the 

present studyo 



6. The results of this study imply the need to conduct similar 

research with other target rehabilitation populations (e.g., 

drug addicts, impoverished persons, physically handicapped, 

felons) in order to ascertain the benefit, if any, that simi

lar background has on counselor ability. 

7. Further research might be conducted in an attempt to compare 

and contrast the counseling abilities of alcoholism counselors 

with other counselors (e.g., mental health, drug abuse, mar

riage and family) in order to ascertain if any differences 

exist. This may have implications in terms of future train

ing for alcoholism counselors. 

8. Replication of the present study using stratified samples of 

subjects throughout the United States is needed in order to 

generalize the results to other geographic areas. 

9. A final recommendation is made for a similar study which would 

include a group of para-professional non-alcoholic counselors. 

This fourth group would help to explain any differences or lack 

of differences among the counselor groups and whether or not 

they may be attributable to formal education and/or a personal 

alcoholism background. 



APPENDIX A 
.• 

COUNSELOR RESEARCH PROCEDURES 

This packet contains the following: 

Description Quantity 

Survey on Alcoholism and Alcohol Abuse 
Counselor Data Questionnaire 
Research Consent Form 
Client Data Questionnaire 
Tape (60 minutes each side) 

1 
1 
6 
6 
3 

The counselor is asked to complete the following: 
a. Survey on Alcoholism and Alcohol Abuse and 
b. Counselor Data Questionnaire 

The client/patient is asked to complete the following: 
a. Research Consent Form and 
b. Client Data Questionnaire 

Please tape one counseling session of each of six different clients/ 
patients. This session should be your first "relationship building" 
session. One session should be recorded on one side of each tape 
provided. 

Each side of each tape has been assigned a number code. Each Client 
Data Questionnaire has been assigned that same number code. Please 
be certain that the tape recordings you make correspond to the same 
number coded Client Data Questionnaires. For example, tape #3309̂ 9 
should be made with the same client/patient who completes Client Data 
Questionnaire #3309̂ 9* 

As you complete these tasks please return the materials to the agreed 
upon location. 

Thank you very much for your participation in this study. If you should 
have any questions please contact me at 7̂ 7-5179. 

Researcher, 

Bernard Engelhard, ACSW 
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APPENDIX B 

CAKKHUEF COMMUNICATION INDEX 

Scale 1 
Empathetic Understanding in Interpersonal Processes; 

A Scale for Measurement 

Level 1 

The verbal and behavioral expressions of the first person either do not 
attend to or detract significantly from the verbal and behavioral ex
pressions of the second person(s)in that they communicate significantly 
less of the second person's feelings than the second person has com
municated himself. 
Examples: The first person communicates no awareness of even the most 

obvious, expressed surface feelings of the second person. 
The first person may be bored or disinterested or simply 
operating from a preconceived frame of reference which 
totally excludes that of the other person(s). 

In summary, the first person does everything but express that he is 
listening, understanding or being sensitive to even the feelings of 
the other person in such a way as to detract significantly from the 
communications of the second person. 

Level 2 

While the first person responds to the expressed feelings of the second 
person(s), he does so in such a way that he subtracts noticeable affect 
from the communications of the second person. 
Examples: The first person may communicate some awareness of obvious 

surface feelings of the second person but his communications 
drain off a level of the affect and distort the level of 
meaning. The first person may communicate his own ideas of 
what may be going on but these are not congruent with the 
expressions of the second person. 

In summary, the first person tends to respond to other than what the 
second person is expressing or indicating. 
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Level 3 

The expressions of the first person in response to the expressed feel
ings of the second personCs) are essentially interchangeable vdth those 
of the second person in that they express essentially the same affect 
and meaning. 
Example: The first person responds with accurate understanding of the 

surface feelings of the second person but may not respond to 
or may misinterpret the deeper feelings. 

In summary, the first person is responding so as to neither subtract 
from nor add to the expressions of the second person; but he does not 
respond accurately to how that person really feels beneath the surface 
feelings. Level 3 constitutes the minimal level of facilitative inter
personal functioning. 

Level U 

The responses of the first person add noticeably to the expressions of 
the second person(s) in such a way as to express feelings a level deep
er than the second person was able to express himself. 
Example: The facilitator communicates his understanding of the expres

sions of the second person at a level deeper than they were 
expressed, and thus enables the second person to experience 
and/or express feelings which he was unable to express pre
viously. 

In summary, the facilitator's responses add deeper feeling and meaning 
to the expressions of the second person. 

Level 5 

The first person's responses add significantly to iiie feeling and mean
ing of the expressions of the second personCs) in such a way as to 1. 
accurately express feelings levels below what the person himself was 
able to express or 2. in the event of ongoing deep self-exploration 
on the second person's part to be fully with him in his deepest moments. 
Examples: The facilitator responds with accuracy to all of the per

son's deeper as well as surface feelings. He is "together" 
with the second person or "tuned in" on his wavelength. The 
facilitator and the other person might proceed together to 
explore previously unexplored areas of human existence. 

In summary, the facilitator is responding with a full awareness of who 
the other person is and a comprehensive and accurate enpathic under
standing of his most deep feelings. 



Scale 2 
The Communication of Respect in Interpersonal Processes: 

A Scale for Measurement 

Level 1 

The verbal and behavioral expressions of the first person communicate 
a clear lack of respect (or negative regard) for the second person(s). 
Example: The first person communicates to the second person that the 

second person's feelings and experiences are not worthy of 
consideration or that the second person is not capable of 
acting constructively. The first person may become the sole 
focus of evaluation. 

In summary, in many ways the first person communicates a total lack of 
respect for the feelings, experiences and potentials of the second 
person. 

Level 2 

The first person responds to the second person in such a way as to com
municate little respect for the feelings and experiences and potentials 
of the second person. 
Example: The first person may respond mechanically or passively or ig

nore many of the feelings of the second person. 
In summary, in many ways the first person displays a lack of respect or 
concern for the second person's feelings, experiences and potentials. 

Level 3 

The first person communicates a positive respect and concern for the 
second person's feelings, experiences and potentials. 
Example: The first person communicates respect and concern for the 

second person's ability to express himself and to deal con
structively with his life situation. 

In summary, in many ways the first person communicates that who the 
second person is and what he does matters to the first person. Level 3 
constitutes the minimal level of facilitative interpersonal functioning. 

Level b 

The facilitator clearly communicates a very deep respect and concern 
for the second person. 
Example: The facilitator's responses enables the second person to feel 

free to be himself and to experience being valued as an in
dividual. 

In summary, the facilitator communicates a very deep caring for the 
feelings, experiences and potentials of the second person. 
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Level 5 

The facilitator communicates the very deepest respect for the second 
person's worth as a person and his potentials as a free individual. 
Example: The facilitator cares very deeply for the human potentials 

of the second person. 
In summary, the facilitator is committed to the value of the other 
person as a human being. 

Scale 3 
Facilitative Genuineness in Interpersonal Processes: 

A Scale for Measurement 

Level 1 

The first person's verbalizations are clearly unrelated to what he is 
feeling at the moment, or his only genuine responses are negative in 
regard to the second person(s) and appear to have a totally destructive 
effect upon the second person. 
Example: The first person may be defensive in his interaction with the 

second person(s) and this defensiveness may be demonstrated 
in the content of his words or his voice quality and where he 
is defensive he does not employ his reaction as a basis for 
potentially valuable inquiry into the relationship. 

In summary, there is evidence of a considerable discrepancy between the 
first person's inner experiencing and his current verbalizations or 
where there is no discrepancy, the first person's reactions are em
ployed solely in a destructive fashion. 

Level 2 

The first person's verbalizations are slightly unrelated to what he is 
feeling at the moment or when his responses are genuine they are nega
tive in regard to the second person and the first person does not ap
pear to know how to employ his negative reactions constructively as a 
basis for inquiry into the relationship. 
Example: The first person may respond to the second person(s) in a 

"professional" manner that has a rehearsed quality or a 
quality concerning the way a helper "should" respond in that 
situation. 

In summary, the first person is usually responding according to his 
prescribed "role" rather than to express what he personally feels or 
means and when he is genuine his responses are negative and he is un
able to employ them sis a basis for further inquiry. 
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Level 3 

The first person provides no "negative" cues between what he says and 
what he feels, but he provides no positive cues to indicate a really 
genuine response to the second person(s). 
Example: The first person may listen and follow the second person(s) 

but commits nothing more of himself. 
In summary, the first person appears to make appropriate responses which 
do not seem insincere but which do not reflect any real involvement 
either. Level 3 constitutes the minimal level of facilitative inter
personal functioning. 

Level k 

The facilitator presents ̂ orne positive cues indicating a genuine re
sponse (whether positive ̂ r negative) in a non-destructive manner to 
the second person(s). 
Example: The facilitator's expressions are congruent with his feelings 

although he may be somewhat hesitant about expressing them 
fully. 

In summary, the facilitator responds with many of his own feelings and 
there is no doubt as to whether he really means what he says and he is 
able to employ his responses whatever their emotional content, as a 
basis for further inquiry into the relationship. 

Level 3 

The facilitator is freely and deeply himself in a non-exploitative 
relationship with the second person(s). 
Example: The facilitator is completely spontaneous in his interaction 

and open to experiences of all types, both pleasant and hurt
ful; and in the event of hurtful responses the facilitator's 
comments are employed constructively to open a further area 
of inquiry for both the facilitator and the second person. 

In summary, the facilitator is clearly being himself and yet employing 
his own genuine responses constructively. 
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Scale k 
ffacilitative Self-Disclosure in Interpersonal Processes: 

Scale for Measurement 

Level 1 

The first person actively attempts to remain detached from the second 
person(s) and discloses nothing about his own feelings or personality 
to the second person(s) or if he does disclose himself, does so in a 
way that is not tuned to the second person's interests and may even 
retard the second person's general progress. 
Example: The first person may attempt, whether awkwardly or dcillfully, 

to divert the second person's attention away from focusing 
upon personal questions concerning the first person or his 
self-disclosures may be ego shattering for the second person(s) 
and may ultimately cause him to lose faith in the first person. 

In summary, the first person actively attempts to remain ambiguous and 
an unknown quantity to the second person(s) or if he is self-disclosing, 
he does so solely out of his own needs and is oblivious to the needs of 
the second person(s). 

Level 2 

The first person, while not always appearing actively to avoid self-
disclosures, never volunteers personal information about himself. 
Example: The first person may respond briefly to direct questions 

from the client about himself, however, he does so hesitant
ly and never provides more information about himself than 
the second person(s) specifically requests. 

In summary, the second person(s) either does not ask about the person
ality of the first person, or if he does, the barest minimum of brief, 
vague and superficial responses are offered by the first person. 

Level 3 

The first person volunteers personal information about himself which may 
be in keeping with the second person's interest but this information is 
often vague and indicates little about the unique character of the first 
person. 
Example: While the first person volunteers personal information and 

never gives the impression that he does not wish to disclose 
more about himself, nevertheless, the content of his verbal
izations are generally centered upon his reactions to the 
second person(s) and his ideas concerning their interaction. 

In summary, the first person may introduce more abstract, personal ideas 
in accord with the second person's interests, but these ideas do not 
stamp him as a unique person. Level 3 constitutes the minimum level of 
facilitative interpersonal functioning. 
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Level k 

The facilitator freely volunteers information about his personal ideas, 
attitudes, and experiences in accord with the second person(s) inter
ests and concerns. 
Example: The facilitator may discuss personal ideas in both depth and 

detail, and his expressions reveal him to be a unique in
dividual. 

In summary, the facilitator is free and spontaneous in volunteering 
personal information about himself, and in so doing may reveal in a 
constructive fashion quite intimate material about his own feelings, 
and beliefs. 

Level 5 

The facilitator volunteers very intimate often detailed material about 
his own personality, and in keeping with the second person's needs may 
express information that might be extremely embarrassing under differ
ent circumstances or if revealed by the second person to an outsider. 
Example: The facilitator gives the impression of holding nothing back 

and of disclosing his feelings and ideas fully and completely 
to the second person(s). If some of his feelings are nega
tive concerning the second person(s), the facilitator employs 
them constructively as a basis for an open-ended inquiry. 

In summary, the facilitator is operating in a constructive fashion at 
the most intimate levels of self-disclosure. 

Scale 5 
Personally Relevant Concreteness or Specificity of Expression 

in Interpersonal Processes: 
A Scale for Measurement 

Level 1 

The first person leads or allows all discussion with the second person(s) 
to deal only with vague and anonymous generalities. 
Example: The first person and the second person discuss everything on 

strictly an abstract and highly intellectual level. 
In summary, the first person makes no attempt to lead the discussion in
to the realm of personally relevant specific situations and feelings. 

Level 2 

The first person frequently leads or allows even discussions of material 
personally relevant to the second person(s) to be dealt with on a vague 
and abstract level. 
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Example: The first person and the second person may discuss the "real" 
feelings but they do so at an abstract, intellectualized level. 

In summary, the first person does not elicit discussion of most person
ally relevant feelings and experiences in specific and concrete terms. 

Level 3 

The first person at times enables the second person(s) to discuss per
sonally relevant material in specific and concrete terminology. 
Example: The first person will make it possible for the discussion with 

the second person(s) to center directly around most things 
that are personally important to the second person(s), al
though there will continue to be areas not dealt with con
cretely and areas in which the second person does not develop 
fully in specificity. 

In summary, the first person sometimes guides the discussions into con
sideration of personally relevant specific and concrete instances, but 
these are not always fully developed. Level 3 constitutes the minimal 
level of facilitative functioning. 

Level k 

The facilitator is frequently helpful in enabling the second person(s) 
to fully develop in concrete and specific terms almost all instances 
of concern. 
Example: The facilitator is able on many occasions to guide the dis

cussion to specific feelings and experiences of personally 
meaningful material. 

In summary, the facilitator is very helpful in enabling the discussion 
to center around specific and concrete instances of most important and 
personally relevant feelings and experiences. 

Level 5 

The facilitator is always helpful in guiding the discussion, so that 
the second person(s) may discuss fluently, directly, and completely 
specific feelings and experiences. 
Example: The first person involves the second person in discussion of 

specific feelings, situations, and events, regardless of 
their emotional content. 

In summary, the facilitator facilitates a direct expression of all per
sonally relevant feelings and experiences in concrete and specific terms. 
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Scale 6 
Confrontation in Interpersonal Processes: 

A Scale for Measurement 

Level 1 

The verbal and behavioral expressions of the helper disregard the dis
crepancies in the helpee's behavior (ideal versus real self, insight 
versus action, helper versus helpee's experiences). 
Example: The helper may simply ignore all helpee discrepancies by 

passively accepting them. 
In summary, the helper simply disregards all of those discrepancies 
in the helpee's behavior that might be fruitful areas for considera
tion. 

Level 2 

The verbal and behavioral expressions of the helper disregard the dis
crepancies in the helpee's behavior. 
Example: The helper, although not explicitly accepting these discrep

ancies, may simply remain silent concerning most of them. 
In summary, the helper disregards the discrepancies in the helpee's 
behavior, and thus, potentially important areas of inquiry. 

Level 3 

The verbal and behavioral expressions of the helper, while open to dis
crepancies in the helpee's behavior, do not relate directly and specif
ically to these discrepancies. 
Example: The helper may simply raise questions without pointing up the 

diverging directions of the possible answers. 
In summary, while the helper does not disregard discrepancies in the 
helpee's behavior, he does not point up the directions of these dis
crepancies. Level 3 constitutes the minimum level of facilitative 
interpersonal functioning. 

Level ̂  

The verbal and behavioral expressions of the helper attend directly and 
specifically to the discrepancies in the helpee's behavior. 
Example: The helper confronts the helpee directly and explicitly with 

discrepancies in the helpee's behavior. 
In summary, the helper specifically addresses himself to discrepancies 
in the helpee's behavior. 
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Level 5 

The verbal and behavioral expressions of the helper are keenly and con
tinually attuned to the discrepancies in the helpee's behavior. 
Example: The helper confronts the helpee with helpee discrepancies in 

a sensitive and perceptive manner whenever they appear. 
In summary, the helper does not neglect any potentially fruitful in-
quiry into the discrepancies in the helpee's behavior. 

Scale 7 
Immediacy of Relationship in Interpersonal Processes: 

A Scale for Measurement 

Level 1 

The verbal and behavioral expressions of the helper disregard the con
tent and affect of the helpee's expressions that have the potential for 
relating to the helper. 
Example: The helper may simply ignore all helpee communications, 

whether direct or indirect, that deal with the helper-helpee 
relationship. 

In summary, the helper simply disregards all of those helpee messages 
that are related to the helper. 

Level 2 

The verbal and behavioral expressions of the helper disregard most of 
the helpee expressions that have the potential for relating to the 
helper. 
Example: Even if the helpee is talking about helping personnel in gen

eral, the helper may, in general, remain silent or just not 
relate the content to himself. 

In summary, the helper appears to choose to disregard most of those 
helpee messages that are related to the helper. 

Level 3 

The verbal and behavioral expressions of the helper, while open to in
terpretations of immediacy, do not relate what the helpee is saying to 
what is going on between the helper and the helpee in the immediate 
moment. 
Example: The helper may make literal responses to or reflections on 

the helpee's expressions or otherwise, open-minded"responses 
that refer to no one specifically but that might refer to 
the helper. 
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In summary, while the helper does not extend the helpee's expressions 
to immediacy, he is not closed to such interpretations. Level 3 con
stitutes the minimum level of facilitative interpersonal functioning. 

Level k 

The verbal and behavioral expressions of the helper appear cautiously 
to relate the helpee's expressions directly to the helper-helpee re
lationship. 
Example: The helper attempts to relate the helpee's responses to him

self, but he does so in a tentative manner. 
In summary, the helper relates the helpee's responses to himself in an 
open, cuatious manner. 

Level 5 

The verbal and behavioral expressions of the helper relate the helpee's 
expressions directly to the helper-helpee relationship. 
Example: The helper in a direct and explicit manner relates the helpee's 

expressions to himself. 
In summary, the helper is not hesitant in making explicit interpretations 
of the helper-helpee relationship. 

Scale 8 
Helpee Self-exploration in Interpersonal Processes: 

A Scale for Measurement 

Level 1 

The second person does not discuss personally relevant material, either 
because he has had no opportunity to do such or because he is actively 
evading the discussion even when it is introduced by the first person. 
Example: Hie second person avoids any self-descriptions or self-

exploration or direct expression of feelings that would lead 
him to reveal himself to the first person. 

In summary, for a variety of possible reasons the second person does not 
give any evidence of self-exploration. 

Level 2 

The second person responds with discussion to the introduction of per
sonally relevant material by the first person but does so in a mechan
ical manner and without the demonstration of emotional feelings. 
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Example: The second person simply discusses the material without ex
ploring the significance or the meaning of the material or 
attempting further exploration of that feeling in an effort 
to uncover related feelings or material. 

In summary, the second person responds mechanically and remotely to the 
introduction of personally relevant material by the first person. 

Level 3 

The second person voluntarily introduces discussions of personally rele
vant material but does so in a mechanical manner and without the demon
stration of emotional feeling. 
Example: The emotional remoteness and mechanical manner of the discussion 

give the discussion a quality of being rehearsed. 
In summary, the second person introduces personally relevant material 
but does so without spontaneity or emotional proximity and without an 
inward probing to discover new feelings and experiences. 

Level k 

The second person voluntarily introduces discussions of personally rele
vant material with both spontaneity and emotional proximity. 
Example: The voice quality and other characteristics of the. second per

son are very much "with" the feelings and other personal 
materials that are being verbalized. 

In summary, the second person introduces personally relevant discussions 
with spontaneity and emotional proximity but without a distinct tendency 
toward inward probing to discover new feelings and experiences. 

Level 5 

The second person actively and spontaneously engages in an inward prob
ing to discover new feelings and experiences about himself and his world. 
Example: The second person is searching to discover new feelings con

cerning himself and his world even though at the moment he 
may perhaps be doing so fearfully and tentatively. • 

In summary, the second person is fully and actively focusing upon himself 
and exploring himself and his world. 



APPENDIX C 

REVISED CAKKHUZF HELPING MODEL 

September, 197̂  

Level 

5.0 Giving Direction—initial steps in a program for achieving 
the goal. 

4.0 Gives personalized understanding by identifying the goal from 
•5 the personalized problem. 

3.5 Personalizes the problem by identifying the helpee deficit 
that leads to the situation. (Justifies and defines the 
problem) 

3.0 Captures expressed feeling and meaning. 
,TTou feel because you ." 

feeling deficit 

2.5 Captures expressed feeling only. 

2.0 Contains only a response to meaning (content). 
Feeling is absent. 

1.0 Both feeling and meaning absent. 
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APPENDIX D 

ALCOHOLISM ATTITUDES SCALE 

These questions are designed to obtain opinions of people like yourself 
on important social issues. This is not a test, and there are no rigiht 
or wrong answers. Only your opinion counts. Your answers will be held 
in the strictest confidence. Your cooperation is appreciated. 

Many of the following questions ask for your opinions on alcoholism. 
Please consider the following as a definition of an alcoholic: a person 
who is unable to control his drinking of intoxicating beverages; one who 
frequently indulges in heavy drinking which impairs health; one who uses 
alcohol as an aid in dealing with the problems of life, to the degree of 
serious interference with his or her effectiveness on the job, at home, 
in the community, etc.; one who shows a high dependence upon alcohol. 

Circle your answers on the right as follows: 
1. I strongly disagree with the statement SD 
2. I disagree with the statement D 
3. I neither agree nor disagree with the statement N 
*f. I agree with the statement A 
5. I strongly agree with the statement SA 

1. Alcoholism is a moral transgression about as serious 
as stealing. SD D N A SA 

2. Most alcoholics cannot stop drinking without 
professional help. SD D N A SA 

3. Alcoholism definitely is as much a disease or illness 
as is heart disease. SD D N A SA 

Employers should seriously consider firing an 
alcoholic, no matter how valuable an employee, 
who misses work because of drinking. SD D N A SA 

5. Becoming an alcoholic is sinful. 

6. I would advise anyone I cared for who became an 
alcoholic to hide it from an employer. 

SD D N A SA 

SD D N A SA 

7. An alcoholic surgeon, even if no longer drinking 
should not be allowed to perform surgery. SD D N A SA 
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8. Deep down, alcoholics enjoy getting drunk. SD D N A SA 

9. Alcoholics basically are unfortunate people who 
have learned to escape from reality by drinking. SD D N A SA 

10. Alcoholism is more a moral than a medical problem. SD D N A SA 

11. Becoming an alcoholic is a crime. SD D N A SA 

12. Alcoholics who are trying to overcome the condition 
should be excused from usual social responsibilities. SD D N A SA 

13. Alcoholism is a moral transgression about as 
serious as adultery. SD D N A SA 

14. Alcoholism definitely is as much a disease or 
illness as is mental illness. SD D N A SA 

15. Unemployed alcoholics should be entitled to the 
same unemployment benefits as anyone else. SD D N A SA 

16. Very few people brought up with the right 
religious teaching ever become alcoholics. SD D N A SA 

17. Alcoholics will do anything—cheat, steal, beg— 
to get an adequate supply of alcohol, even if 
others get hurt. SD D N A SA 

18. Employers should be very reluctant to promote 
alcoholics—even if no longer drinking—to 
responsible positions in their jobs. SD D N A SA 

19. Alcoholics could stop drinking if they really 
wanted to. SD D N A SA 

20. If a wife divorces her alcoholic husband, the 
judge should consider excusing him from pro
viding child support. SD D N A SA 

21. I can understand why some hospitals would 
refuse admission to alcoholics. SD D N A SA 

22. Alcoholism should be as much a legal as a 
medical problem. SD D N A SA 

23. A history of alcoholism definitely should not 
excuse a driver's accidentally causing property 
damage while under the influence of alcohol. SD D N A SA 
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2km Alcoholism is a crime about as serious as 
burglary. SD D N A SA 

25. I would strongly support the spending of public 
funds for research into the causes and control 
of alcoholism. ' SD D N A SA 

26. Medical insurance benefits should not apply to 
alcoholism. SD D N A SA 

27. Basically, alcoholics are morally lazy and 
irresponsible. SD D N A SA 

28. Total abstinence is a necessary goal for the 
alcoholic. SD D N A SA 

29- If a person suffers a heart attack while driving, 
and his car causes serious property damage, that 
person should not be convicted of a crime. SD D N A SA 

30. An alcoholic school teacher, even if no longer 
drinking, should not be allowed to teach small 
children. SD D N A SA 

31. Alcoholics are like little children who want 
someone to take care of them. SD D N A SA 

32. I would consider disinheriting a child of mine 
who became alcoholic and continued drinking. SD D N A SA 

33. Alcoholism is a crime about as serious as murder. SD D N A SA 

3̂ . Alcoholics should be treated no differently from 
anyone else with a disease or illness. SD D N A SA 

35. An alcoholic lawyer, even if no longer drinking, 
should not be allowed to practice law. SD D N A SA 

36. Alcoholics usually sabotage any efforts by pro
fessionals to help them. SD D N A SA 

37* More employers should have programs to help 
alcoholic employees. SD D N A SA 

38. If a wife divorces her husband who suffers from a 
heart condition, the judge should consider excusing 
him from providing child support. SD D N A SA 



APPENDIX E 

CLIENT DATA QUESTIONNAIRE 

Information on this questionnaire will', be treated as confidential and 
used only for research purposes. Thank you for your cooperation. 

Please circle the appropriate response. 

1. What is your sex? 
1. Male 
2. Female 

2. What is your ethnic background? 
1. Caucasian (White) 
2. Black 
3. Mexican-American 
*f. Indian 
5. Other 

3. How old are you? 
1. Below 20 years 
2. 20 to 30 years 
3. 31 to ̂ 0 years 
b. 4l to 50 years 
5. 51 xto 60 years 
6. Over 60 years 

*f. What is your religion? 

5. What is your marital status? 
1. Single 
2. Married 
3. Separated 
*t. Divorced 
5. Widowed 

Please specify, 

1. Protestant 
2. Catholic 
3- Jewish 
*t. Other 
3-
k. 

Please specif̂ . 
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6. What is your highest educational level? 
1. Seventh grade or less 
2. Between the eighth grade and twelfth grade, 

but did not graduate from high school 
3. High school diploma or GED 

Some college courses 
5. Bachelor's degree 
6. Some graduate credits 
7. Graduate degree (Specify) 

Major 

7. What is your present occupation? 
(If unemployed, what was your last occupation?) 

8. What was (is) your father's occupation? 
(If father absent from home, what was (is) your 
mother's occupation?) 

9. What was your total family income during the 12 months before you 
came to this program? 

0. No income 
1. $3,000 or less 
2. $3001 to $5000 
3. $5001 to $10,000 

$10,001 to $15,000 
5. $15,001 to $20,000 
6. More than $20,000 

10. What is your socioeconomic status? 
1. Lower class 
2. Lower-middle class 
3. Upper-middle class 
k. Upper class 

11. How long has alcohol been a problem for you? 
1. Less than 1 year 
2. 1 to 3 years 
3. Over 3 years but less than 5 years 
k. 5 to 10 years 
5. Over 10 years but less than 20 years 
6. 20 years or more 

12. Have you been treated for alcoholism before? 
1. Yes 
2. No 



APPENDIX F 

COUNSELOR DATA QUESTIONMIEE 

Information on this questionnaire will be treated as confidential and 
used only for research purposes. Thank you for your cooperation. 

Please circle the appropriate response. 

1. What is your sex? 
1. Male 
2. Female 

2. What is your ethnic background? 
1. Caucasian (White) 
2. Black 
3. Mexican-American 
km Indian 
5. Other 

3. How old are you? 
1. Below 20 years 
2. 20 to 30 years 
3. 31 to ̂ 0 years 

*tl to 50 years 
3m 51 to 60 years 
6. Over 60 years 

km What is your religion? 

5. What is your marital status? 
1. Single 
2. Married 
3. Separated 
if. Divorced 
5. Widowed 

Please specify. 

1. 
2. 
3-
km 

Protestant 
Catholic 
Jewish 
Other 

Please specify. 

77 



78 

6. What is your highest educational level? 
1. Less than high school 
2. High school diploma or GED 
3. Some college courses 
*f. Bachelor's degree 
5. Some graduate credits 
6. Graduate degree (Specify) 

Major 

7. Besides a fonnal academic educational program, where did you 
receive your training in alcoholism? 
(Note: Circle all which apply) 

1. Fort Iyon 
2. In-service training 
3. , Southwestern School of Alcohol Studies 
b. Workshops and/or seminars 
5. On the job (supervision) 
6. Other 

Please specify. 

8. What is your personal alcoholism background? 
1. Currently a practicing alcoholic 
2. A "recovered" alcoholic 
3* Never been an alcoholic 

9. If you are now abstinent, as a recovered alcoholic, 
how long has it been? 

0. Does not apply 
1. Less than one year 
2. 1 to 2 years 
3o More than 2 years but less than 4 years 

b to 7 years 
3» More than 7 years but less than 10 years 
6. 10 years or more 

10. If you are a recovered alcoholic, what were the specific 
alcoholism programs which you have been involved with as 
a client? 
(Note: Circle all which apply) 

0. Does not apply 
1. Alcoholics Anonymous 
2. Inpatient hospital 
3. Outpatient clinic 
4. Halfway house 
5. Antabuse 
6. Other — 

Please specify. 



What counseling model do you adhere to the most? 
1. Analytic 
2. Client-centered 
3. Gestalt 
k. Transactional Analysis 
5. Behavior 
6. Adlerian 
7. Other 

Please specify. 



APPENDIX G 

TABULAR DATA ON CIIENTS 

\ 
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Table G-l. Description of Clients by Sex, Ethnic Background, Age, 
Religion, Marital Status, and Education 

Characteristics n % 

Sex 

Male 69 76.7 
Female 21 23*3 

Ethnic Background 

Caucasian 73 8l.l 
Black 5 5.6 
Mexican-American 10 11.1 
Indian 2 2.2 

Age 

Below 20 years 1 1.1 
20 to 30 years 11 12.2 
31 to years 15 16.7 
*fl to 50 years 25 27.8 
51 to 60 years Ik 15.6 
Over 60 years 2̂ f 26.7 

Religion 

Protestant k-7 52.2 
Catholic 32 35-6 
Jewish 0 0 
Other 11 12.2 

Marital Status 

Single 13 I**.** 
Married b2 6̂.7 
Separated 8 8.9 
Divorced 18 20.0 
Widowed 9 10.0 



Table.G-l. Continued 

Characteristics n % 

Education 

7th grade or less 5 5.6 
Between 8th grade and 12th grade 18 20.0 
High School 17 18.9 
Some College 35 38.9 
Bachelor's degree 6 6.7 
Some graduate courses 3 3.3 
Graduate degree 6 6.7 



Table G-2. Clients' Total Family Income One Year Prior to Treatment 

n % 

No Income or No Response 3 3«3 

$3,000 or less 15 16.7 

$3,001 to $5,000 8 8.9 

$5,001 to $10,000 18 20.0 

$10,001 to $15,000 20 22.2 

$15,001 to $20,000 9 10.0 

More than $20,000 17 l8.9 

Table G-3» Clients' Self-perceived Socioeconomic Status 

n % 

No Response 2 2.2 

Lower Class 10 11.1 

Lower-middle Class 39 3̂*3 

Upper-middle Class 36 *+0.0 

Upper Class 3 3-3 



Table G-*f. Clients' Socioeconomic Status 

8k 

n % 

Incomplete Information 7 7.8 

(high) I 2 2.2 

H 12 13.3 

III 23 25.6 

IV 29 32.2 

(low) V 17 18.9 

Note: SES computed by Hollingshead Two-Factor. Index (1957) 

Table G-5. Clients' Length of Time Abusing.Alcohol 

n % 

Less than 1 year 3 3.3 

1 to 3 years 9 10.0 

Over 3 years but less than 5 years 16 17.8 

5 to 10 years 23 25.6 

Over 10 years but less than 20 years 22 Zk.k 

20 years or more 17 18.9 
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Table G-6. Clients' Alcohol Treatment History 

n % 

Previously treated 

Not previously treated 

^3 

b7 

k7.8 

52.2 
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