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INTRODUCTION

Addictive behavior is self-destructive and potentially
~lethal. For that matter, a diagnosis of alcohol abuse or
dependence requires evidence of some type of alcohol-related
loss or impairment (Diagnostic and Statistical Manual III,
1980). Demographic studies show a very high incidence of
premature death among alcoholics, not only from secondary
diseases, but also from high rates of suicide, homicide,
falls, automobile fatalities, and deaths by fire (Combs-Orme
et al., 1983; Wilhelmsen, Elmfeldt, & Weder, 1983). It is
estimated that almost 15% of our national health costs are
for alcoholism and alcohol-related disorders (Holden, 1987).
Why then do alcoholics, or other substance abusers, persist
in their addictions? Why, for instance, don’t the poten-
tially adverse consequences of alcohol abuse more consis-
tently deter further drinkihg?

The major aim of this study is to investigate these
issues by examining the role of cognitions in alcohol abuse
and dependence. Specifically, beliefs regarding the conse-
quences of alcohol abuse were assessed in an outpatient
alcoholism treatment population. Such research is apt for
two principle reasons. First, there is currently little

information as to the importance of cognitions in the devel-
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opment and maintenance of alcoholism. Secondly, the identi-
fication of specific cognitions associated with alcoholics’
drinking may prove useful in developing more effective
strategies for the treatment of alcoholism.

Regarding the first point, it is not clear how alco-
‘holics evaluate the risk associated with their behavior.
Some theorists view alcohol abuse as a slow but systemmatic
form of suicide (Menninger, 1938). Farbarow (1980) includes
addictions in the class ofv"indirect self-destructive beha-
viors," in which self-injury is not the primary, conscious
goal, but rather the by-product of behavior usually organ-
ized around a defense against depression. Behaviorists try
to identify the specific contingencies that may either rein-
force or punish alcohol abuse (Higgins, 1979). Both social
learning and cognitive behavioral theories emphasize the
potentially reinforcing effects of the drinker’s expecta-
tions and the often lenient consequences for impaired beha-
vior (Lang et al., 1975; Lang, 1982; Rohsenow, 1983; Rohse-
now & Bachorowski, 1984; Brown, 1985b).

Some studies suggest that addiction is associated with
a rather morbid orientation toward the future (Frederick,
Resnik, & Wittlin, 1973; Gertler, Ferneau, & Raynes, 1973).
Others show no direct relationship between substance abuse
and death attitudes or risk-taking behavior (Feifel & Nagy,
1980; Kumar, Vaidya, & Dwivedi, 1982). Regarding the impor-

tance of cognitions for treatment planning, research has



shown that expectations can significantly influence the use
of alcohol and, at relatively low levels of blood alcohol
concentration, beliefs regarding consumption can override
the physiological effects of the alcohol (Wilson, 1981). As
a case in point, Gossop, Eiser, and Ward (1982) have empha-
'sized the need for more information on the role of cognition
in drug dependence by demonstrating that the ways in which
addicts perceived their drug-taking are predictive of com-
pliance in treatment. Several investigators have specifi-
cally recommended that treatment be modified to address
alcoholics’ particular perceptions and beliefs about their
drinking (Stafford, 1982; Cooney et al, 1987; Curry, Mar-
latt, & Gordon, 1987).

Treatment of alcoholism is frequently complicated by
the denial processes evidenced by many patients. Denial,
whether viewed as a defense mechanism or an information
processing error, involves distorted cognitions. Clini-
cally, it is manifested in a variety of ways: denial of the
need for treatment; denial of a cause and effect relation-
ship between drinking and marital, occupational, or health
problems; denial of the magnitude of these problems; and
denial of the low self-esteem and high levels of anxiety and
depression characteristic of many alcoholics. Anxiety and
depression could be considered appropriate responses to a
realistic appraisal of the risks associated with alcohol

abuse, assuming that alcoholics perceive their drinking and
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its consequences in a realistic light. Unfortunately, there
is little knowledge of alcoholics’ expectations of their
alcohol-related risk or harm. Since alcoholics do not
represent a homogeneous group (Farbarow, 1980; Kline &.Sny—
der, 1985; Holden, 1987), it seems unlikely that denial
processes could be reduced to a single belief or expecta-
tion. However, distinguishing subgroups of alcoholics, on
the basis of some of the cognitions that support their
drinking, could prove helpful in understanding the psychol-
ogy of alcoholism and developing more effective treatment
programs. A review of the literature shows support for at
least two fairly divergent cognitions that may underlie
alcohol abuse.

One possibility is that some alcoholics believe that
they personally will not be harmed by continued drinking.
While they may acknowledge the risks associated with'alco—
holism in general, they do not internalize the possible con-
sequences for themselves. Research in the area of beha-
vioral medecine suggests that there is a general tendency
for people to see themselves as less vulnerable to health
risks than their peers, and this perceptual bias may be even
more pronounced among addicted populations. For example, a
number of studies have shown that smokers, heavy social
drinkers, drunk drivers, and alcoholics tend not to inter-
nalize the effects of their substance abuse on their own

bodies (Fishbein, 1977; Schwebal & Kaemmerer, 1977; Selzer &



Barton, 1977; Rohsenow, 1983; Gabrielli & Plomin, 1985).
Furthermore, researchers have noted that both smokers and
social drinkers consistently anticipate significantly more
positive than negative consequences of their drinking.
(Southwick et al., 1981; Eiser & Harding, 1983; Rohsenow &
’BaChOrOWSki, 1984; Brown, Creamer, & Stetson, 1987).

A second distinct possibility is that some alcoholics
accurately perceive their alcohol-related risks but are
apathetic about these consequences. Empirical literature
shows a high incidence of depressive and suicidal ideation
among alcoholics (Weissman et al., 1977; Murphy et al.,
1979; Bascue & Epstein, 1980; Steer, McElroy, & Beck, 1983).
There is evidence as well that depressed individuals process
information about themselves differently from more general
information: that is, that they perceive themselves and
their own futures more negatively than do nondepressed indi-
viduals (Coyne & Gotlib, 1983; Alloy & Abramson, 1979; Lew-
insohn, Larsen, & Munoz, 1982; Bradley, 1983; Layne, 1983;
Segal & Shaw, 1986). Thus a pessimistic or morbid orienta-
tion toward one’s own future may characterize the cognitions
underlying the drinking of more depressed alcoholics.

The above findings suggest the possibility of a signi-
ficant difference in the types of health expectations held
by depressed and nondepressed alcoholics. Considering the
self-destructive quality of their behavior, alcoholics who

are not depressed need to engage in a more extreme form of



cognitive distortion in order to maintain a "normal" posi-
tive bias regarding their own futures. Conversely, more
depressed alcoholics are likely to be much more realistic in
their assessment of the risks associated with their contin-
ued drinking. Thus one manifestation of depression in alco-
‘holics may be in the development of more negative but real-
istic assessments of their future health risks.

The present study sought support for the hypothesis
that perceptions of personal susceptibility to health risks
would vary with the severity of the alcoholic’s depression.
Two samples of male alcoholics in outpatient treatment were
compared with outpatient male hypertension patients. The
groups were comparable in terms of socioeconomic status,
education, and race. It was hypothesized that in all groups
subjects with little or no depression would show a positive
bias in their expectancies, and that the less depressed
alcoholics’ bias would be significantly more extreme than
that of the less depressed medical controls. Conversely,
more depressed subjects were expected to be negatively
biased in their expectations for themselves, with the more
depressed alcoholics’ bias again being more extreme than
that of the more depressed medical controls. These effects
were expected to hold true for both general expectations of
personal health risk as well as for risks associated speci-
fically with alcoholism, but not for less personalized views

of the general risks associated with alcohol abuse.



Considering the most extreme consequences of self-destruc-
tive behavior, reactions to personal death were also hypo-
thesized to relate to these biases, whereas reactions to the

deaths of others were not.



REVIEW OF LITERATURE

Research clearly documents the health risks associated
‘with alcoholism, as well as the high incidence of depressive
and suicidal ideation among alcoholics. However, studies of
the perception of health risks among alcohol abusers, smok-
ers, and narcotic addicts yield less clear-cut results.
While minimizing one’s own susceptibility to health risks
may to some degree be considered normal, addicted persons
appear to distort their perceived risks to a more extreme
degree. Studies of perceived personal risk in depressed
subjects suggest that, conversely, depressed persons do not
minimize their chances of misfortune: rather, they are apt
to appraise their futures more realistically and somewhat
more negatively. Few studies have examined how perceptions
of personal health risk may relate to the risk-taking beha-
vior and death attitudes of alcoholics, although again eva;—
uations of personal death have been shown to be distinct
from evaluations of more general reminders of death among

undergraduate subjects.

I. Health Risks Associated with Alcoholism

Several large population studies have documented the
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health risks of alcoholics. Wilhelmsen, Elmfeldt, and Wedel
(1983) examined the cause of death in over 300 Swedish males
between the ages of thirty-five and forty-four. A ran&om
sample of over 900 survivors in the same age range was used
‘as a control group for comparison purposes. It was found
that subjects with a history of alcoholism or being arrested
for drunkenness had a higher rate of premature death, inclu-
ding significantly higher rates of suicide, heart disease,
cirrhosis, and accidents. The authors noted, however, that
smoking and psychosocial problems were potential confounds.

Combs-Orme, Taylor, Scott, and Holmes (1983) traced
the mortality of alcoholics six to nine years post-treat-
ment, comparing a sample of almost 1300 alcoholics from four
sites with local actuarial rates. They found that 22% of
their sample was dead: of these, 18% had suffered violent
deaths. This mortality rate was more than three times that
of the local actuarial rates when adjusted for age, sex, and
race. The group showed significantly higher rates of fatal
suicide attempts, burns, falls, and pedestrian and automo-
bile accidents. The authors concluded that the risk was
associated with both the pharmacological effects of drink-
ing and the alcoholic lifestyle. More recently, Rychtarik
et al. (1987) reported a 15% mortality rate five to six
years post-treatment for chronic alcoholic subjects.

Nuttall, Evenson, and Cho (1980) examined the psychia-

tric histories of 1700 suicides in Missouri between 1972 and
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1974. They found that 20% had had a previous diagnosis of
alcoholism. Motto (1980) followed 978 subjects who had been
diagnosed as suicidal alcohol abusers and reported thét 5.5%
of these subjects had committed suicide within two years.
'Farbarow (1980) estimated the alcoholic suicide attempt rate
to be 25%, with 10% succeeding, as opposed to the approxi-
mately 1% of deaths by suicide in the general population
{Combs-Orme et al., 1983). He also cited the American Medi-
cal Association’s estimate that the life expectancy of alco-
holics was 12 years less than that of nonalcoholics, due in
part to high rates of cirrhosis, pancreatitus, and CNS dys-
function. Thus there is substantial evidence of heightened

health and mortality risks among alcoholics.
II. Perceptions of Health Risks Among Addicted Persons

Data suggest that addicted subjects, such as smokers
and alcoholics, do not accurately perceive their high-risk
status. Schwebal and Kaemmerer (1977) showed that smoking
students showed significantly more "alienation from body"
than did nonsmoker and ex-smoker controls, i.e. a lack of
internalization of the effects of smoking on their own
bodies. Eiser and Harding (1983) found that smoking and
nonsmoking college students in Great Britain differed sig-
nificantly in their perceptions of the perceived benefits

and risks of smoking cigarettes and marijuana, and the per-
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ceived benefits of drinking alcohol. They also compared
users and nonusers of seatbelts, finding that nonusers of
seatbelts were significantly more skeptical of the valﬁe of
preventive behavior.

In a literature review of smokers’ beliefs, Fishbein
(1977) differentiated three levels of acceptance of risk:
awareness, generalized acceptance, and personalized accept-
ance. These levels reflect havihg information of risk,
accepting its validity, and accepting its significance for
oneself. Fishbein (1977) found that almost half of the
smokers studied did not even have full generalized accept-
ance of risk, and concluded that logically even fewer would
have personalized the risk. Similar results were reported
in Selzer et al.’s (1977) studies of alcoholics and drunk
drivers who, compared to controls, assessed their impaired
driving as significantly safer, even though they also
admitted to a significantly greater degree of specific
impaired driving behaviors.

More recently, Gabrielli and Plomin (1985), comparing
anticipated sensitivity to alcohol in pairs of twin and
adopted siblings, found no genetic basis for beliefs about
alcohol-induced impairment in thinking, mood, or driving
ability, although a belief of having less sensitivity to
alcohol was associated with a higher average number of
drinks per drinking session. However, some studies

utilizing Zuckerman et al.’s (1964) Sensation Seeking Scale
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suggest that some drinkers’ abuse of alcohol is associated
with a broader biological responsivity to many forms of
gstimulation (Zuckerman, 1971; Galazio, Rosenthal, & S#ein,
1983). Similarly, Labouvie and McGee’s (1986) longitudinal
‘data on alcohol and drug use in adolescence suggest that
heavier use is positively associated with risk-taking
attributes and negatively associated with cognitive
complexity and harm avoidance.

Brown et al. (1980) explored the expectations of rein-
forcement from alcohol in over 400 social drinkers. Their
responses to a ninety-item qﬁestionnaire yielded six inde-
pendent expectancy factors: global positive experiences,
social/physical pleasure, enhanced sexual performance or
experience, increased power/aggression, increased social
assertiveness, and reduced tension. Brown et al. (1980)
found that expectancies varied with drinking pattern: light
drinkers tended to have more global positive expectancies,
whereas heavier drinkers’ expectations focused more speci-
fically on enhanced sexual and aggressive behaviors. This
same questionnaire was used by Brown, Goldman, and Chris-
tianson (1985) to demonstrate a significant positive corre-
lation between the strength of alcohol-effect expectancies
and the amount of alcohol consumed for alcoholic, medical
patient, and student samples, a finding replicated by Brown
and Munson (1987). Brown and Munson (1987) also found sup-

port for the hypothesis that personality factors may differ-
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entially influence motivation for alcohol use. More extro-
verted students were found to expect significantly more
pleasure, relaxation, and feelings of power from drinking,
whereas more anxious students anticipated significantly more
‘global positive changes, social assertion, sexual enhance-
ment, and feelings of power. Brown (1985b) also reported
that alcohol expectancies increased the predictability of
college students’ drinking patterns, and that alcohol expec-
tancies differentially related to problemmatic and non-
problemmatic drinking.

Rohsenow (1983) modified Brown et al.’s (1980) ques-
tionnaire s8o as to measure additional expectations of nega-
tive consequences and to assess expectations for oneself
versus others. Rohsenow (1983) found that subjects consis-
tently expected to be less affected by alcohol than others
would be. Also, medium and heavy drinkers expected to
experience at least as many positive effects, but no more
negative effects than would light drinkers. The author sug-
gested that positive expectations influence drinking beha-
vior more than negative expectations, a conclusion shared by
Southwick et al. (1981), who also found that students who
were heavy drinkers were more oriented toward the potential
positive effects of drinking. Similar results were reported
by Brown, Creamer, and Stetson (1987) in their study of high
school drinkers. Adolescent alcohol abusers expected signi-

ficantly more positive consequences from alcohol than did a
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nonabusing comparison group, but did not differ in their
expectations of the negative consequences of deteriorated
cognitive/motor functioning. |

Rohsenow and Bachorowski (1984) have also examined the

~effects of alcohol and expectancies on verbal aggression.

In several studies, students were assigned to beverage
(alcohol and tonic or tonic alone) and beverage-expectancy
conditions and were subsequently provoked by an experimen-
ter. Rohsenow and Bachorowski (1984) found that for all
subjects at higher doses and males at lower doses, those who
believed that they had received alcohol were significantly
less aggressive than were subjects expecting only tonic.
The authors concluded that many of the reinforcements of
alcohol use were due to the effects of drinkers’ cognitions
rather than the pharmacological effects of the alcohol.
Several recent studies suggest that the beliefs of the
drinker or smoker influence response to treatment. Kaufert
et al. (1986) examined the pre-existing health beliefs of
volunteer subjects randomly assigned to either hypnosis,
health education, behavior modification, or a control group
for smoking cessation. Each treatment group showed a signi-
ficant reduction in cigarette consumption, but the response
to the health education group in particular could be predic-
ted by initial views of perceived vulnerability and general
health concern, suggesting that pre-existing health beliefs

might influence responsiveness to a particular modality of
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treatment (Kaufert et al., 1986). Along these same lines,
Eiser et al. (1985) evaluated data from over 2300 respon-
dents to a television promotion to quit smoking, and found
that expectancy of success and perceived health benefit were
highly predictive of attempts to quit and success at one
year follow-up.

Cooney et al. (1987) assessed cognitive and affective
changes in abstinent alcoholic and nonalcoholic drinkers
after exposure to an alcohol cue. The authors found that
all subjects, after an alcohol cue exposure, experienced an
increased desire to drink, and anticipation of positive
effects and little impairment from drinking. However, other
reactions associated only with alcoholic subjects included
increased physical symptoms and feelings.of guilt, more
external attributions for the cause of the desire to drink,
and decreased confidence about maintaining abstinence.

These cognitive and affective changes were interpreted as
consistent with Marlatt’s (1978) "abstinence violation
effect," evidenced among smokers too, in which the awareness
of desire for a substance leads to feeling of guilt and
lessened self-efficacy, even if abstinence is maintained.
Cooney et al. (1987) emphasized the importance of identify-
ing and modifying these responses for relapse prevention.

Additional support for the abstinence violation effect
("AVE") as a cognitive-behavioral model of the relapse proc-

ess was recently reported by Curry, Marlatt, and Gordon
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(1987). When AVE’s were operationalized as internal, sta-
ble, and global attributions for a lapse in smoking cessa-
tion, they were the strongest predictor of relapse within
one year post-treatment. Curry, Marlatt, and Gordon (1987)
recommended the use of such cognitive-behavioral interven-
tions as cognitive restructuring and role playing to rein-
force attributional styles more supportive of regaining

abstinence after a lapse.

III. Self-Other Differences in Perceptions of Risk

It appears that most people evaluate their own attri-
butes and behavior differently from the way in which they
evaluate others. Some studies with college students suggest
that even on an information processing level there are dif-
ferences in the way we perceive ourselves and others. Kui-
per and Rogers (1979) looked at how students encoded data
about themselves and others, and found that different pro-
cesses were used. Subjects utilized a more efficient,
organized schema for self-relevant information, whereas
information about others required memory rehearsal and an
apparent comparison and contrast with oneself. In examining
differences in attribution processes, Weary (1980) found
that students were more likely to make self-attributions for
successful outcomes, especially under high-publicity condi-

tions.
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Hull, Young, and Jouriles (1986) have related patterns
of encoding self-relevant information to differences in
alcohol use and abuse. 1In a set of studies with alcohélic
veterans and drinking adolescents, the authors reported
‘results highly consistent with the self-awareness model of
alcohol consumption: namely, that highly self-conscious
individuals drink to control sensitivity to positive and
negative self-relevant experiences. In the first study,
highly self-conscious alcoholics experiencing negative self-
relevant events were significantly more likely to relapse
within three months post-treatment, whereas the drinking of
low self-conscious alcoholics was unrelated to the quality
of their experiences (accounting for 30% and 1% of the vari-
ance in alcoholic relapse, respectively). In a second
study, Hull, Young, and Jouriles (1986) demonstrated that
high school students’ drinking was influenced by different
psychological and social factors, depending upon the degree
of their self-consciousness.

This self-other difference in evaluation has also been
demonstrated in views of mortality and health risk. Tolor
and Murphy (1967) reported that men significantly overesti-
mated their own projected life span by an average of ten
years more than their estimates of life expectancy for other
men. Neither anxiety nor experiences with death were signi-
ficantly correlated with this tendency to overestimate one’s

own life expectancy. Handel (1969), also investigating sub-
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jective life expectancy, concluded as well that men were
more defensive about their own deaths. Perceived personal
invulnerability has also been demonstrated in relatioﬁ to
risk of cancer, heart attack, pneumonia, alcoholism, vene-

‘real disease, and divorce (Perloff & Fetzer, 1986).

Weinstein (1980, 1982, 1984) conducted a series of
studies of college students’ perceptions of personal suscep-
tibility to health and safety risks. 1In his first study,
Weinstein (1980) had students rate the probability of exper-
iencing various future life events relative to the probabil-
ity for their peers. The group means reflected a signifi-
cantly optimistic bias regarding one’s own future: students
anticipated significantly more positive and fewer negative
events in their own futures than in their peers’ futures.
Having the subjects list their reasons for their judgments
decreased but did not eliminate the bias for anticipated
positive events. Incidentally, the anticipation of future
alcohol problems had the strongest positive bias of all.
Weinstein (1980) suggested that the results could be inter-
preted in either a motivational/defensive or cognitive
error/information processing framework, i.e. either as an
unconscious defense against depression or as an unrealistic
conclusion based on an illogical synthesis of information.

Weinstein (1982) then focused on expectations of
health and life-threatening behavior, and found that stu-

dents showed a significant optimistic bias for their own
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future health on thirty-four out of forty-five potential
diseases or symptoms. This bias correlated significantly
with perceived controllability, lack of previous experience
with the illness, and belief that risk ended with childhood.
Interest in preventive behavior was shown to correlate posi-
tively with the perceived likelihood of risk, the severity
of the risk, and the degree of worry associated with the
specific risk-- correlates similar to those reported in
Eiser and Harding’s (1983) study of smokers and seatbelt
users. An optimistic bias regarding risk, then, might
interfere with preventive behavior by lessening worry about
potential health risks (Weinstein, 1982).

In a more recent study, Weinstein (1984) examined the
basis of biased expectancies, and found that students were
unrealistically optimistic regarding their ability to lessen
their susceptibility by their own behavioral and psychologi-
cal attributes. Students evaluated risks associated with
heredity factors fairly realistically, and were somewhat
pessimistic regarding environmental factors. Again, alco-
holism rated among the lowest perceived risks. All correla-
tions between behavior and perceptions of susceptibility
were weak except for smoking, which may reflect the impact
of recent efforts to educate the public regarding the haz-
ardé of smoking. Weinstein (1984) found that factors per-
ceived to increase risk carried more weight in judging per-

sonal risk than did the risk-decreasing factors, although
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fewer were cited as the bases for judgments, i.e. subjects
were generally more oriented toward factors that decreased
their risk of disease. The author suggested self—esteém
enhancement as a motive.

Adapting Weinstein’s methods, Perloff and Fetzer
(1986) had undergraduates evaluate their own risks and those
of either an average person, average student, close friend,
sibling, or parent, and found significant differences in
self-other comparisons under the two "average" conditions
but not with specific others as the comparison targets. In
a second study, some students were assigned a comparison
target of either an average student or a close friend, while
a third group was free to select any friend for similar
self-other risk ratings. Perloff and Fetzer (1986) found
significantly larger self-other differences for the "aver-
age”" and "any friend" conditions, with the majority of the
subjects in the latter condition selecting people they per-
ceived as particularly at risk. Again, perception of future
drinking problems showed one of the strongest self-other
effects. The authors offered an ego-defensive downward-
comparisons interpretation, suggesting that when given the
opportunity, people will lessen their anxiety about the
possibility of negative experiences by focusing on others
perceived to be more at risk.

Thus, while the health risks associated with alcohol-

ism are clearly documented, there are indications that many



21
drinkers unrealistically minimize their personal risk of
harm. Some studies of information processing suggest that
most people evaluate information about themselves différ—
ently from information about others (Kuiper & Rogers, 1979;
Weary, 1980; Perloff & Fetzer, 1986). Weinstein’s (1980,
1982, 1984) studies support these findings by demonstrating
that college students consistently underestimate their per-
sonal susceptibility to health risks. Studies with drinkers
and smokers show a similar lack of acceptance of personal
risk (Fishbein, 1977; Schwebal & Kaemmerer, 1977; Selzer et
al., 1977). Several researchers have found heavy drinkers
to perceive others (as opposed to themselves) as more
affected by alcohol and more vulnerable to the negative
consequences of drinking (Brown et al., 1980; Southwick et
al., 1981; Rohsenow, 1983; Brown & Munson, 1987). These
findings suggest that some alcoholics do not internalize the
health risks associated with continued drinking, and this
unrealistic appraisal of personal risk may interfere with

the development of more preventive and adaptive behavior.
IV. Rates of Depression and Suicide Among Alcoholics

There is a high incidence of depressive and suicidal
ideation among alcoholics. Nakamura et al. (1983) reported
25% of inpatient alcoholic veterans had moderate to marked

depression at intake, and this initial level of depression



22
correlated with overall severity of abuse and a history of
addiction, sleep disturbance, and neurological or organic
symptoms. Levels of depression generally decreased ac}oss
the time of treatment. Behar, Winokur, & Berg (1984) looked
‘at levels of depression in abstinent alcoholics and found
that 16% reported debilitating depressive symptoms beginning
after a mean of 35 months of sobriety. The depressed sub-
jects had a longer mean period of abstinance, and 46% had
experienced a social stress prior to onset of the depres-
sion. Holden (1987) also reported that depression, as a
primary diagnosis among alcoholics, is associated with more
benefit from treatment.

_ Weissman et al. (1977) found that 59% of outpatient
alcoholics sampled were diagnosed as having a secondary
depression, i.e. depression that followed or developed as a
complication of another diagnosed mental illness. The
authors noted that the demographic backgrounds of alcoholics
with secondary depression differed little from the back-
grounds of the nondepressed alcoholics, thus making the non-
depressed alcoholics appropriate controls for studying the
unique effects of depression in this population. They also
cited literature estimating the prevalence rates of secon-
dary depression in alcoholism to range from 28% to 59%--
more than double the 13% to 20% incidence rates of depres-
sion in the general population (Oliver & Simmons, 1984; Oli-

ver & Simmons, 1985).



23

Woodruff et al, (1973b) also reported that alcohol
abuse preceded depression in over 90% of their sample of
depressed alcoholics. Depressed alcoholics were found.to be
more like nondepressed alcoholics than like primary depres-
'sives on a number of personality and socio-economic vari-
ables. A significant sex difference was also observed:
there was a higher incidencebof depression among female
alcoholics than male alcoholics. However, Gibson and Becker
(1973a) found the cognitive organization of depression in
alcoholics to be highly similar to that of primary depres-
sives., Examining the factor structure of responses on the
Beck Depression Inventory, the authors noted that alcoholics
tend to have high depression scores that load on three fac-
tors comparable to the factors identified in a study of pri-
mary depressive subjects by Beck (1967). The authors sug-
gested that this cognitive similarity reflects either a con-
commitant primary depression among many alcoholics or else
"transdiagnostic"” factors that are not unique to depression.

A number of researchers have examined suicidal idea-
tion and attempts among alcoholics. Bascue and Epstein
(1980) found that 67% of veterans in an inpatient alcoholism
treatment unit reported having seriously considered suicide,
and 25% reported having made suicide attempts in the past.
Beck, Steer, and McElroy (1982) studied the relationship
between hopelessness and suicidal ideation in alcoholic out-

patients. They found a mean Beck Depression Inventory score
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of 13.88 for the sample, indicating mild depression, and
found that hopelessness (as measured by Beck’s Hopelessness
Scale) accounted for 42% of the variance of current suicidal
ideation. Using the same sample, Steer, Beck, and McElroy
(1983) reported moderate to severe depression in 33.3% of
the subjects, with 27% reporting prior suicide attempts.
Level of depression was significantly correlated with a his-
tory of suicide attempts, severity of recent drinking, and
being white. Beck, Weissman and Kovacs (1976) found hope-
lessness accounted for 16% of the variance of suicidal
intent in a sample of 378 suicide attempters, some of whom
were heavy drinkers.

Two other studies also utilized retrospective data to
help predict suicide among alcoholics. Murphy et al. (1979)
replicated an earlier finding that roughly one third of sui-
cides in an alcoholic sample were associated with a signi-
ficant interpersonal loss within six weeks of the suicide.
They also reported that more than two thirds of the suicidal
subjects had had a definite or likely secondary depression,
but it was suicide and not depression that was related to
the experience of a recent significant loss. And Berglund
(1984) followed over 1300 alcoholic subjects admitted to a
psychiatric unit across thirty-one years, and found 41% were
dead, with 14% of these deaths officially registered as sui-
cide and 7% more cases of uncertain suicide. Alcoholics who

had later committed suicide had higher rates of dysphoria,
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depressive symptoms, and peptic ulcers at admission,
although frequencies of cognitive impairment and delirium
tremens were similar to those of survivors. Suicide risk
was 7% for the total sample, rising to 9% if depression or
vdysphoria was present, and 18% if subjects had a history of
peptic ulcer. Thus the alcoholic population is distinctly

more at risk for the problems of depression and suicide.
V. The Role of Cognitions in Depression

In recent years there has been extensive inquiry into
the significance of the cognitive patterns associated with
depression. While some findings have proved equivocal, in
all there has been support for a number of the assertions of
cognitive models of depression, including: depressed sub-
jects have less positive perceptions of and expectations for
themselves than do nondepressed subjects, and they show some
distinctive attributional styles that have implications for
reinforcing negative self-schema and weakening motivation to
cope with environmental stressors (Segal & Shaw, 1986;
Sweeney, Anderson, & Bailey, 1986).

In a meta-analysis of 104 studies of attributional
styles in depression, Sweeney, Anderson, and Bailey (1986)
found several consistent patterns, independent of such
potential confounds as subject population or the measures

used. Particularly in relation to experiences of negative
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events, depressed subjects showed strong tendencies toward
attributions of internal, stable, and to a lesser degree
global causes-- failures were perceived as a function of a
lack of ability. Conversely, positive events were associ-
ated with depressive attributions of external, unstable, and
gspecific causes, such as luck. These findings were highly
consistent with the leading cognitive theories of depres-
sion, i.e. Beck's cognitive theory and the reformulated
learned helplessness theory of depression.

Coyne and Gotlib’s (1983) examination of the support
for these two cognitive theories was more critical, with an
overall conclusion that there was no strong empirical base
for one of the most important tenets, the causal role of
cognitions in depression. Even so, the authors did find
support for the theory-based predictions that depressed
subjects present themselves more negatively, make more
internal attributions for negative experiences, are more
negative in recall of feedback, and are more negative but
possibly more realistic in self-evaluations. In a recent
critique of Coyne and Gotlib’s (1983) conclusions, Segal and
Shaw (1986) reiterated the significance of depressogenic
cognitions as part of the complex interaction of biochemical
and behavioral symptoms of depression, and the potential
value of identifying cognitive vulnerability markers that
contribute to the onset of depression.

Other literature reviews have also found support for
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the hypothesis that depressed subjects are more realistic
and less defensively biased in their appraisal of themselves
and their futures. Layne (1983) concluded that depressed
subjects have more realistic expectancies, perceptions,
_self—monitoring, memory, and attributions across a variety
of tasks and outcomes. The author noted that nondepressed
persons may be less realistic but better adapted in terms of
maintaining motivation and the effects of self-fulfilling
prophecies. Krantz’s (1985) review suggested that the nega-
tive views characteristic of depression are in large part a
rational response to such realities as more negative life
experiences, social and interpersonal deficits, and more
negative appraisals by others. Krantz (1985) hypothesized
that at different stages of depression, the self-schema may
interact differently with the types of information available
from the environment.

Similarly, Alloy and Abramson (1979) found more dis-
tortion in nondepressed students’ judgments of contingency.
In several experiments, depressed students were more nega-
tive yet more accurate in estimating the contingency between
their responses and subsequent positive or negative out-
comes. Nondepressed subjects were significantly more apt to
have an illusion of control, particularly associated with
positive outcomes. In Lewinsohn et al.’s (1981) longitu-
dinal study of depressive cognitions, community volunteers

were assessed across an average interval of eight months for
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patterns of expectancies and beliefs. The authors found
that cognitions at the first measurement differentiated the
depressed subjects from controls but did not predict subse-
quent depressive episodes. Support was found for a positive
correlation between depression and negative expectations,
and a negative correlation between depression and positive
expectations. Lewinsohn et al. (1981) concluded that the
cognitions were concommitant to the experience of depres-
sion, but were not causal or stable patterns of negative
thinking.

Some studies support viewing the cognitive style of
depressives as distorted or irrational. Eaves and Rush
(1984) examined cognitive patterns in depressed subjects and
found that they showed significantly more dysfunctional
attitudes than did matched controls, both when symptommatic
and in remission. Depressed subjects also demonstrated sig-
nificantly more negative automatic thoughts and a different
attributional style vis a vis negative events, which led the
authors to conclude that negative views were characteristic
of depression, as predicted by cognitive theories of depres-
sion. Eaves and Rush (1984) emphasized the need to find evi-
dence for the causal role of cognitions in depression, as
well as their role in other forms of psychopathology.

Kuiper and McCabe (1985) found that subjects who were
depressed or cognitively vulnerable to depression evaluated

negative topics as more appropriate for discussion than did
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nondepressed subjects. The authors suggested that this dif-
ference in social judgment might stimulate rejection and
reinforce the social isolation experienced by many depfessed
people. Also, Cook and Peterson (1986) found depressed stu-
dents to endorse more self-deprecating beliefs and to offer
fewer logical and more illogical justifications for their
causal attributions.

There is also some evidence that depressed individuals
process information about themselves in a unique manner.
Bradley (1983) found support for a negative self-schema
model of depression by demonstrating that depressed subjects
recalled significantly more negative words in a self-refer-
ent condition only. Whereas nondepressed controls showed a
positive bias in self-referent words, depressed subjects
showed a positive bias only in an other-referent condition,
therefore not displaying a generalized negative bias. 1In
other words, depressed subjects were less positive only in
relation to themselves. Ingram (1984) reported that nega-
tive mood states led to a deeper processing of personally
relevant negative feedback.

Crocker, Kayne, and Alloy (1985) reported that
depressed and nondepressed students differed in self-other
comparisons particularly in terms of depression-relevant
items. Nondepressed subjects seldom rated depressive items
as self-relevant, and when they did they were more apt to

"normalize" the items by rating them as true of others as
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well. In contrast, depressed subjects did not show this
self-enhancement effect, instead endorsing more depressive
items as self-relevant, independent of ratings of othe;s.
The results of these studies are all in accord with Kuiper
and Ross’s (1979) assertion that people use different pro-
cesses for encoding information about themselves than they
use for encoding information about others.

Consistent with these findings, Lewinsohn et al.
(1982) found partial support for Beck’s cognitive triad of
depression, i.e. that negative views of the self, the world,
and the future lead to distortions of experience and subse-
quent symptoms of depression. The authors reported that
self~-referent items best discriminated between depressed
subjects and nondepressed controls. Depressed subjects dem-
onstrated significantly more negative and fewer positive
expectations for themselves and their own futures, but not
for the present and future of the world at large. Munoz and
Lewinsohn (unpublished manuscript) essentially replicated
these results with another sample of community volunteers.
Depressed subjects showed greater agreement with irrational
beliefs and greater negative expectancies for themselves,'as
well as more frequent negative thoughts, less frequent posi-
tive thoughts, less emotional response to positive thoughts,
and more negative emotional reaction to self-related nega-
tive thoughts. Self-related scales most differentiated

depressed subjects, and the authors concluded that a nega-
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tive view of oneself is unique to depression. However, Mar-
tin, Ward, and Clark (1983) found that neuroticism, not
depression, was associated with selective attention to.self-
referent negative information in female undergraduates. And
Gibson and Becker’'s (1973a) report of the cognitive similar-
ity between depressed alcoholics and primary depressives
does not support Munoz and Lewinsohn’s (submitted for publi-
cation) suggestion that negative self-perceptions are unique
to depression.

A more recent set of studies by Pyszczynski, Holt and
Greenberg (1987) found strong support for Kuiper’s negative
self-schema theory of depression. After demonstrating that
depressed undergraduate subjects were significantly less
optimistic about their own futures, the authors manipulated
the degree of internal or external focus among subjects,
hypothesizing that a more internal focus (and accompanying
activation of self-schema) would intensify the degree of
bias among the depressed and nondepressed students. Con-
sistent with this hypothesis, Pyszczynski, Holt, and Green-
berg (1987) found externally focused depressed subjects to
be no more pessimistic than nondepressed subjects, whereas
internally focused depressed subjects maintained a distinct
pessimistic bias. The authors concluded that an internal
focus stimulated use of self-schema as the reference for
evaluating oneself and others by comparison.

In summary, estimates of the prevalence of depression
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in alcoholics typically range from approximately 25% to 60%,
depending upon the method of assessment, with reported sui-
cide attempts in 7% to 27% of the alcoholics sampled (Weiss—
man et al., 1977, Steer, Beck, & McElroy, 1983; Hesselbrock
‘et al., 1983; Berglund, 1984). While support is equivocal
concerning the hypothesized causal role of cognitions in
depréssion, there is evidence that depressed subjects are
characteristically less positive in their perceptions and
evaluations of themselves, as opposed to more global nega-
tive views (Segal & Shaw, 1986; Sweeney, Anderson, & Bailey,
1986; Eaves & Rush, 1984; Pyszczynski, Holt, & Greenberg,
1987). Several researchers have concluded that depressed
individuals, while more negative, are more realistic in
their appraisals of themselves and their futures (Alloy &
Abramson, 1979; Layne, 1983; Krantz, 1985). These studies
suggest that depressed alcoholics are apt to be more nega-
tive, but more realistic, in their perceptions of their

future health risks.
V. Death Attitudes and Life-Threatening Behavior

There are only a few studies of death attitudes in
addicted populations. 1In research with alcoholic subjects,
no clear relationship has been found between the self-des-
tructive behavior associated with alcoholism and the sub-

jects’' death attitudes. Feifel and Nagy (1980) examined the
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relationship of death attitudes to both life-threatening and
risk-taking behavior in a sample of more than 600 male sub-
jects. Alcoholics, addicts, and prisoners were compafed to
control groups of government employees and deputies for

_death attitudes on several levels of consciousness. Feifel

and Nagy (1980) found few significant differences in death
attitudes when they controlled for socioeconomic status,

verbal 1.Q., and age. All groups showed more fear of death

on fantasy and unconscious levels; all groups were more Aflj%%
positive regarding life than death. The control group difﬁé? j
report significantly fewer suicidal thoughts or attemptsﬁ = g
Kumar, Vaidya, and Dwivedi (1982) found differences %; .

v

between subtypes of alcoholics and their death anxiety, as
measured by the Templer-McMordie scale. Using Brown’s
(1977) system for differentiating gamma (loss of control)
and delta (inability to abstain) alcoholic subgroups, plus a
control group of nondrinkers, the authors found that delta
alcoholics reported significantly more death anxiety than
controls, who in turn had significantly more death anxiety
than gamma alcoholiecs. Kumar, Vaidya, and Dwivedi (1982)
concluded that there was a need to study multidimensional
personality and drinking patterns in alcoholics.

Other studies with smokers and heroin addicts suggest
evidence of some morbidity in attitudes. Schwebal and Kaem-
merer (1977) noted that most smokers tend to be fatalistic

and to perceive their own death as out of their control--

NIV o ey




34
thus they are disinclined to try to increase their life
expectancy by not smoking. Templer (1972) reported that
fear of death correlated with the amount of smoking améng
smoking subjects, although there were no significant differ-
ences between smokers, quitters, and nonsmokers. However,
his findings were not replicated by either Berman (1973) or
McDonald (1976). Frederick, Resnick, and Wittlin (1973),
comparing levels of morbidity and depression in heroin
addicts with abstinent and methadone maintenance controls,
found that addicts reported significantly more depression
and expectations of violent death. Gertler, Ferneau, and
Raynes (1973) found that addicts reported significantly more
wishes for death than did control groups of hospital staff
and psychiatric patients. The addicts and the psychiatric
patients also admitted to significantly more preoccupation
with thoughts of death. Parker (1981), examining the mean-
ings associated with suicide in young suicidal drug abusers,
found that subjects judged as low-intent attempters per-
ceived an overdose as a means of escaping tension rather
than as a suicide attempt per se. However, the high-intent
suicide attempters tended to perceive their overdoses more
as attempts to die and to communicate personal needs.

Generally, there is no clear association between fear
of death and most risk-taking behavior, as studied with sam-
pPles of deputies, policemen, skydivers, and students (Les-

ter, 1967; Ford, Alexander, & Lester, 1971; Alexander & Les-
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ter, 1972; Mc Donald, 1976; Feifel & Nagy, 1980). However,
there is some support for a relationship between fear of
death and suicide as a particular risk-taking behavior;
Lester (1967) found that college students who admitted to a
‘history of suicidal threats or attempts had significantly
legss fear of death and admitted to seeing the manipulative
advantages of suicide. Adams, Giffen, and Garfield (1973)
also found support for a risk-taking personality factor as a
correlate of suicide attempts. In their study, suicide
attempters and matched psychiatric controls were given a
gambling task. Seventy-one percent of the suicidal subjects
had been rated as "gambling" with their suicide attempt,
i.e. showing mixed feelings or intent, and this group took
significantly more risks than the controls. However, Tar-
ter, Templer, and Perley (1974) found no significant corre-
lation between death anxiety and risk or lethality of sui-
cide attempt. Their sample of hospitalized suicide attemp-
ters showed a small but significant correlation between
death anxiety and rescue potential, but difficulties with
the validity and reliability of their measure, the Templer
Death Anxiety Scale (McMordie, 1979; Durlak, 1982), make

these results difficult to interpret.
VII. Other Correlates and Measures of Death Attitudes

While no firm relationship between death attitudes and
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risk-taking behaviors has been established, there is evi-
dence for a number of correlates of death anxiety or fear.
Pollack’s (1979) review of the literature up to 1977 féund
that women consistently express at least as much and usually
‘more death anxiety than men. Both Berman and Hays (1973)
and Sadowski, Davis, and Loftus-Vergari (1979) also reported
finding significantly greater death anxiety in female sub-
jects. Berman and Hays (1973) also found a weak correlation
between death anxiety and a belief in afterlife, and no sig-
nificant relationship between death anxiety and the Rotter
Locus of Control Scale. However, Sadowski, Davis, and Lof-~-
tus-Vergari (1979) found some sex differences on the Reid-
Ware Three Factor Locus of Control, with both sexes’ death
anxiety loading primarily on a self-control factor, but
women’s death anxiety loading secondarily on a social system
control factor, whereas men’s secondary factor was that of
fatalism.

Pollack (1979) also reported that death anxiety shows
no direct correlation with age but is positively correlated
with an orientation toward the past, and shows no clear
relationship with physical deterioration or denial. Fear of
death is a correlate of but is not equivalent to measures of
general anxiety or neuroticism, and shows little correlation
with dependency, guilt, or hostility (Pollack, 1979; Little-
field & Fleming, 1984). It is positively correlated with

sensitization, and negatively correlated with a sense of
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gelf-efficacy, purpose, or meaning in life (Pollack, 1979).
Death anxiety has also been demonstrated to have some corre-
lation with MMPI depression scores in both middle aged'and
elderly subjects, but not with younger subjects (Templer,
1971) .

Similarly, Lucas (1974) found some relationships
between death anxiety and MMPI depression scores for dialy-
sis patients and their wives. Death anxiety correlated with
neither seriousness of illness nor with most MMPI scales.

It was negatively correlated with the K scale and positively
correlated with scales 2 and 10 on the MMPI; it also corre-
lated with other measures of anxiety, but less than their
intercorrelations, thus demonstrating some discriminant val-
idity. More recently Wagner and Lorion (1984) looked at
death anxiety and depression in several geriatric samples in
both the community and in institutions. Their results indi-
cated little consistency in predictors of death anxiety, and
the authors concluded that death anxiety is a function of
the population examined, rather than a general characteris-
tic per se of the elderly. Thus, based on empirical find-
ings to date, any relationship between depression and death
anxiety is weak at best. However, a clearer relationship
might be identified in relation to more specific death
attitudes.

Several researchers have in fact reported the need to

differentiate among different types of death attitudes,
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including differentiating attitudes toward personal death
from those regarding others’ deaths. Florian and Har-Evan
(1983) found sex differences in Jewish high school stuaents’
perceptions of personal death. Self-reported death atti-

tudes yielded six factors of personal death. Female stu-

dents’ fear of death was associated with loss of identity
and self-annihilation, whereas male subjects’ fear of death
was associated with consequences for the family and punish-
ment in the hereafter. The authors suggested that the mean-
ings given to the fear of personal death reflected cultural
influences and merited further investigation. Using a
broader age range in his sample, Devins (1979) examined
death attitudes relative to proximity of death and experien-
ces with death. He found death anxiety to be negatively
correlated with age and not significantly related to health
status. He found that the factor "fear of personal death"
accounted for 20% of the variance in Templer’s Death Anxiety
Scale scores, and suggested that heightened death anxiety
was associated with experiences of others’ deaths that most
closely approximated one’s expectations of one’s own future
death. Hoelter (1979) and Durlak (1982) also found Tem-
pler’s Death Anxiety Scale to be multidimensional, noting
that the total score masked significant sources of variance
among its subscales.

Durlak and Kass (1981) factor analyzed fifteen of the

most widely used self-report death scales, which yielded
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five orthogonal death attitude factors: negative evaluation
of death, reluctance to interact with the dying, negative
reaction to pain, reaction to reminders of death, and‘pre—
occupation with thoughts of death. The authors conciuded

vthat the data supported the thanatological theory that death
attitudes are multidimensional and as such must be differ-
entiated in assessment. Durlak and Kass (1981) also sug-
gested "death attitudes” may be a more accurate descriptor

A}

than simply "death fear" or "death anxiety,"” as reactions to
death appear to include worry,'threat, depression, and non-
acceptance as well as fear or anxiety. Rigdon and Epting
(1982) reported an alternate analysis of the data from Dur-
lak and Kass's (1981) study, theorizing a single factor
involving an individual’s general response to personal
death. 1In reply, Kass and Durlak (1982) justified their
choice of analyses and cited evidence supporting the multi-
dimensionality of death attitudes.

Additional support was found for two of these fac-
tors—-- negative evaluation of personal death and reactions
to reminders of death-- in a subsequent multitrait-multi-
method study by Durlak and Kasimatis (in press). Structured
interviews were used to assess the validity of responses on
seven self-report death scales, yielding moderate convergent
and discriminant validity for Dickstein’s (1974) Negative
Evaluation of Death Scale, Nelson and Nelson’s (1974) Death

Avoidance Scale, and Collett and Lester’s {(1969) Fear of
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peath of Others Scale. The first scale measures negative
feelings about one’s own death; the latter two relate to
reactions to reminders of death, such as a corpse or ;
funeral. The validity of these measures was supported in a
vstudy by Kasimatis and.Durlak {unpublished manuscript), in
which the two death attitude factors were differentially
related to three different dimensions of religious orienta-
tion.

In summary, then, there are few clear relationships
between death attitudes and addiction or other risk-taking
behaviors. Feifel and Nagy (1980) found few significant
differences in the death attitudes of alcoholics and con-
trols, yet Kumar, Vaidya, and Dwivedi (1982) found that
chronic alcoholics admitted to significantly more fear of
death than did binge alcoholics. There is evidence that
smokers and heroin addicts have a morbid orientation toward
their own deaths (Gertler, Ferneau, & Raynes, 1973; Fred-
erick, Resnick & Wittlin, 1973; Schwebal & Kaemmerer, 1979).
Death anxiety is significantly related to suicide as a risk-
taking behavior, but shows a weak correlation with depres-
sion (Lester, 1967; Adams, Giffen, & Garfield, 1973; Pol-
lack, 1979). Measures of déath anxiety correlate with meas-
ures of general anxiety but demonstrate discriminant val-
idity (Lucas, 1974; Pollack, 1979; Littlefield & Fleming,
1984). There is growing evidence that death attitudes are

multidimensional and that attitudes toward personal death
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are distinct from more general attitudes toward death (Dev-
ins, 1977; Durlak & Kass, 1981; Durlak, 1982; Durlak & Kas-
imatis, in press). These findings suggest that the réla-
tionship between alcoholics’ death attitudes and their beha-

vior may not be clear unless attitudes toward personal death

are differentiated from more general attitudes toward death.
Also, the findings with smokers and heroin addicts suggest
that alcoholics’ attitudes toward their own deaths (as
opposed to more general death attitudes) are more likely to

covary with depression.
VIII. Summary of Literature and Hypotheses

The present study investigated the effects of depres-
gsion on expectations of personal risk or harm among male
alcoholics. Specifically, this study attempted to demon-
strate that alcoholics with varying degrees of depression
have widely discrepent perceptions of and attitudes toward
the destructive consequences of their drinking. It was
expected that non- or low-depression alcoholics would mini-
mize their personal vulnerability to the clearly adverse
sequelae of chronic alcoholism, whereas more depressed
alcoholics would more realistically assess their risks and
. be much more negative in their perceptual biases.

In a review of the literature on the objective assess-

ments of the risks associated with alcoholism, the research
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findings consistently demonstrated the shortened life expec-
tancy of the chronic alcoholic, whether due to illness,
accident, suicide, or homicide (Farbarow, 1980; Combs;Orme
et al., 1983; Wilheimsen, Elmfeldt, & Wedel, 1983; Rychtarik
et al., 1987). However, research on the subjective assess-
ments of personal risk among addicted subjects, including
alcoholics, suggests that alcohol abuse or dependence is
associated with more subjective and unrealisticlly positive
expectations of reinforcement from alcohol (Schwebal &
Kaemmerer, 1977; Selzer et al., 1977; Brown et al., 1980;
Southwick et al., 1981; Rohsenow, 1983; Brown, Creamer, &
Stetson, 1987).

The fact that this bias is self-referent and not gen-
eralized is consistent with studies demonstrating that most
people encode information about themselves differently than
they encode information about others (Kuiper & Rdgers, 1979;
Weary, 1980). In fact, to a degree it may be not only nor-
mal but also adaptive to be optimistic in one’s expectations
for one’s future (Weinstein, 1982; Layne, 1983; Weinstein,
1984; Segal & Shaw, 1986). However, to the extent that an
unrealistically positive bias lessens anxiety, it can lessen
interest in preventive behavior and support risk-taking
behavior (Weinstein, 1982; Perloff & Fetzer, 1986). Given
the obvious risks associated.with alcohol abuse, one could
plausibly speculate that alcoholic subjects’ denial reflects

a more extreme form of positive bias (Selzer et al., 1977).
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Based on these research findings, the following were hypo-

thesized:

Hypothesis 1. Low-depression subjects will show a pos-
itive bias in personal expectations regarding the con-

sequences of their drinking.

Hypothesis 2. This positive bias will be circumscribed

to expectancies for personal wellbeing, and not more

global expectations for others.

Hypothesis 3. Given the risks inherent in their drink-
ing behavior, low-depression alcoholics will show a
stronger positive bias than will low-depression medi-

cal patients.

High rates of depression and suicidal ideation or
attempts have been noted among alcoholics (Weissman et al.,
1977; Bascue & Epstein, 1980; Steer, McElroy, & Berg, 1983;
Behar, Winokur, & Berg, 1984; Berglund, 1984). Furthermore,
depressed individuals have demonstrated more negative but
more realistic appraisals of themselves and their futures
(Alloy & Abramson, 1979; Coyne & Gotlib, 1983; Layne, 1983;
Munoz & Lewinsohn, unpublished manuscript). Again, this
biaé is self-~-referent, not global, but it is skewed in the

opposite direction of biases held by nondepressed indiv-
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iduals (Bradley, 1983; Crocker, Kayne, & Alloy, 1985; Pysz-
czynski, Holt, & Greenberg, 1987). Lewinsohn et al. (1982)
and Munoz and Lewinsohn (unpublished manuscript) have.sug—
gested that a negative view of oneself is uniquely related
to depression and thus provides partial support for Beck'’'s
cognitive triad of depression, although other research does
not support their conclusion (Gibson & Becker, 1973a;
Martin, Ward, & Clark, 1983).

In the more depressed alcoholic, then, there is the
potential for two opposing biases, the interaction of which
cannot readily be predicted on the basis of empirical liter-
ature. Woodruff et al. (1973b) found depressed alcoholics
to be more like nondepressed alcoholics than like patients
with unipolar affective disorder, whereas Gibson and Becker
(1973a) found depressed alcoholics’ responses to the Beck
Depression Inventory to closely resemble those of primary
depressives. Inasmuch as Gibson and Becker’s (1973a) study
focused on the cognitive organization of depression, its
results are more likely to be predictive for this study.
Thus, based on these studies, the following were also hypo-

thesized:

Hypothesigs 4. More depressed subjects will show a
negative bias in personal expectations regarding

the consequences of their drinking.
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Hypothesis 5. This negative bias will be limited to

expectancies for personal wellbeing, and not global

expectations for others.

Hypothesis 6. More depressed alcoholics will show a

negative bias as well, and given the adverse conse-
quences of their drinking, will be more extreme in
their bias than depressed nonalcoholic medical

patients.

It is clear that the most extreme risk of alcoholism
is premature death. However, a review of the literature on
death attitudes and life-threatening behavior showed few
consistent relationships regarding the death attitudes of
the addictive population. Feifel and Nagy (1980) found few
significant differences in the death attitudes of alcoholics
and controls, while Kumar, Vaidya, and Dwivedi (1982) found
subgroup differences in the death attitudes of different
types of alcoholics. Smokers and heroin addicts have evi-
denced a somewhat morbid orientation toward their deaths
(Gertler, Ferneau, & Raynes, 1973; Resnik & Wittlin, 1973;
Schwebal & Kaemmerer, 1977). Death anxiety shows some cor-
relation with suicidal risk, a weak correlation with depres-
sion, and no clear correlation with age or health status
(Lucas, 1974; Pollack, 1979; Wagner & Lorion, 1984). A num-

ber of studies have shown attitudes toward personal death to
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be distinct from more general attitudes toward death (Dev-
ins, 1979; Durlak & Kass, 1981; Durlak, 1982; Durlak & Kasi-
matis, in press). On the basis of these findings, the fol-

lowing was hypothesized:

Hypothesis 7. The positive bias of less depressed sub-
Jects and the negative bias of depressed subjects will
be evident only in evaluations of personal death, not

in evaluations of others’ deaths.

Thus it was anticipated that alcoholics would show
significantly more extreme biases in their evaluations of
their personal health risks and mortality. Depression was
expected to determine the direction of the bias for both the

experimental and comparison groups.



METHOD

I. Subjects

Subjects were selected from three outpatient programs
at the V.A. Medical Center in Milwaukee, Wisconsin: ihe
alcohol dependence treatment program, the aftercare (sobri-
ety maintenance) program, and the hypertension clinic.
Participation was strictly voluntary, and involved filling
out a number of self-report measures. All subjects were
male and were informally screened for exclusion of any Axis
I psychiatric disorders other than nonpsychotic depression
or substance abuse. This criterion was included as higher
rates of some forms of psychopathology have been reported
among depressed, versus nondepressed, alcoholics (Hessel-
brock et al. 1985).

Hypertensive outpatients were chosen as a comparison
group because they were expected to show a range of diffi-
culties with depression and health problems, and their dis-
ease requires, like alcoholism, some changes in lifestyle.
Hypertension patients are also similar to alcoholic subjects
in that the exacerbation of their disease is to some extent
under their control. Additionally, research suggests that a

comparison group of medical patients can be expected to be
47
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more similar to alcoholics in terms of demographic back-
ground, life stressors, personality traits, and range of
severity of depressive symptoms than would be primary-
depressives (Woodruff et al, 1973b; Hamm, Major, & Brown,
1979; Coryell, Pfohl, & Zimmerman, 1984; Lloyd, 1984).

Sampling from an outpatient population was expected to
avoid some of the stresses and depression attributable to
extended lengths of stay in a hospital, involving disrup-
tions of jobs and separations from families. Similarly,
alcoholics at two different points in treatment were sampled
in an attempt to identify changes in cognitions across
treatment and levels of depression (Nakamura et al., 1983).
Additionally, all outpatient groups had received some educa-
tion regarding the nature and treatment of their diseases,
which ruled out the possibility of ignorance regarding the
potential risks associated with their conditions. Five
hypertensive subjects reporting a significant drinking
problem, as evidenced by either prior treatment for alcohol-
ism or a Short Michigan Alcoholism Screening Test (SMAST)
score of three or more, were excluded from the sample. Sim-
ilarly, nine alcoholics were excluded who reported treatment
for hypertension. The final groups contained forty subjects
each. The overall intent was to establish three groups of
subjects differing in their experience with alcohol but

relatively equivalent in their demographic backgrounds.
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II. Procedure

Alcoholic subjects were solicited from the grouﬁ
therapy sessions of both the outpatient alcohol dependence
treatment and the aftercare programs. Hypertensive patients
were recruited individually as they waited for their medical
appointments. The experimenter briefly described the purpose
of the study and explained what participation would entail.
Subjects were also informed of the confidentiality of their
responses and their right to withdraw at any time. Volun-
teers were then asked to sign an informed consent sheet and
given a packet of measures. The measures appeared in coun-
terbalanced order and were identifiable only by a subject
number. Some subjects filled out the forms with an experi-
menter present; others received a postage-paid envelope in
which to return their forms. Of those who agreed to parti-
cipate in the study (slightly over 70% of those solicited),
there was a 82% return rate with only seven instances of

incomplete data.

III. Materials

Utility of Self-Report Measures. All measures used in

this study were self-report instruments. There was no a
priori basis for questioning the validity of the responses

of the comparison group, and previous research suggests that
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most alcoholics give valid self-reports. In a frequently
cited study, Sobell and Sobell (1975) reported that out-
patient alcoholics in voluntary treatment gave valid énd
reliable reports of their personal and drinking histories.

Responses to structured interviews were compared to patient

records and were found to be 86% valid, with most of the
invalid interview responses being overestimates of the
recorded behaviors. Over 90% of the responses were reliable
when retested after a three week interval (Sobell & Sobell,
1975). Only subjects in treatment because of a court order
offered less reliable data, and the authors recommended
excluding these subjects for research purposes. However,
Sobell and Sobell (1978) later reported that, for alcoholics
in outpatient treatment, court-ordered patients gave just as
valid self-reports as did voluntary patients for both alco-
hol- and nonalcohol-related questions, again with invalid
self-reports typically involving a significant over-report-
ing of the behaviors (Sobell & Sobell, 1978).

Polich (1982) interviewed alcoholics and their col-
laterals four years post-treatment, and reported results
consistent with earlier studies: self-reports of concrete
drinking problems were generally valid, although some sub-
jects tended to underestimate recent drinking. However,
overall the self-reports were consistent with the reports of
collaterals, with discrepencies mostly involving over-

reporting by the alcoholics. Polich (1982) recommended
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treating self-reports as valid but utilizing multiple meas-
ures since validity varied with the types of self-reports.
Similarly, Stacy et al. (1985) found satisfactory validity
for self-reports of several types of substance abuse,
including alcohol use.

Several studies also indicate that direct measures are
at least as valid as indirect measures of death attitudes.
Littlefield and Fleming (1984) reported significant positive
correlations between direct and indirect measures of death
anxiety. Handel et al. (1984) found that direct measures of
death anxiety were statistically and meaningfully corre-
lated to each other, whereas a lack of any significant cor-
relations among the indirect measures raised a question as
to their validity. The authors found no consistent rela-
tionships between direct measures of death anxiety and
indirect measures, or with the variables of social desira-
bility or age. Durlak and Kasimatis’s (in press) multi-
trait-multimethod study demonstrated the validity of the two
death attitude scales used in the present study, and their
results were replicated in a subsequent study (Kasimatis &
Durlak, unpublished manuscript). Thus, self-report measures
have been shown to provide valid and reliable data on both
alcohol- and nonalcohol-related behaviors, and for reports
of death anxiety.

Independent Measures. Subjects were asked to complete

a demographic questionnaire, the Short Michigan Alcoholism
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gscreening Test, the Sensation Seeking Scale Form V, the
short form of the Social Desirability Scale, and the Beck
Depression Inventory. A copy of each measure used is'in

Appendix A.

Demographic Questionnaire. The demographic question-

naire was developed for this study. Aside from standard
information regarding age, race, marital status, etc., the
respondents were asked to rate, on a seven-point Lickert
scale, the degree of significant change in their lives in
the last year. This measure of life change was used as an
index of personal stress (Lloyd, 1984). Since both alco-
holism (Selzer et al., 1977; Rychtarik et al., 1987) and
depression (Petty & Nasrullah, 1981; Layne, 1983; Nezu &
Ronan, 1985; Krantz, 1985) have been shown to be associated
with increased rates of stress, this item assessed whether
the groups were comparable in terms of the perceived diffi-
culties in their lives. If not, any effects of this dimen-
sion could then be isocolated in the data analyses.

Short Michigan Alcoholism Screening Test (SMAST). The

SMAST (Selzer, Vinokur, & van Rooijan, 1975) is the short
form of the revised MAST, originally developed by Selzer
(1971). The original MAST is a twenty-four item self-report
measure with'acceptable degrees of reliability and validity.
MAST cutoff scores correctly identify 99% of alcoholic res-
pondents (Selzer, 1971). Zung and Charalampous’s (1975b)

item analysis of the MAST yielded additional support for its
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internal validity. Three of the four weakest items identi-
fied in Zung and Charalampous’s (1975b) study are among the
items excluded in the SMAST, which contains only thirtéen
items from the original scale but possesses comparable val-
vidity, reliability, and distribution of scores. The SMAST
also shows weak correlations with age and denial, and a
gscore of three or more has been recommended as a criterion
for alcohol abuse (Selzer, Vinokur, & van Rooijan, 1975).

Sensation Seeking Scale Form V (SSS). The SSS is a

forty-item forced-choice measure, the product of a number of
revisions and validations of the scale first developed by
Zuckerman et al.(1964). The original scale consisted of
fifty-four items designed to quantify the construct of opti-
mal stimulation level. Items are in a forced-choice format
for indicating preferences for extremes of sehsation, for
familiarity and routines, for enjoyment of danger and adven-
ture, and for the stimulation value of others. A general
factor of sensation seeking, independent of measures of
anxiety and psychopathology, was validated for both men and
women undergraduates (Zuckerman & Link, 1968). Originally
conceptualized as a desire for "optimal level of arousal,"”
sensation seeking has more recently been theorized as
reflecting differential biological sensitivity to stimula-
tion as reinforcement (Galazio, Rosenthal, & Stein, 1983).
Subsequent factor analyses and cross-cultural valida-

tion established the reliability of three factors-- Thrill
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and Adventure Seeking, Experience Seeking, and Disinhibi-
tion-- plus a less reliable factor of Boredom Susceptibility
{Zuckerman, 1971; Zuckerman, Eysenck, & Eysenck, 1978;.
Total scores consistently decline with age (Zuckerman,
vEysenck, & Eysenck, 1978). Both total scores and Disinhi-
bition factor scores have shown significant correlations
with alcohol and drug use in a number of different popula-
tions (Zuckerman, 1971; Galazio, Rosenthal, & Stein, 1983).

Social Desirabilty Scale (SDS). As a validity check, a

short form of the Marlowe-Crowne Social Desirability Scale
was included in the present study, as recommended by Stacy
et al. (1985). The original SDS (Crowne & Marlowe, 1960) is
a measure of social desirability as a response tendency with
self-report instruments. It contains 33 items describing
relatively rare culturally approved behaviors, endorsement
of which is minimally related to clinical psychopathology
(Crowne & Marlowe, 1960). Reynolds (1982) developed a thir-
teen item short form of the Marlowe-Crowne Social Desira-
bility Scale with an acceptable level of reliability (r=
.76), item-total score correlations ranging from .32 to .47,
and an overall correlation of .93 (p<.0l1) with the original
SDS.

Beck Depression Inventory (BDI). The BDI is a widely

used instrument in both research and the clinical treatment
of depression. The measure was originally validated in two

studies with psychiatric subjects, but has also demonstrated



55
its applicability with mildly depressed individuals, suici-
dal patients, medical patients, and alcoholics (Dobson &
Breiter, 1983; Steer, McElroy, & Beck, 1983; Campbell; Bur-
gess, & Finch, 1984; Oliver & Simmons, 1985; Clark et al.,

1985). Reports of BDI reliability coefficients range from

.86 to .93 (Kuiper & McCabe, 1985). The concurrent validity
of the BDI has been shown with a number of criterion meas-
ures, including the Hamilton Rating Scale, Zung Self-Rating
Scale for Depression, Automatic Thoughts Questionnaire, Dys-
functional Attitude Scale, and the depression subscale of
the MMPI (Beck, Weissman, & Kovacs, 1976; Finkle, Glass, &
Merluzzi, 1982; Dobson & Breiter, 1983; Hesselbrock et al.,
1983; Steer, McElroy, & Beck, 1983; Campbell, Burgess, &
Finch, 1984).

Hesselbrock et al. (1983) raised a question as to the
specificity of the BDI for diagnosing depression in inpa-
tient alcoholics, using the Diagnostic Interview Schedule as
their criterion measure. However, several methodological
problems with their study, including potential confounds of
sampling and treatment effects, make their results difficult
to interpret (Hagan & Schauer, 1985; Hesselbrock ét al.,
1985). Still, the authors’ argument for comparable opera-
tional definitions of depression across studies has merit,
and does lend additional significance to the generally wide
support that has been found for the BDI’s internal consis-

tency, test-retest reliability, and for the interpretation
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of the total score as a state measure of the cognitive
aspects of depression (Dobson & Breiter, 1983; Campbell,
Burgess, & Finch, 1984; Oliver & Simmons, 1985). .

The BDI is a twenty-one item measure, in which respon-

dents are asked to select one of four statements that best

describes themselves. The statements reflect a gradation of
severity of a depressive symptom. Items are balanced to
reflect cognitive, motivational, affective, and vegetative
signs of depression. Total scores range from 0 to 63, with
higher scores reflecting more severe symptoms. Beck’s ori-
ginal ranges for a normal population were: 10-15= mild,
16~23= moderate, and 24+= severe depression (Oliver & Sim-
mons, 1984). Subsequently, ranges of 9-12, 13-15, and more
than 15 representing, respectively, mild, moderate, and
severe depression in normal and medical patients, have been
recommendgd for research purposes (Beck, Weissman, & Kovacs,
1976; Finkle, Glass, & Merluzzi, 1983; Campbell, Burgess, &
Finch, 1984; Kuiper & McCabe, 1985).

In summary, then, the data from the independent meas-
ures were obtained in order to assess the comparability of
the three subject groups on several demographic variables,
as well as for the range of scores for depression and per-
ceived life stressors. The potentially confounding factors
of social desirability and sensation seeking were also
assessed. SMAST scores of three or more, and/or reports of

treatment for alcoholism, were used to corroborate group
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assignment.

Dependent Variables. The dependent variables in this

study included a Future Health Inventory, adapted from Wein-
stein’'s (1982) format, Collett and Lester’s (1969) Fear of

Death of Others Scale, and Dickstein’s (1972) Negative Eval-

uation of Death Scale. Also used was the revised short form
of the Alcohol Effects Questionnaire (Brown et al., 1980;
Rohsenow, 1983). Copies of these measures are in Appendix
B.

The Future Health Inventory (FHI) and the short form
of the Alcohol Effects Questionnaire (AEQ) were developed
and validated in a pilot study with fifty-six volunteer sub-
jects from the V.A., hospital domiciliary. In the Human Sub-
jects Review Committee of the V.A. Medical Center, a ques-
tion was raised as to the subjects’ ability to manage the
formats and length of the proposed measures. A pilot study
was thus developed to assess the clarity of the instructions
of the FHI and to see which of two measures, the Subjective
Probability Questionnaire (SPQ) (Lewinsohn et al., 1982) or
the Alcohol Effects Questionnaire (AEQ) (Brown et al., 1980;
Rohsenow, 1983), was more amenable to a short form versibn.
A detailed description of the pilot study can be found in
Appendix C. The subjects showed no difficulty with the
instructions or the format of the FHI. The measure also had
acceptable test-retest reliability, with an average corre-

lation of r= .58,
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The results of the pilot study also supported the use
of the revised AEQ for the present study. The AEQ was sim-
pler in format, and its content focused on expectatioﬂs of
reinforcement from alcohol. Item-scale, part-whole, and
'simultaneous multiple correlations allowed construction of a
shorter form of the AEQ that maintained comparable or bet-
ter item-scale correlations, ranging from r= .38 to .86.
The results of the pilot thus validated the used of the FHI
and the short form of the AEQ for the purposes of the pres-
ent study.

Future Health Inventory (FHI). The FHI was adapted

from the format used by Weinstein (1982) to assess percep-
tions of susceptibility to various health problems. Respon-
dents estimated their risk for sixteen different health
problems relative to the risk for other men their age. They
were asked to assess their comparative risk on a seven-point
continuum ranging from (-3) much below average to (+3) much
above average. The items ranged from relatively minor prob-
lems such as gum disease to more serious conditions such as
lung cancer. The content was balanced to include items that
were hypothesized to be relevant for alcoholism (e.g., liver
disease), hypertension (stroke), both conditions (ulcer), or
neither (strep throat). The relevance of the items was
assumed to be obvious and not dependent on any special know-
ledge: that is, subjects’ participation in the educational

segment of their treatment would be sufficient to acquaint
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them with the relevancy of these items for their conditions.

Alcohol Effects Questionnaire (AEQ). The original AEQ

is an eighty item measure of beliefs about the effects of
alcohol. Forty self-referent and forty other-referent
statements are presented, which subjects rate as true or
false based on their own experience. The items load onto
eight expectancy scales, for which Rohsenow (1983) reports
internal consistency ratings (using Cronbach’s alpha) rang-
ing from .49 to .74. Six of the subscales relate to expec-
tations of positive consequences of drinking: specifically,
for global positive experiences, social and physical pleas-
ure, sexual enhancement, increased power or aggression,
increased social assertiveness, and relaxation or tension
reduction. Two additional subscales measure expectations of
the negative consequences of impairment and carelessness.
The short form of the AEQ, validated in the pilot study,
contained only 70 items but showed comparable internal con-
gsistancy and test-retest reliability (cf. Appendix C).

Death Attitude Scales. The two death attitude meas-

ures selected for this study both demonstrate convergent and
discriminant validity for attitudes towards death of self
and death of others (Durlak and Kasimatis, accepted for
publiction). Collett and Lester’s (1969) Fear of Death of
Others Scale is a seven-item measure of the degree of one’s
negative reaction to the possible death of family members or

close friends. There is a five-point continuum of agreement
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to both positively and negatively worded statements such as,
"I could not accept the finality of the death of a friend."
A higher score reflects more concern about the loss of loVed
ones.

Negative views of one's own death are measured by
Dickstein’s (1972) Negative Evaluation of Death Scale. The
scale contains five items such as, "The prospect of my own
death depresses me.” The respondents state their agreement
with each item along a four-point continuum. As with the
other death attitude scale, higher scores indicate more

negative attitudes.
IV. Analyses

The original proposal suggested the use of two-way
ANOVA’s and multivariate 2x3x2 repeated measures MANOVA’s to
test for significant main effects and the interaction of
group membership and degree of depression. Initial descrip-
tive analyses, however, indicated the need for hierarchical
multiple regression analyses. Specifically, there were some
significant differences between group means on some demo-
graphic variables such as age (F= 12.55, p<.001). Also,
examination of the group means and the grand correlation
matrix suggested the need to partial out the effects of the
potential confounding variables of stress, sensation seek-

ing, and social desirability. And most importantly, the
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distribution of the BDI scores was positively skewed in such
a way as to preclude any meaningful separation into low,
medium, and high groups (Table 1).

Hierarchical multiple regression analyses were selec-
.ted for a number of reasons. First of all, multiple regres-
sion correlations can incorporate a variety of coded data,
including nominal categories and continuous variables. BDI
scores could then be retained as a continuous variable, more
clearly reflecting the distribution of scores. Secondly,
multiple regression correlations index the association
between a dependent variable and an optimally weighted com-
bination of multiple independent variables, testing the sig-
nificance of the combined independent variables as well as
the unique contribution of each independent variable. The
amount of the dependent variable variance accounted for
uniquely by a particular independent variable is expressed
as a semipartial (sr) correlation, and its significance is
assessed with a t-test. Using multiple regression corre-
lations thus permits analysis of the collective and indi-
vidual influences of the independent variables.

By utilizing a hierarchical procedure, an analysis of
covariance could be incorporated by first entering the
potentially confounding independent variables as a set.
Their effects are then partialled before testing the hypo-
thesized main predictors. Similarly, main effects must be

partialled before testing interaction variables.



GROUP

Outpatient
Alcoholic

Aftercare
Alcoholic

Hyperten-
sive

Combined

(N)

40

40

40

120

62

TABLE 1: Distribution of BDI Scores
BDI SCORE RANGES

0-4 5-9 10-14 15-19 20-24 25-29 30-36

9 6 6 6 9 1 3
11 12 11 1 3 1 1
10 12 9 5 3 1 0

30 30 26 12 15 3 4
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Thus, the multiple regressions were run in three
stages, entering first the covariates, then testing fdr main
effects of depression and group membership, and then for the
vinteractions of depression and group membership. This
hierarchical approach was the most conservative test possi-
ble, as any shared variance between the covariates and the
variables of interest was attributed solely to the covari-
ates in the first stage of the analyses. This conserva-
tive apportioning of variance minimized the likelihood of
spurious significant main effects or interactions due to the

number of variables in the regression equations.



RESULTS

Comparability of Groups. Group means were examined

vwith one-way between-group ANOVA’s for all independent vari-
ables. These data are summarized in Table 2. Overall the
groups were highly comparable, i.e. showed no significant
differences in terms of most demographic variables, includ-
ing years of education (F= .59) and socioeconomic status (F=
2.97). The only significant demographic differences were in
terms of age (F= 12.55, p<.001) and perceived life stress
(F= 11.53, p<.001). 1In both instances the greatest differ-
ence was between the hypertension and the two alcoholic
groups, with the hypertension group being older and report-
ing less life change or stress. The outpatient alcoholic,
aftercare, and hypertension groups reported very similar and
relatively low BDI scores, with respective means of 13.6
(sb= 9), 11 (8Db=7.7), and 9.3 (SD=6.6).

As anticipated, SMAST score differences were highly
significant (F= 190.5, p<.001), reflecting their use to
corroborate group assignment. Less anticipated was the
strong social desirability difference (F= 8.93, p<.001),
wherein again the hypertensive group differed more from the
two other groups, showing more social desirability effects.

The hypertensive subjects also differed significantly from

64
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One-Way Between Group ANOVA's on Independent Variables

‘INDEPENDENT VARIABLES

age

years of education

SES

life change

BDI

SMAST

social desirability

sensation seeking

*p<.05
*¥p<.01
¥1xp<.001

Qutpatient

M (8D)

47.35 (11.6)
12,12 (1.7)
1.35 (.88)
5.65 (1.6)
13.62 (9.0)
9.88 (2.9)

4.55 (3.1)

15.98 (7.5)

GROUP
Aftercare

M (SD)

45.85 (11.2)
12.60 (1.8)
1.78 (1.1)
4.92 (1.5)
10.95 (7.7)
10.18 (2.5)
4.42 (2.6)

18.58 (5.9)

Hypertension F(2,117)
M (SD)

57.30 (10.0) 12.55 xxx
12.30 (2.3) .59
1.95 (2.0) 2.97
3.78 (2.0) 11.53 *xx%
9.32 (6.6) 2.97
1.18 (1.4) 190.50 =xxx
6.88 (2.9) 8.93 xxx
12.95 (6.9) 6.66 xx
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the alcoholic groups in reporting less sensation seeking
behavior (F= 6.66, p<.01). Examination of the grand corre-
lation matrix revealed significant correlations betweén age
and the independent variables of social desirability (r=
.36, p<.001) and sensation seeking (r= -.46, p<.001). The
.overlap of variance between these variables suggested that
they were confounded with each other, as well as potential
confounds of the dependent variables.

Thus, there were either empirical or theoretical bases
for retaining the independent variables of age, life stress,
social desirability, and sensation seeking as covariates to
be included in the first stage of the multiple regression
analyses. The covariates were treated as potential con-
founds, and their effects were partialled out in the first
stage of the multiple regressions, in order to provide a
cleaner and more stringent test for the hypothesized main
effects and interactions of depression and group membership.

For the purposes of the analyses, dummy coding was
employed to allow comparisons between the outpatient alco-
holic (OP) group and both the aftercare (AF) and hyperten-
sive (HY) groups: dummy coding represents membership in "g"
mutually exclusive groups in a series of "g-1" dichotomies
{Cohen & Cohen, 1975). 1In other words,rthe outpatient alco-
holics were treated as the reference group against which to
compare the scores of the aftercare group and the hyperten-

sive group. The remaining set of comparisons, between the
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aftercare and hypertensive groups, were calculated from the
mean square of residuals from the regression equations, with
an adjustment of the degrees of freedom (cf. Cohen & Cbhen,
p. 186). Through the multiple regression equations and the
subsequent analyses of the residual variance, the signifi-
vcant covariate effects, main effects, and interactions were

identified.
I. First Stage of the Multiple Regression Analyses

Table 3 summarizes the pattern of covariate effects
identified in the first stage of the analyses. In this
first stage, any dependent variable variance attributable to
age, social desirability, life stress, or sensation seeking
was isolated and tested for its significance. Despite group
differences, the effect of age was not significant for any
of the dependent variables, probably an artifact of its
shared‘variance with the other variables of social desira-
bility and sensation seeking. Social desirability had a
significant inverse relationship to every one of the gelf-
referent dependent variables, as well as for the "global
positive feelings" subscale of the other-referent version of
the AEQ. The t values ranged from -5.48 (p<.001), for the
"power" subscale, to -2.03 (p<.05) for the "relaxation"”
subscale. This suggests a defensive bias on the part of

many of the subjects, particularly in terms of how they
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TABLE 3: Covariate Effects from the First Stage

of the Multiple Regression Analyses

age

DEPENDENT VARIABLES

Self-referent

FHI -0.93

AEQ
global
pleasure
sexual
power
social
relaxation
impairment
carelessness

NEGATIVE EVALUA-

TION OF OWN DEATH -0.95

Other-referent

AEQ
global
pleasure
sexual
power
social
relaxation
impairment
carelessness

FEAR OF DEATH
OF OTHERS

Note. t-tests of significance (1,115)

Xp<.05
Xxxp<.01
x¥xp<.001

1.56
-0.12
0.78
0.44
0.57
-0.65
-1.26
-0.44

1.83
0.30
-0.10
-0.62
-0.94
-1.38
0.17
-0.29

-0.91

COVARIATES
social sensation
desirability seeking
-3.39 Xxxx 1.30
-4.20 %xxx 2.50 %
-2.82 %% 1.71
-2.11 % 2.21 x
-3.26 Xx% 3.34 xxx
--2.03 x 2.26 %%
-2.25 % -0.09
-3.15 xx 1.23
-2.61 % -1.24
-3.06 %x 1.13
-0.72 1.32
0.21 1.05
-1.82 0.21
-0.96 0.13
0.50 0.64
-0.28 -0.37
-0.70 -0.53
2.01 x -0.03

life
stress

-0.39

-1.77
-1.01
-1.55
1.64
0.32
-0.13
2.24
2.07

—0096

-1.94
-2.10
-1.34

0.35
-1.01
-0.14
-0.35

0.36

1.02
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described themselves and their own vulnerabilities. 1In
general, subjects with higher social desirability scores
tended to acknowledge fewer concerns or negative views about
their health riéks, their susceptibility to alcohol, or
their own deaths. A social desirability effect was also
.evidenced for Collett & Lester’s (1969) Fear of Death of
Others Scale, although in the opposite direction (t= 2.01,
p<.05). It seems, then, that subjects presenting them-
selves in a socially desirable light endorsed significantly
fewer negative attitudes toward their own deaths but more
negative or fearful ones for the deaths of others,.

Sensation seeking proved to have a significant effect
for all but one of the self-referent AEQ subscales that
measure anticipation of positive effects from drinking. 1In
other words, sensation seeking showed a strong positive
relationship to personal expectations of positive consequen-
ces of drinking, including global positive feelings (t=
2.50, p<.05), feelings of sexual enhancement (t= 2.21,
p<.05), power (t= 2.14, p<.05), social assertion (t= 3.34,
p<.001), and relaxation (t= 2.26, p<.01). Conversely, among
the self-referent measures, the perception of personal
stress, as measured by recent life change, was significantly
related to only the two subscales describing the negative
consequences of drinking, namely impairment (t= 2.24, p<.05)
and carelessness (t= 2.07, p<.05). This relationship was

positive, suggesting that those subjects experiencing higher
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levels of stress were more conscious of the adverse conse-
quences of drinking. The variable of personal stress also
showed a negative relationship to one of the other-referent
positive expectancy subscales-- for enhancement of pleasure
(t= -2.10, p<.05)-- suggesting that more stressed subjects

also perceived drinking as less pleasurable generally.

I1. Second Stage of the Multiple Regression Analyses

With the effects of social desirability, sensation
seeking, and stress partialled out in the first stage of the
multiple regression analyses, the second stage tested for
significant self-other differences and for the main effects
of depression and group membership. These findings are sum-
marized in Tables 4 & 5. It should be noted that the signs
of these values are a function of the dummy coding, and
their interpretation was based on examination of group means
and variable intercorrelations, as well as individual sub-
Jject scores for interaction effects.

As hypothesized, there were significant differences in
the scores of the self-referent and other referent measures.
The two versions of the AEQ showed that subjects never con-
sidered themselves to be more influenced by alcohol than
were others, In fact, in 22 of 24 appraisals (92%) of the
potential consequences of drinking, all subject groups

viewed themselves as less affected by alcohol than were
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TABLE 4: Summary of Group Means for
AEQ and Death Attitude Scales

GROUP
Outpatient  Aftercare Hypertension All Subjects
(N= 40) (N= 40) (N= 40) (N= 120)
referent referent referent t(1,114)

self other self other self other

AEQ SUBSCALES

global positive 1.4 1.8 1.0 6.64 %2xx
2.0 2.2 1.6
pleasure 3.8 4,0 2.5 5.67 %2x
3.9 4.2 3.7
sexual 2.6 2.7 ) 1.9 7.55 sxx%
3.0 3.4 2.7
power 3.0 3.2 1.9 4.72 xxx
3.5 3.6 3.5
social assertion 3.0 3.4 » 1.9 6.14 =xx
3.4 3.4 3.2
relaxation 2.9 3.1 2.1 7.14 xxx
3.0 3.4 2.9
a
impairment 4.2 3.9 3.4 3.78 xxx
4.2 4.4 4.8
carelessness 3.3 3.4 2.8 2.29 x
3.7 3.7 3.8
DEATH ATTITUDE
SCALES 11.0 10.8 10.3 3.20 xx
25 25 24.6
a

outpatient alcoholic-hypertension group difference
F(2,112)= 3.37 *

2p<.05
x¥p<.01
X23p<, 001
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TABLE 5: Significant Main Effects and Interaction

of Depression by Groups

VARIABLE

Depression OP vs. HY AF vs. HY BDI x
OP vs. HY
DEPENDENT VARIABLES

self-referent
FHI 3.77 %x%x

AEQ
global 2.56 %
pleasure -3.31 xxx 4.29 *xx
sexual 1.99 x )
power 2.82 xx
social 2.04 -2.94 xx 4.49 xxx
relaxation -2.23 % 3.00 xx
impairment 2.05 x 2.07 ¢
carelessness

”*

NEGATIVE EVALUA-
TION OF OWN DEATH

Other-referent

AEQ

global , -2.07 % 2.75 %x
pleasure 2.17 x -
sexual 2.78 =%
power

social

relaxation

impairment 2.46 x -2.30 x

FEAR OF DEATH
OF OTHERS

Note. t-tests of main effects (1,112) and interactions (1,110)
Note. OP= outpatient, HY= hypertensive, AF=z aftercare groups
¥p<.05

xxp<.01
¥¥¥p<,001
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others. This self-other difference proved to be significant
for every one of the AEQ subscales, as well as for the meas-
ures of attitudes toward death. Table 4 includes Lrteéts of
the adjusted self-other score differences, and Appendix D
contains a description of how the difference scores were
vderived. As hypothesized, scores of self-referent measures
wére significantly less than those of other-referent meas-
ures, with t values ranging from 2.29 to 7.55. Contrary to
hypotheses, there were no significant group differences in
terms of degree of self-other discrepency, except that the
outpatient alcoholics showed significantly less self-other
difference in expectations of alcohol-related impairment
than did the hypertensive subjects (F= 3.37, p<.05).

In terms of group membership, there were no signifi-
cant differences between the outpatient and aftercare
groups. Not surprisingly, there were also no significant
interactions between this group comparison and BDI scores.
However, a number of group main effects were found in com-
parisons of each of the alcoholic groups with the hyper-
tensive group. Overall, the pattern of effects indicate
little difference between the two alcoholic groups, while
alcoholics differed from the nonalcoholic comparison group
in having significantly more positive expectations of alco-
hol consumption for themselves, and more positive and fewer
negative perceptions of drinking in general. While differ-

ences in expectations were not, as hypothesized, strictly
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self-referent, they were stronger in reference to oneself
than for others (see Table 5).

For example, compared to the hypertension group,'the
outpatient alcoholics anticipated significantly more pleas-
ure (t= -3.31, p<.001), social assertion (t= -2.94, p<.01),
and relaxation (t= -2.23, E(.05) for themselves, and sig-
nificantly more global positive feelings (t= -2.07, p<.05)
and less impairment (t= 2.46, p<.05) for others who drink.
The aftercare group also described significantly stronger
expectations of pleasure (t= 4.29, p<.001), social asser-
tion (t= 4.49, p<.001), and relaxation (t= 3.00, p<.01), as
well as global positive feelings (t= 2.56, p<.05), and
feelings of enhanced power (t= 2.82, p<.01) for themselves.
The aftercare group also differed from the hypertension
group in their expectations for others to experience more
global positive feelings (t= 2.75, p<.01), enhanced pleas-
ure (t= 2.17, p<.05) and sexual feelings (t= 2.78, p<.01),
and decreased impairment (t= -2.30, p<.05).

Examination of the group means (Table 4) indicated
that, as hypothesized, the two alcoholic groups, while
describing themselves as less affected by alcohol than
others, still expected to experience significantly more
benefits from drinking than did the hypertensive subjects.
However, the minimalization of potential alcohol-related
impairment was not, as hypothesized, self-referent but

rather other-referent, describing drinkers in general. It
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was only among more depressed subjects that this vulnera-
bility to impairment was consistently self-referent or
internalized (Table 5).

As hypothesized, level of depression had a significant
main effect for several of the self-referent but none of the
.other—referent dependent variables. Specifically, depres-
sion showed a significant positive relationship to percep-
tions of personal health risk (t= 3.77, p<.001), and to
expectations of sexual enhancement (t= 1.99, p<.05), social
assertion (t= 2.03, p<.05), and potential impairment from
drinking (t= 2.05, p<.05). Depression’s association with
expectations of relaxation from drinking also approached
gignificance (t= 1.95, p<.10). The more depressed subjects
thus reported more personal vulnerability to illness, or to
being affected by drinking. Essentially, more depressed
subjects had less illusion of personal invulnerability.

However, the more depressed subjects’ drinking-related
expectations were not negative in all areas. While they did
anticipate significantly more impairment, they also had
stronger expectations of enhancement of their own sexual and
social feelings from drinking, compared to less depressed
subjects. 1In all, the significant effect of depression for
several self-referent but no other-referent measures lends
support to the hypothesized relevancy of depression for
influencing personal but not general perceptions of vulnera-

bility. While depression’s effect was specifically self-
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referent, it was not a simple one, as it involved enhance-
ment of both positive and negative expectations regarding

the consequences of drinking.
III. Third Stage of the Multiple Regression Analyses

The final stage of the analyses tested for significant
interactions between group membership and level of depres-
sion. Only one significant interaction was identified:
level of depression interacted with the outpatient alco-
holic-hypertension group comparison for expectations of per-
sonal impairment (t= 2.07, p<.05). The interpretation of
this interaction is not straightforward, primarily because
substantial scatter in scores, especially among the less
depressed subjects, obscures any clear trend in the rela-
tionship (see Figures 1 & 2). Generally, degree of depres-
sion is positively related to degree of perceived personal
impairment from drinking for both the outpatient and hyper-
tensive subjects, and this relationship is stronger at
higher levels of depression. While the direction of this
relationship is as expected, the interaction occurs because
the depression-impairment relétionship is relatively
stronger for the hypertension group, contrary to the hypo-
theses. In other words, the level of depression had rela-
tively less, not more, influence on perception of personal

impairment for élcoholic (versus nonalcoholic) subjects.
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FIGURE 1: Interaction of Depression by Alcoholic

Group for Expectancy of Impairment
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FIGURE 2: Interaction of Depression by Hypertensive
Group for Expectation of Impairment
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DISCUSSION

The present study investigated the effects of level of
depression on male alcoholics’ expectations of personal risk
or harm. It was hypothesized that less depressed subjects
would be optimisitcally biased, whereas more depressed sub-
jects would be more sober and realistic in their appraisals
of their personal vulnerability, whether specific to the
consequences of drinking or more broadly in reference to
personal health and mortality. It was also hypothesized
that this bias would be specific to personal expectations,
and that it would be more pronounced among alcoholic sub-
jects.

In general, the data supported most of these hypothe-
ses. Levei of depression was positively associated with
perceptions of vulnerability to the effects of drinking and
to general health risks, although it was not significantly
related to attitudes toward death. Depression’s effect was,
as hypothesized, circumscribed to personal expectations;
however, alcoholic and nonalcoholic subjects differed in
terms of general as well as personal expectations of the
consequences of alcohol consumption. And the data failed to
support the hypothesized interaction between alcoholism and

depression, suggesting instead that the effects of depres-

79



80
gsion were highly comparable for alcoholic and nonalcoholic
subjects alike. Before discussing these findings at length,
however, some consideration should be given to the variables
"partialled out” in the first stage of the analyses, since
the main effects identified can only be interpreted in the

context of the covariates that had been taken into account.
I. Correlates of the Self-Report Data

Exclusive reliance on self-report measures necessarily
raises a question as to the validity of the current data.
Alcoholics in particular are notorious for their defensive
presentations of themselves, and on a common sense level,
their self-reports would be espécially suspect, despite such
findings as those of Sobell & Sobell (1875) and Polich
(1982), that indicate that alcoholics do give valid self-
reports. For the purposes of this research, self-report
measures were clearly the most direct method of assessing
subjects’ expectations; validity questions would also be
raised for less direct methods such as therapist rating
scales, or inferences of motives from observed behavior.
Also, alcoholic subjects‘in treatment could conceivably per-
ceive a demand to emphasize more negative views of drinking
and its consequences. Sampling subjects at two different
points in treatment and including a measure of social desir-

ability effects were intended to help address the question



81
of the validity of responses.

Social desirability, in fact, proved to be a potent
intervening variable, particularly in relation to the éelf-
referent dependent variables. The significant social desir-
vability effect for all of the "self" measures but only two
of the "other" measures is consistent with Kuiper’s (1979)
and Guidano and Liotti’s (1983) theories that information
about oneself is organized and evaluated differently from
other, more general knowledge or beliefs. Subjects with a
more socially desirable response style were distinctly more
defensive in their presentations of themselves, describing
less vulnerability to general health problems or to any
effects, positive or negative, from drinking. Social desir-
ability also showed a very distinct relationship to atti-
tudes toward death, being inversely related to negative
evaluations of personal death but positively associated with
fear of death of others. Apparently subjects viewed expres-
sions of concern over the loss of loved ones to be more soc-
ially acceptable than expressions of negative feelings about
one’'s own death. Again, this was consistent with a general
pattern of describing less concern and/or perception of per-
sonal vulnerability. It is also consistent with Feifel and
Nagy’s (1980) report that alcoholics reported little con-
scious fear or concern about their deaths.

Social desirability, then, was an important variable

to take into account. It is noteworthy, however, that sig-
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nificantly higher social desirability scores were found in
the hypertension comparison group, not within the alcoholic
groups. Thus, the use of this scale revealed more defen-
siveness (at least in terms of social desirability) in the
nonalcoholic comparison group. Similar findings have been
vreported by Selzer, Vinokur, and Wilson (1977), who found
that alcoholics in treatment were less defensive than either
alcoholics not in treatment or control subjects.

Tﬁo other variables significantly influenced the self-
report data: sensation seeking and life stress. The effects
of these varaibles were more limited and somewhat recipro-
cal. Sensation seeking was strongly associated with per-
sonal expectations of positive consequences of drinking,
including enhancement of feelings of sexuality, power,
social assertion, and relaxation. Sensation seekers, then,
may be especially sensitive to alcohol as a source of rein-
forcing sensations-- in line with Galazio, Rosenthal and
Stein’s (1983) conceptualization of sensation seeking as a
reflection of a distinct biological sensitivity to stimula-
tion as reinforcement. It has been suggested that sensation
seeking may be associated with a strong biological responsi-
vity to alcohol, possibly even a biological predisposition
to addiction, for a certain subset of drinkers (Zuckerman,
1971; Galazio, Rosenthal & Stein, 1983; Brown & Munson,
1987)., In this study, alcoholic subjects as a group did have

significantly higher sensation seeking scores, although the
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hypertensive subjects were also older, and sensation seek-
ing has been shown to decline with age (Zuckerman, Eysenck,
& Eysenck, 1978). Thus these data cannot really address the
question of the possible physiological underpinnings of
expectations of reinforcement from drinking, although this
.area certainly warrants further study.

Life stress was also important in that subjects repor-
ting more life change or stress anticipated significantly
more impairment and carelessness to result from their own
drinking, and significantly less pleasure for others who
drank. Again, as a group the alcoholic subjects reported
significantly more life change than the comparison group,
similar to findings of Selzer et al. (1977) and Rychtarik et
al. (1987). Entering treatment was undoubtedly a stressful
experience for many of the alcoholic subjects, and for many
wags probably preceded by or concurrent with some kind of
family, work, or legal problems. Layne (1983) and Krantz
(1985) have suggested that the experience of more negative
life events results in a less optimistic and more realistic
appraisal of the potential for future misfortune. The
stresses associated with treatment may have sensitized some
alcoholic subjects to the adverse consequences of drinking.
However, the degree of any such sensitization was apparently
limited, since the alcoholics were still generally more pos-
itive than the nonalcoholics in their perceptions of the

consequences of drinking, and all subject groups, regard-
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less of life stressors, described themselves as less influ-
enced by alcohol than others. Perhaps the experience of
life stress at least allowed some alcoholics a more complex
or differentiated set of expectancies in relation to alcohol
consumption. |

Overall, the variables of social desirability, sensa-
tion seeking, and life stress were particularly influential
in terms of the self-referent measures. Social desirability
effects were not, as hypothesized, important for alcoholic
subjects but rather for the nonalcoholic subjects. Gener-
ally, a socially desirable response style was associated
with less expression of concern about personal vulnerabil-
ity. Sensation seeking demonstrated a distinct association
with personal anticipation of positive feelings or sensa-
tions from drinking, whereas life stress was associated with
more anticipation of personal impairment or carelessness.
Utilizatioﬁ of a partialling technique proved valuable in
evaluating the relevance of these variables for the self-
report data. More importantly, it allowed their effects to
be isolated from the subsequent tests of the variables of
interest. With the covariates taken into account, the
strongest effects to emerge were those of depression and

self-other differences in appraisal of risk.

II. The Relevance of Depression
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In this study, it was hypothesized that level of
depression would prove to be significantly associated with
subjects’ perceptions of vulnerability or health risk. It
was also hypothesized that this association would be circum-
scribed to personal, rather than general expectations. The
‘data did in fact yield strong support for these hypotheses.
Depression showed a significant main effect in relation to
evaluations of personal health risk and for several of the
AEQ subscales measuring expectations of personal consequen-
ces of drinking. However, depression failed to show any
significant relationship with death attitudes, and only
interacted significantly with group membership in reference
to expectations of personal impairment from drinking.

Specifically, the data yielded strong support for the
hypothesis that depression would prove relevant for only
personal expectancies: there was a significant main effect
of depression for four of the ten self-referent but none of
the nine other-referent dependent variables. Also, there
was an additional self-referent AEQ scale (anticipation of
relaxation) for which the effect of depression approached
significance (t= 1.95,p<.10). The effect of depression was
thus distinctly self-referent, as reported by Lewinsohn et
al. (1982), Segal and Shaw (1986a), and Sweeney, Anderson,
and Bailey (1986).

Depression was associated with perceptions of greater

personal health risk and vulnerability to the effects of
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alcohol consumption. The strongest main effect for depres-
gion was in terms of perceived general health risk, as meas-
ured by the FHI (t= 3.77, p<.001). The positive rela-
tionship between BDI and FHI scores indicates that more
depressed subjects acknowledged significantly more potential
vto experience personal illness or injury. Because risk was
judged relative to that of one’s peers, the significant
finding suggests that only depressed subjects didrhot demon-
strate a systemmatic optimistic bias in judging their sus-
ceptibility to health problems. In other words, the
depressed subjects were, as hypothesized, more realistic in
their appraisals of personal health risk. These data sup-
port the hypothesis that depression is associated with more
realistic expectations and less self-enhancement in terms of
illusions of control and/or invulnerability, as reported by
Alloy and Abramson (1979), Layne (1983), Crocker, Kayne, and
Alloy (1985), Krantz (1985), and Pyszczynski, Holt, and
Greenberg (1987).

In fact, the pattern of main effects for depression in
association with the AEQ scales adds further support to the
suggestion that higher levels of depression are associated
with less illusion of personal invulnerability. The more
depressed subjects in this study described themselves as
significantly more affected by alcohol than did the less
depressed subjects. As hypothesized, depression was signi-

ficantly associated with the expectation of a negative con-
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sequence of drinking, i.e. that of impairment (t= 2.05,
p<.05). Again, this effect was self-referent, indicating
that only more depressed subjects consistently internalized
the potential vulnerability to some kind of harm from
drinking. It is noteworthy, too, that the depressed sub-
vjects’ alcohol-related expectancies were not universally
negative. More depressed subjects also anticipated signi-
ficantly more enhancement of sexual feelings (t= 1.99,
p<.05) and social assertion (t= 2.03, p<.05) as a conse-
quence of their drinking, and their expectations of relax-
ation (t= 1.95) approached significance as well. Thus
depression did not serve to simply make subjects more
pessimistic or negative in their perceptions; rather, the
more depressed subjects described balanced expectations of
both positive and negative consequences of drinking. 1In a
sense, more depressed subjects demonstrated the capacity to
see both sides of the coin, whereas less depressed subjects
denied being much affected in any way by drinking. These
data correspond to the findings of Eaves and Rush (1984),
Krantz (1985), and Munoz and Lewinsohn (submitted for pub-
lication), all of whom noted that depression had less to do
with weakened positive expectancies than with stronger neg-
ative expectancies.

Holding simultaneous expectations of positive and

negative consequences of one’s drinking could conceivably be

interpreted as indicative of disorganized or contradictory
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beliefs, in line with Eaves and Rush’s (1984) and Cook and
Peterson’s (1986) assertions that depression reflects illo-
gical thought processes. Such an interpretation, though,
would be predicated on the assumption that either alcohol
consumption does not have multiple effects, or that these
.effects are mutually exclusive of each other. Anyone who
has had the occasion to drink a little too much would almost
certainly refute these assumptions, since they have probably
experienced both desirable and undesirable consequences of
drinking. Less colloquially, the studies by Southwick et
al. (1981), Rohsenow (1983), and Brown and Munson (1987)
have demonstrated drinkers’ simultaneous expectations of
various effects from drinking. By contrast, it ig intrin-
sically contradictory for alcoholics in treatment to des-
cribe themselves as less affected by alcohol than others,
yet concurrently anticipate significantly more positive
consequences of drinking: such beliefs clearly reflect a
distorted and inconsistent view of reality. However, to
acknowledge personal susceptibility to potential illness or
injury, and to simultaneously allow for the possibility of
experiencing both positive and negative effects from drink-
ing, is an entirely consistent and even-handed appraisal of
one’s vulnerability. The current findings thus suggest that
a more realistic and less defenéively biased appraisal is a
function of the level of depreséion.

Depression did not, however, show the hypothesized
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relationship to death attitudes, even when attitudes toward
personal death were differentiated from attitudes toward
others’ deaths. These data thus support the findings of
Lucas (1974) and Wagner and Lorion (1984), both of whom
reported a weak relationship between depression and death
vanxiety. In the context of this study, the lack of a sig-
nificant relationship between depression and evaluation of
personal death, especially given the significant association
between depression and evaluations of general health risk,
suggests that death attitudes are not a logical extension of
evaluations of personal vulnerability. It is almost as if
the more depressed subjects were willing to acknowledge more
concern or worry about potential illness or impairment; but
not about their own deaths. The subjects in this study
seemed to view death attitudes as unrelated to berceptions
of personal health. Becker (1973) would view this distinc-
tion as inaicative of the fundamental human need to isolate
and deny the reality of one’s own mortality. The pattern of
results observed for the death attitude scales certainly
coincide with Becker’s (1973) position. Death attitude
scores were highly consistent across groups, as were the
significant self-other differences reported (cf. Table 4).
Apparently the realipy of personal death is remote, even for
the less defensively biased depressed subjects.

The one significant interaction identified also sug-

gests that depression is associated with less distortion of
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reality. The degree of association between depression and
perception of personal impairment from drinking differed
significantly between the outpatient alcoholic and hypérten-
sive groups (t= 2.07, p<.05). As predicted, the overall
relationship between depression and perceptions of personal
‘impairment was positive: subjects acknowledging more depres-
sion also acknowledged more potential self-harm associated
with their behavior, consistent with the findings of Farba-
row (1980) and Sweeney, Anderson, and Bailey (1986). It is
noteworthy, though, that contrary to the hypotheses, the
outpatient alcoholics’ perceptions of potential impairment
from drinking were more independent of their depression
scores, especially at lower levels of depression (Figures 1
& 2). Several interpretations of these data are possible.

Figures 1 and 2 show relatively more scatter in
impairment scores at lower levels of depression. It is pos-
sible that the brevity of the impairment subscale, consis-
ting of only five items, created a ceiling effect. The
overall distribution of impairment scores shows a preponder-
ance of high impairment scores, especially for alcoholic
subjects, regardless of the level of depression. If a
greater range of impairment scores were possible, there
might have been a clearer trend in the way in which the
alcoholic subjects’ BDI and impairment scale scores covar-
ied. Relatedly, having relatively fewer subjects with high

depression scores, especially in the hypertension group,
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limits the confidence with which one can interpret the
interaction of scores in the higher ranges. Thus the rela-
tively skewed distributions of scores, with generally high
impairment scores and generally low BDI scores, may limit
the meaningfulness of the interaction observed.

This limitation of the data notwithstanding, it
appears that alcoholics’ expectations of alcohol-related
impairment are less closely associated with their degree of
depression than are such expectations of nonalcoholics.

This could be a reflection of the poorer integration or
ordination of constructs identified among substance abusers
and more maladjusted people (Farbarow, 1980; Angellilo et
al., 1985)., If so, this would imply that denial involves
the process more than the content of alcoholics’ cognitions.
Less depressed alcoholics seem to show less coherent organi-
zation of their experiences, rather than inaccurate percep-
tions per se (Alloy & Abramson, 1979; Farbarow, 1980). In
fact, the interaction of scores among more depressed alco-
holics more closely resembled the pattern of scores among
the more depressed nonalcoholics-- in other words, alcoholic
subjects were more consistent and more like nonalcoholic
subjects at moderate to high levels of depression. Experi-
encing moderate levels of depression, then, may be adaptive
for alcoholic subjects, at least to the extent that it is
associated with a more realistic and integrated organization

of personal experience. This interpretation is consistent
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with Gibson and Becker’s (1973a) report that the cognitive
organization of depressed alcoholics paralleled that of
depressed nonalcoholics, and the conclusion of numerous
researchers that depression is associated with being less
defensively biased regarding the possibility of negative
vpersonal experiences (Layne, 1983; Krantz, 1985; Crocker,
Kayne, & Alloy, 1985). Again, though, given the skewed
distribution of scores involved, some replication of this
finding would prove valuable.

In point of fact, the effects of depression identified
are particularly noteworthy given the positively skewed dis-
tribution of BDI scores (Table 1). In general, depression
scores were relatively low, with outpatient alcoholic,
aftercare, and hypertension group mean scores of, respec-
tively, 13.6, 11, and 9.3 (see Table 2). There was no sig-
nificant difference between the group means, although the
two alcoholic groups had a broader range of scores, i.e.
scores up to 36 and 32 for the outpatient and aftercare
groups, compared to a high of 26 for the nonalcoholic group.
The depression scofes observed in the alcoholic subjects in
this study are comparable to the mean BDI score of 13.8
reported by Beck, Steer, and McElroy (1982) but are somewhat
lower than those reported by Petty and Nasrullah (1981), who
found scores above 18 for almost 40% of their sample. Also,
Hesselbrock et al. (1983) reported that over half of their

inpatient alcoholic sample had scores over 13 on the BDI.
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The slightly higher BDI scores of alcoholic subjects begin-
ning treatment are consistent with the observations of Gib-
son and Becker (1973) and Petty and Nasrullah (1981), fhat
depression levels tend to decrease across the course of
treatment. Thus, the alcoholic subjects in this study
reported fewer incidences of more severe depression than
would be expected based on previous findings.

"It is possible that the more depressed alcoholic sub-
jects in treatment were underrepresented in this sample,
because participation was strictly voluntary and involved a
full half hour of completing measures. Cooperation required
a fair amount of effort, even by the standards of less
depressed individuals. The task involved may thus have sel-
ected against more depressed subjects (almost 30% refused to
participate in the study). It is possible that with a ful-
ler distribution of depression scores, stronger main effects
for depression would have been identified. However, even
with the limitations of the BDI scores obtained, depression
proved to be a significant intervening variable in alcoholic
perceptions of personal risk.

In sum, these data lend strong support to most of the
hypotheses concerning depression. First, main effects for
depression were observed only for self-referent measures, in
support of the self-schema theories of depression (Beck et
al., 1979; Lewinsohn et al., 1982; Segal & Shaw, 1986; Pysz-

czynski, Holt, & Greenberg, 1987). Secondly, the pattern of
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main effects of depression indicated that depressed subjects
acknowledged more vulnerability to illness and impairment,
and to the effects of drinking, consistent with the hypothe-
sis that depression is associated with less illusion of con-
trol over the environment, as described by Alloy and Abram-
vson (1979), Layne (1983), Krantz (1985), and Crocker, Kayne,
and Alloy (1985). This hypothesis of depressive realism is
further supported by the fact that the more depressed sub-
jects in this study were not strictly more negative or pes-
simistic, and by the observation that at higher levels of
depression the cognitive organization of the alcoholic sub-
jects was more consistent and more like that of nonalco-
holic subjects. In general, the effects of depression were
highly comparable across groups, although depression had to
reach moderately high levels before it proved relevant for
alcoholics’ expectations of alcohol-related impairment.
Taken togefher, these data suggest that a moderate level of
depression is adaptive for an alcoholic, because it is asso-
ciated with a more consistent appraisal of personal vulnera-

bility than is evidenced by less depressed alcoholics.
ITI. Evaluations of Personal Risk
This study sought to relate the importance of self-

other distinctions in appraisals of health risk to a pop-

ulation engaging in the health-threatening behavior of



95
alcohol abuse (Farbarow, 1980; Perloff & Fetzer, 1986). It
was hypothesized that all subjects would differentiate
between personal and more general expectations of risk, and
that depression would prove relevant only in terms of per-
sonal expectations. The data yielded strong support for
vthese hypotheses. It was also hypothesized that alcoholic
subjects would show greater self-other differences in their
evaluations than would nonalccholic subjects, but there was
a failure to support this hypothesized interaction.

As hypothesized, all subjects tended to minimize their
concerns or perceptions of personal vulnerability to ill-
ness, impairment, or death relative to their perceptions of
others’ risks. This bias toward perceiving less-than-aver-
age risk did not reach significance in relation to views of
general health problems, as measured by the Future Health
Inventory (FHI). Howevér, this bias was statistically sig-
nificant for all of the AEQ subscales, measuring expected
consequences of alcohol consumption, and for the death atti-
tude scales.

The consistency and relative strength of the self-
other differences in AEQ scores suggest a distinct bias spe-
cific to expectations of the effects of alcohol. Weinstein
(1980, 1984) found that one of the strongest biases of
undergraduate subjects was in terms of perceived invulnera-
bility to alcohol-related problems. In this case clinical

subjects, including two groups of alcoholics in treatment,
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gtill described themselves as less affected by alcohol than
peorle in general, for every one of the AEQ subscales.
Alcoholic and nonalcoholic drinkers alike have demonstrated
a distinct tendency to perceive themselves as less influ-
enced by alcohol than others (Selzer et al., 1977; South-
vwick et al., 1981; Rohsenow, 1983). Perloff and Fetzer’s
(1986) "ego-defensive downward comparisons" theory can be
used to interpret the strength of this bias in relation to
alcohol. According to Perloff and Fetzer (1986), a person
will, when given the opportunity, assess his own risk for a
particular misfortune by selecting a more at-risk person as
a basis for comparison. Typically, to the extent that this
comparison target is not someone specific or close to one-
self, one is able to admit to the reality of negative events
occurring, but lessen one’s anxiety by focusing on others
more at risk than oneself. Alcoholism lends itself to such
stereotyping, and the image of a skid row bum clutching a
bottle in a brown paper bag is a fairly popular and extreme
stereotype that for most people would create a strong (and
comfortable) perception of distance between themselves and
the "typical"” alcoholic. Such an unappealing image of the
kind of person who is affected by their drinking would cer-
tainly be inconsistent with most people’s self images and
would thus reinforce minimizing personal vulnerability to
alcohol consumption.

Aside from the stigma associated with popular cultural
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images of the alcoholic, there may also be a distinct phar-
macological effect of alcohol consumption that heightens
self-other discrepencies‘in perceptions of vulnerabilify.
Hull’s (1981) self-awareness model of alcohol consumption
posits that one action of alcohol on the brain is to disrupt
vthe encoding of self-relevant information. In essence,
drinking may reinforce a lack of internalization of experi-
ences involving alcohol use by interference, on a physio-
logical level, with the brain’s ability to encode informa-
tion into coherent self-schema. Alcoholic subjects, then,
may describe themselves as less affected by drinking than
people in general because their ingestion of alcohol inhib-
ited internalization of their drinking experiences.

The other area of significant self-other differences
was in relation to attitudes toward death. As hypothesized,
all subjects described significantly less concern or worry
about their own deaths than the deaths of others. However,
scores between groups were highly comparable, indicating
that alcoholics did not show a greater discrepency in death
attitudes than did nonalcoholics, contrary to the hypothe-
ses. Becker (1973) would conceptualize the lack of worry
subjects expressed about personal death as a "normal" form
of denial. He described "organismic narcissism” as the crux
of the human condition: this narcissism is that no one
believes that they themselves will die. According to Kier-

kegaard, the paradox of being part animal, part symbolic is
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an awful and overwhelming apprehension for most people, who
in turn respond by repressing their anxieties about their
mortality and tranquilizing themselves with trivial pfeoccu-
pations (Becker, 1973). Anxiety is contained, but at the
cost of distorted perceptions of reality and a more restric-
ted lifestyle.

While the alcoholic subjects’ minimalization of con-
cern regarding their own deaths was no more extreme, the
associated distortion of reality could have more serious
implications. As Becker (1973) observes, fear of death is
adaptive, as it orients an individual toward self-preserva-

tion: "Early men who were most afraid... about their place

in nature... passed on to their offspring a realism that had
high survival value" (p. 17). Farbarow (1980) too notes

that alcoholics, engaging in a form of indirect self-des-
tructive behavior, do not recognize their behavior as real-
istically resulting in self-injury. Farbarow (1980) sug-
gests that alcoholic risk-taking generates an unrealistic
sense of power and control over the environment. Schwebal
and Kaemmerer (1977) relate this same issue of control to
smokers’ general fatalism regarding having control over
their deaths, and thus unrealistically perceiving the con-
sequences of smoking as more or less irrelevant in terms of
their life expectancy. Thus the relative lack of concern
expressed by all subjects over personal death may reflect an

innate human tendency to deny, or at least minimize, the
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anxiety and powerlessness felt in relation to personal mor-
tality. The significantly greater worry expressed for the
deaths of loved ones would then reflect a stronger sense of
reality about others’ eventual deaths.

The only measure not yielding a significant self-other
difference in perception of risk was the FHI. A trend in
the hypothesized direction was observed, but its failure to
reach significance»was probably due to the extreme variance
in scores (SD= 16.59). It may also be a function of the
directions given to the subjects to assess their risks rela-
tive to those of other men their age-~ a fairly specific
comparison target. While the FHI's comparison target was
specifically a peer figure, the "other" version of the AEQ
asked for an evaluation of the consequences of drinking for

1]

"people in general,"” thus allowing some latitude in terms of
the comparison target chosen. Perloff and Fetzer's (1986)
theory wouid prédict greater self-other discrepencies under
the less directive conditions of the AEQ instructions, as
was the case in this instance.,

Only one significant group difference in degree of
self-other discrepency was identified. The outpatient alco-
holic group showed significantly less self—othef discrepency
than the hypertensive comparison group in terms of expecta-
tion of alcohol-induced impairment (F= 3.37, p<.0l1). Con-

trary to the hypotheses, the outpatient alcoholics antici-

pated as much impairment from drinking as others, whereas
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alcoholics in aftercare expected others to be somewhat more
impaired, and hypertensive subjects expected others to be
quite a bit more impaired. These results might reflec£ the
immediacy of experiences with impairment from drinking: many
outpatient alcoholics, beginning treatment, were probably
vinvolved in recent or ongoing problems associated with their
drinking, whereas aftercare patients had several months of
treatment behind them, and the nonabusive drinkers probably
had had fewer experiences of alcohol-related impairment.
Because the AA model of treatment specifically focuses first
and foremost on admitting to be powerless over (i.e. vul-
nerable to) alcohol, participation in the treatment program
may well diminish feelings of invulnerability. Alcohol
abusérs not in treatment might have shown a more pronounced
bias in terms of perceived personal invulnerability.

The general failure to find group differences in the
degrée of self-other discrepency may, then, be in part a
function of the alcoholic subjects’ participation in a
treatment program that emphasizes personal vulnerability to
the effects of alcohol. The comparability of the groups in
terms of self-other death attitudes indicates that alcoholic
subjects were not engaging in more extreme denial of nega-
tive views about their mortality. Perhaps there is no need
for greater denial, if the substance abuse is perceived as
irrelevant to ultimate mortality risk (Schwebal & Kaemmerer,

1977; Farbarow, 1980). Or perhaps acknowledging vulnerabil-
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ity to alcohol modifies an alcoholic’s broader sense of vul-
nerabilities, bringing his perceptions of his mortality more
into line with the more "normal" death attitudes of nénalco—
holics.

This second suggestion fits the information processing
framework described by Guidano and Liotti (1983), who empha-
size that one’s self-concept is at the center of all know-
ledge, and any change in attitudes toward oneself necessar-
ily modifies one’s attitude toward reality. In other words,
self-knowledge is distinct from more general knowledge, yet
the content and the organization of the self-concept direct
how we interact with our environment, and how we assimilate
our experiences. Thus if the self-concept is modified to
incorporate the quality of I-can-be—affected-by-alcohol,
then there will be some reorganization of related beliefs,
attributions, and values that will in turn influence the
behaviors that emerge as an extension of the new self-evalu-
ation. Now poor Jjob performance can be attributed to.
impairment from a hangover, so the pattern of drinking may
change. Assimilation of these new experiences may in turn
revise related beliefs, e.g. about how much control you have
in your life, or on a deeper level your evaluation of the
kind of person you are, either or both of which have impli-
cations for your attitudes toward your death.

Overall, the consistency of the self-other discrepen-

cies and the lack of significant group differences in the
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form or degree of these discrepencies suggest that seeing
oneself as distinct from others is a very fundamental ten-
dency in human beings. Guidano and Liotti (1983) theorize
that self-knowledge is processed in a qualitatively differ-
ent manner than general knowledge, and the results of this
vstudy and those of Kuiper and Rogers (1979) and Pyszczynski,
Holt, and Greenberg (1987) support Guidano and Liotti’s
(1983) model. Similarly, Becker’s (1973) description of the
universal denial or minimalization of distreés over personal
mortality is supported by the current findings and receives
some convergent validation from the finding that people con-
sigstently differentiate between attitudes toward personal
death and more general attitudes toward death (Durlak & Kas-
imatis, in press). Apparently it is inevitable that each
person is the center of their experience, and the distinc-
tions they make between themselves and others profoundly
affect their expectations, attributions, and other cogni-

tive processes that mediate their sense of reality.
IV, Characteristic Cognitions of Alcoholics

The pattern of main effects of éroup membership indi-
cate that alcoholics and nonalcoholics differed most in
terms of their expectations of reinforcement from alcohol.
The lack of any significant differences between the outpa-

tient and aftercare alcoholic groups suggests that regard-
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less of the point in treatment, the alcoholic subjects were
still more like each other than like the nonalcoholic com-
parison group, a finding also reported by Woodruff et al.
(1973b). This similarity is further supported by the numer-
ous effects for group membership identified in comparisons
vof each of the alcoholic groups with the hypertensive group
(see Table 4).

In terms of the specific hypotheses, there was a fail-
ure to support the hypothesized group differences in terms
of evaluations of general health risks or personal death.
All subjects showed some tendency to minimize their general
health risks, but this tendency was not statistically signi-
ficant and was not, as hypothesized, more pronounced among
alcoholic subjects. Similarly, while all subjects reported
significantly fewer negative attitudes toward their own
deaths than toward the deaths of others, there were no sig-
nificant differences between the groups themselves. Per-
haps, as was suggested before, the abuse of alcohol was not
perceived by alcoholic subjects as having any particular
ramifications in terms of their illness or mortality, and as
such there was no need for a more extreme bias in percep-
tions of personal vulnerability.

However, the data yielded fairly strong support for
the hypothesized differences between alcoholic and nonalco-
holic subjects in terms of their expectations of the conse-

quences of alcohol consumption. Both alcoholic groups held
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significantly more positive expectations of reinforcement
from drinking, particularly for themselves but also to a
lesser degree for others. Thus these differences were not,
as hypothesized, limited to personal expectations, although
there were more significant differences in personal expec-
vtancies than in general expectancies. Also, contrary to the
hypotheses, the minimalization of the potential impairment
from drinking refgrred to drinkers in general, rather than
personal impairment. These results are consistent with the
findings of Southwick et al. (1981), Rohsenow (1983), and
Brown, Creamer, and Stetson (1987), all of whom reported
that alcohol abusers are consistently more oriented toward
the potential positive effects of drinking. In each of
these studies, heavier drinkers differed from nonabusing
drinkers in expecting significantly more positive conse-
quences from alcohol consumption, while not differing in
expectatidﬁs of negative consequences. Also, the relative
strength of the alcoholics’ expectancies support Brown,
Goldman, and Christianson’s (1985) and Brown and Munson’s
{1987) findings that stronger alcohol expectancies are asso-
ciated with heavier drinking, for alcoholic and nonalcoholic
drinkers.

In this study Fhe alcoholic subjects evidenced a some-
what contradictory but stronger bias in reference to percep-
tions of alcohol consumption than did the nonalcohqlic com-

parison group. All subjects evaluated themselves as less
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affected by alcohol than others, but the alcoholic subjects
simultaneously held significantly stronger expectations of
positive reinforcement from drinking, moreso for themeelves
but also for others. And, despite the fact that most of the
alcoholic subjects had certainly experienced gsome kind of
alcohol-related problems or impairment in recent months,
they still did not differ from the nonalcoholic subjects in
their anticipation of the potential negative consequences of
drinking, and even described significantly less impairment
associated with drinking in general.

It is interesting that the support for the hypothe-
sized bias was circumscribed to expectations of reinforce-
ment from alcohol in particular, and did not generalize to
broader concerns about health and mortality. In a sense,
alcoholics were no different from nonalcoholics except in
terms of their perceptions of the effects of alcohol itself.
Their expectations about alcohol were more powerful and more
inconsistent. The cognitive differences noted could be
interpreted as a function of the characteristics of alcohol-
ics in particular, or the characteristics of a broader popu-
lation of addicted or maladjusted people.

Alcoholics characteristically find feelings of vulner-
ability to be ego-dystonic, according to Farbarow (1980).
Traits of dependency and anxiety, and issues of control are
commonly identified as part of the "alcoholic personality,"”

and are clearly relevant to perceptions of vulnerability and
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to the problems of depression and low self-esteem so fre-
quently observed in alcoholics (Weissman et al., 1977; Far-
barow, 1980; Brown & Munson, 1987; Holden, 1987). The data
reflect the types of reinforcements anticipated by the alco-
holic subjects: to feel more powerful and assertive, more
‘relaxed and comfortable. All suggest a possible constella-
tion of issues and feelings related to vulnerability and
control that could be considered "typically alcoholic."”

The current data suggest that these control issues
tend to be highly focused, almost exclusively, on control in
relation to alcohol use. Perhaps the alcoholic’s preoccupa-
tion with the control over drinking is a metaphor for (and
distraction from) concerns about control or efficacy in
other areas of his life. Worrying about how much and how
well you can drink would be, in Becker’s (1973) framework, a
trivial and literally tranquilizing distraction from more
overwhelming anxiety about the limited control that you have
over your life and death. Alcohol’s actual pharmacological
effects may also reinforce drinking as a response to anxiety
and feelings of vulnerability by influencing how information
regarding personal experiences with alcohol is encoded and
assimilated (Hull, 1986). Smart (1968) even suggests that
alcohol use seems to diminish the coherence of ordering of
personal future time perspective in alcoholics. 1In other
words, the effect of alcohol on the brain seems to contri-

bute to the development of contradictory expectations of the
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consequences of personal alcohol use, both in reference to
the present and the future.

Thus the group differences observed can be interpreted
as a function of personality dynamics characteristic of
alcoholics, reinforced by the pharmacological action of
valcohol. However, while the "alcoholic" traits discussed
previously can be plausibly related to perceptions of wvul-
nerability and cognitive disorganization, most are not
exclusive to the disorder of alcoholism. Depression, anxi-
ety, and low self-esteem are also symptommatic of a number
of other psychological disorders and have been shown to
adversely affect cognitive consistency and feelings of con-
trol or power (Beck, 1967; McAllister, 1981; Martin, Ward &
Clark, 1983; Eaves & Rush, 1984; Cook & Peterson, 1986).

The distortion or incoherence of the alcoholic subjects’
expectations of reinforcement from alcohol may not be unique
to alcoholism per se, so much as the broader dynamics of
either addiction or general maladjustment.

The hypotheses regarding the main effects of alcohol-
ism in this study were based on the results of studies not
only of alcoholics, but of smokers and drug abusers as well.
The results of this study could alternately be interpreted
in the context of an addictive, rather than an alcoholic,
personality. The logic of Fishbein’s (1977) model of inter-
nalization of risk, based on his literature review of smo-

kers’ beliefs, certainly seems applicable to the interpre-
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tation of results from studies of alcohol abuse, such as
those of Rohsenow (1983) or Brown, Creamer, & Stetson
(1987). 1In fact, Marlatt’s (1978) "abstinence violation
effect" concept, again developed to describe relapses in
smoking cessation, has been employed by Cooney et al. (1987)
vto explain cognitive and affective changes in alcoholic and
nonalcoholic drinkers. And Eiser and Harding (1983) found
that beliefs about smoking were differentially related to
beliefs about drinking. Patterns of beliefs about substance
abuse seem to cut across the specific form of addiction.

The relative inconsistency of the alcoholic’s expecta-
tions can also be understood as a function of general malad-
justment. The alcoholic subjects had not meaningfully inte-
grated their beliefs: their perceptions of how they were
affected by alcohol were contradictory, and apparently iso-
lated from what would logically be related areas of concern,
i.e. general health and mortality risk. In a‘sense, the
alcoholics’ beliefs about their alcohol abuse comprised an
encapsulated area of cognitive disorganization. Angellilo
et al. (1985) found low ordination or organization of con-
structs to be a correlate of general psychological maladap-
tion, regardless of the‘particular type of pathology mani-
fested. It was the degree of organization of constructs,
rather than their actual content, that distinguished psychi-
atric subjects from the normal controls (Angellilovet al.,

1985).
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Similarly, Guidano and Liotti’s (1983) model of cogni-
tive processes posits that emotional disorders are associ-
ated with the distortion and lack of assimilation of real-
ity. Guidano and Liotti (1983) suggest that our behavior is
organized around our need to confirm and maintain a stable
éense of personal identity. To the extent that a person’s
self-image is contradictory or threatened by disconfirming
experiences that threaten self-esteem, a "protective belt"”
or defensive shell excludes or distorts the new information
in an attempt to preserve a stable sense of self (and thus
reality). As a result, experiences are not coherently
assimilated, and the individual’s interaction with reality
becomes increasingly rigid and stereotypic in order to pro-
tect the threatened self-concept. For this study, then, the
alcoholics’ contradictory evaluation of personal vulnerabil-
ity to alcohol could be expected to stimulate a defensive
response té experiences that challenge perceptions of invul-
nerability, resulting in both a less coherent organization
of expectations, and behaviors reflecting more distorted and
defensive attitudes toward reality.

In summary, then, there was mixed support for the
hypothesized group effects. The two alcoholic groups were
found to be quite si@ilar to each other, and each demonstra-
ted significant cognitive differences in comparison to the
nonalcoholic group. Contrary to the hypotheses, alcoholic

subjects did not differ from nonalcoholic subjects in atti-
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tudes toward general health or death, although they did have
significantly differént expectations of reinforcement from
alcohol. While these main effects were not, as hypothe—
sized, limited only to personal experience, there were more
significant differences in personal, rather than general,
vexpectations. Overall, alcoholic subjects held signifi-
cantly more positive expectations regarding personal alco-
hol consumption, and more positive and less negative per-
ceptions of drinking in general. Given their concurrent
perception of being less affected by alcohol than are
others, the alcoholics demonstrated a somewhat inconsistent
and disorganized set of cognitions related to their alcohol
abuse. Without a psychiatric control group, this cognitive
disorganization could be variously interpreted as charac-

teristic of alcoholism, addiction, or general maladjustment.

V. Summary and Conclusions

The purpose of this study was to examine alcoholics’
perceptions of the consequences of their alcohol abuse-- in
particular, their subjective appraisals of risk of illness,
impairment, and death. It was hypothesized that all sub-
jects would describe significantly different evaluations of
personal vulnerability, depending upon their degree of
depression, and that the differences among alcoholics would

be more extreme than those of nonalcoholics. Denial was
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conceptualized as a failure to meaningfully incorporate, as
personally relevant, more general knowledge of the potential
risks associated with one’s behavior. 1In contrast, the cog-
nitive aspect of depression emphasized involved the more
negative but realistic appraisal of personal vulnerability
to misfortune. The outcome of this study was consistent
with most of these formulations.

Most notably, what emerged was a type of counterpoint
between denial and depression. As hypothesized, the two
showed an antagonistic relationship in reference to percep-
tions of personal vulnerability. Higher levels of depres-
sion were significantly associated with acknowledging more
vulnerability to general health risks, and to the effects
{both positive and negative) of alcohol consumption. Thus
the depressed subjects demonstrated a somewhat more negative
but generally more balanced and integrated self-assessment,
which in turn implies a less distorted view of reality. 1It
should be noted, however, that this trend was evidenced
across low-to-moderate levels of depression, and as such
cannot necessarily be extrapolated to more severely
depressed subjects.

Another clear pattern that emerged was that of the
seemingly innate tendency to differentiate between evalua-
tions of oneself and of others. All subjects consistently
minimized their concerns about themselves relative to the

risks they perceived for others. Subjects were more nega-
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tive in their evaluations of others’ deaths, and others'’
susceptibility to the effects of alcohol. These differences’
do suggest that humans are inherently self-centered: not
only are self-schema the reference point for each person’s
construction of reality, but they are "normally" biased
.toward self-evaluations of being uniquely lucky or invulner-
able. Depression, again at less severe levels, appears to
involve not so much a pathological pessimism as a loss of
potentially pathological optimism.

Why qualify optimism as "potentially" pathological?
There are indications that some denial of worry can be adap-
tive. Some optimistic bias in personal expectancies may
sustain motivation for problem-solving (Weinstein, 1982;
Layne, 1983; Segal & Shaw, 1984). Denial of anxiety before
serious operations is associated with fewer post-operative
complications and speedier discharge (Goleman, 1987). There
is, however, an obvious caveat: while self-deception may be
adaptive in situations in which you cannot change the threat
at hand, it is clearly maladaptive if it results in not res-
ponding to important symptoms or cues of manageable risks
(Weinstein, 1982; Goleman, 1987). In the context of this
study, the consistency with which less depressed subjects
described themselves as less affected by alcohol than others
is remarkable, particularly since two-thirds of the subjects
were in treatment for alcohol abuse. Considering that the

cognitive organization of the more depressed alcoholics more
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closely resembled that of the nonalcoholic subjects, it is
not surprising that Holden (1987) reports that a diagnosis
of depression in an alcoholic patient is associated with
improved benefit from treatment. Alcoholics appear to be
better served by a little depression than a little denial.

Thus it does seem to be useful to consider alcoholics
a8 a heterogeneous population, and to consider depression as
one meaningful parameter for distinguishing subgroups (Sel-
zer, Winokur, & Wilson, 1977; Holden, 1987). In this study,
more depressed subjects’' self-evaluations were significantly
different from those of less depressed subjects. 1In con-
trast, no significant differences were found between alco-
holics beginning and ending treatment-- a somewhat discour-
aging finding as far as the impact of the program. There
was no evidence that the treatment program, based on widely
accepted A.A. principles, had significantly changed the
alcoholics’ perceptions of personal vulnerability or their
expectations of reinforcement from alcohol. There was also
a failure to demonstrate the hypothesized interaction
between alcoholism and depression. While there were a
number of simple group differences between alcoholic and
nonalcoholic subjects, these did not significantly interact
with level of depression as predicted. Alcoholic subjects’
biases, positive and negative, were not more extreme, and in
one instance were significantly less distinct than those of

nonalcoholic subjects. Depression was, in a sense, the



114
great equalizer, having approximately the same effect for
each group and lessening the differences between groups.

The one other area of unsupported hypotheses in this
study was that of the death attitudes. Attitudes toward
death, whether personal or of others, were originally con-
vceptualized as logical extensions of appraisals of risk of
illness and impairment. This did not prove to be the case.
The hypothesized significant self-other difference was
found, but otherwise death attitude scores were consistent
across groups and levels of depression. Death attitudes
appear to be independent, if not encapsulated, from per-
ceived risks of illness or impairment. Even depressed sub-
jects, who acknowledged more personal vulnerability, did not
seem to include death along a continuum of potential harm.
Becker (1973) may be right: mortality may hold a uniquely
isolated and defended position in the human psyche.

What-are the implications of these data for treatment?
It may be necessary to induce, or at least not counter, a
moderate level of depression in an alcoholic patient. Mod-
erate depression may be indicative of less denial and more
internalization of the real consequences of alcohol abuse.
Rather than aiming interventions at lessening depression, it
may be a more therapeutic strategy to work at tolerating
depression and anxiety-- in essence, an ego-strengthening
approach. Since alcoholics’ time perspectives are hazy, and

the reality of potential self-destruction seems remote, an
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emphasis on long range consequences may be less effective
(Smart, 1968). Instead, what would be indicated would be a
focus on integration of perceptions of the more immediate
personal consequences of alcohol abuse, which would, in
turn, require modification of the alcoholic patient’s con-
vtradictory self-image in reference to issues of vulnerabil-
ity and control. These two levels of intervention could be
conceptualized as Guidano and Liotti’s (1983) levels of per-
ipheral and deep change.

The prevailing model for intervention, Alcoholics
Anonymous, is not entirely inconsistent with these formula-
tions. A.A. emphasizes personal vulnerability, both in its
"first step" (i.e. admitting powerlessness over alcohol) and
in its requirement of introducing oneself as an alcoholic
("I'm Mike and I'm an alcoholic"). A.A.’s concept of "hit-
ting bottom" endorses the potential value of experiencing
depression. The "one day at a time" slogan is a validation
of the depressive’s world view that life is hard. Clearly,
though, A.A. is not a miracle cure. While recidivism rates
are difficult to establish, conservative estimates place
attrition from treatment at over 50% (Holden, 1987). 1In
this study, the lack of significant differences in the cog-
nitions of alcoholics beginning and completing treatment
raises a serious question as to whether any significant cog-
nitive change had taken place. And even when A.A. interven-

tions prove successful, it is often not without costs. A.A.
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fosters a certain amount of social segregation and a contin-
ued, albeit modified, preoccupation with alcohol. A.A. also
requires more or less unquestioning adherence to its ideo-
logy, and is thus often antagonistic to more psychologically
minded approaches to treatment.

Probably A.A.’s main weakness is its view that there
is one kind of alcoholism and one form of treatment for it.
While there is not yet a great deal of information on the
role of cognitions in substance abuse, there is a growing
recognition of the potential value of cognitive interven-
tions in tailoring treatment to particular patient charac-
teristics (Gossop, Eiser, & Ward, 1982; Cooney et ai., 1987;
Curry, Marlatt, & Gordon, 1987; Holden, 1987). Pre-exist-
ing health beliefs have been shown to influence reponsive-
ness to different modalities of treatment for smokers (Eiser
et al., 1985; Kaufert et al., 1986). Controlled drinking
may be a viable goal for some but not all alcoholics (Hol-
den, 1987; Rychtarik et al., 1987).

While such a treatment goal is incompatible with the
A.A. model of alcoholism, other psychological interventions
could prove to be useful supplements to (or replacements
for) A.A.’s methods. Cognitive restructuring techniques
could be employed to promote a more differentiated and inte-
grated self-concept of being strong yet not invulnerable.
Role-playing and other problem-solving techniques would con-

tribute further to ego-strengthening (Curry, Marlatt, & Gor-
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don, 1987). Cognitive rehearsal is being targeted for
relapse prevention (Cooney et al., 1987). The trend is
toward recognizing the heterogeneity of substance abusérs,
and identifying the distinct patient needs or characteris-
tics that will predict benefit from a particular treatment
.modality. The results of this study suggest that level of
depression and expectations regarding the consequences of

drinking are characteristics that warrent further study.



REFERENCES

Adams, R.L., Giffen, M.B., & Garfield, F. (1973). Risk tak-

ing among suicide attempters. Journal of Abnormal

Psychology, 82, 262-267.
Alexander, M., & Lester, D. (1972). Fear of death in para-

chute jumpers. Perceptual and Motor Skills, 34, 338.

Alloy, L.B. & Abramson, L.Y. (1979). Judgment of contin-
gency in depressed and nondepressed students: Sadder

but wiser? Journal of Experimental Psychology: General,

108, 441-485.
Angelillo, J., Cimbolic, P., Doster, J., & Chapman, J.
(1985). Ordination and cognitive complexity as related

to clinical depression.Journal of Nervous and Mental

Disease, 173(9), 546-553.
Bascue, L.O. & Epstein, L. (1980). Suicide attitudes and

experiences of hospitalized alcoholics. Psychological

Reports, 47, 1233-1234.
Beck, A.T. & Steer, R.A. (1984). Internal consistencies of
the original and revised Beck Depression Inventory.

Journal of Clinical Psychology, 40(6), 1365-1367.

BECk, AcTo, Steer’ Rvo & MCElroy’ M.GO (1982)0 RElation—

ships of hopelessness, depression, and previous suicide

attempts to suicidal ideation in alcoholics. Journal of

118



119

Studies in Alcohol, 43(9), 1042-1046.
Beck, A.T., Ward, C.M., Mendelson, M., Mock, J., & Erbaugh,
J. (1961). An inventory for measuring depression.

Archives of General Psychiatry, 4, 561-571.

Beck, A.T., Weissman, A., & Kovacs, M. (1976). Alcoholism,

hopelessness, and suicidal behavior. Journal of Studies

in Alcohol, 37, 66-77.

Becker, E. (1973). The Denial of Death. New York: The Free

Press.
Behar, D., Winokur, G., & Berg, C.J. (1984). Depression in

the abstinent alcoholic. American Journal of Psychi-

atry, 141(9), 1105-1107.
Berglund, M. (1984). Suicide in alcoholism: A prospective
gstudy of 88 suicides: I. The multidimensional diagnosis

at first admission. Archives of General Psychiatry,

41(9), 888-891.
Berman, A.C. (1973). Smoking behavior: How it is related to
locus of control, death anxiety, and belief in after-

life. Omega: Journal of Death and Dying, 4, 149-155.

Berman, A.L. & Hays, J.E. (1973). Relationship between death
anxiety, belief in afterlife, and locus of control.

Journal of Consulting and Clinical Psychology, 41, 318.

Bradley, B. & Mathews, A. (1983). Negative self-schemata in

clinical depression. British Journal of Clinical Psy-

chology, 22(3), 173-181.

Brown, S.A. (1985b). Expectancies versus background in the



120

prediction of college drinking patterns. Journal of

Consulting and Clinical Psychology, 53, 123-130.

Brown, S.A., Creamer, V.A., & Stetson, B.A. (1987). Adol-
escent alcohol expectancies in relation to personal and

parental drinking patterns. Journal of Abnormal Psycho-

logy, 96(2), 117-121.
Brown, S.A., Goldman, M.S., & Christianson, B.A. (1985). Do

alcohol expectancies mediate drinking patterns of

adults? Journal of Consulting and Clinical Psychology,
53(4), 512-519.

Brown, S.A., Goldman, M.S., Inn, A., & Anderson, L.R.
(1980). Expectations of reinforcement from alcohol:
Their domain and relation to drinking patterns. Journal

of Consulting and Clinical Psychology, 48, 419-426.

Brown, S.A. & Munson, E. (1987). Extroversion, anxiety, and

the perceived effects of alcohol. Journal of Studies on
Alcohol, 48(3), 272-276.
Campbell, I.M., Burgess, P.M., & Finch, S.J. (1984). A fac-

torial analysis of BDI scores. Journal of Clinical

Psychology, 40(4), 992-996.

Clark, D.C. et al. (1978). Unbiased criteria for severity of

depression in alcoholic inpatients. Journal of Nervous

and Mental Disease, 173(8), 482-487.

Cohen, J. & Cohen, P. (1975). Applied Multiple Regression/

Correlation Analysis for the Behavioral Sciences. New

York: John Wiley & Sons.



121
Combg-Orme, T., Taylor, J.R., Scott, E.B., & Holmes, S.J.

(1983). Violent deaths among alcoholics. Journal of

Studies in Alcohol, 44(6), 938-949.

Cook, M.L. & Peterson, C. (1986). Depressive irrationality.

Cognitive Therapy and Research, 10(3), 293-298.

Cooney, N.L., Gillespie, R.A., Baker, L.H., & Kaplan, R.F.
(1987). Cognitive changes after alcohol cue exposure.

Journal of Consulting and Clinical Psychology, 55(2),

150-155.
Coryell, W., Pfohl, B., & Zimmerman, M. (1984). The clinical
and neuroendocrine features of psychotic depression.

Journal of Nervous and Mental Disorders, 172(9), 521-

528.
Coyne, J.C. & Gotlib, I. (1986). Studying the role of cogni-
tion in depression: Well-trodden paths and cul-de-sacs.

Cognitive Therapy and Research, 10(6), 695-705,

Coyne, J.C. & Gotlib, I.H. (1983). The role of cognition in

depression: A critical appraisal. Psychological Bulle-

tin, 94(3), 472-505.
Crocker, J., Kayne, N.T., & Alloy, L.B. (1985). Comparing
the self with others in depressed and nondepressed

college students: Reply to McCauley. Journal of Per-

sonality and Social Psychology, 48(6), 1579-1583.

Cronbach, L.J. & Furby, L. (1970). How should we measure

change-- or should we? Psychological Bulletin, 74,
68-80.



122
Curry, S., Marlatt, G.A., & Gordon, J.R., (1987). Abstinence

violation effect: Validation of an attributional con-

struct with smoking cessation. Journal of Consulting

and Clinical Psychology, 55(2), 145-149.

Denoff, M.S. (1987). Irrational beliefs as predictors of

adolescent drug use and running away. Journal of Clin-

ical Psychology, 43(3), 412-421.

Devins, G. (1979). Death anxiety and voluntary passive euth-
anasia: Influences of proximity to death and exper-
iences with death in important other persons. Journal

of Consulting and Clinical Psychology, 47(2), 301-305.

Dobson, K.S. & Breiter, H.J. (1983). Cognitive assessment of
depression: Reliability and validity of three measures.

Journal of Abnormal Psychology, 92(1), 107-109.

Dobson, K.S. & Shaw, B.F. (1986). Cognitive assessmen£ of

major depressive disorders. Cognitive Therapy and

Research, 10(1), 13-29.
Durlak, J.A. (1982). Using the Templer Scale to assess

"death anxiety": A cautionary note. Psychological

Reports, 50(3), 1257-1258.
Durlak, J.A. & Kasimatis, M.D. (in press). Assessing the

validity of self-report death scales. Omega: Journal of

Death and Dying.
Durlak, J.A. & Kass, R.A. (1981). Clarifying the measurement
of death attitudes: A factor analytic evaluation of

fifteen self-report death scales. Omega: Journal of




123
Death and Dying, 12, 129-141,
Eaves, G. & Rush, A.J. (1984). Cognitive patterns in symp-
tommatic and remitted unipolar major depression..gggg:

nal of Abnormal Psychology, 93(1), 31-40.

Eiser, J.R. & Harding, C.M. (1983). Smoking, seat-belt use,

and perception of health risk. Addictive Behaviors, 8,

75-78.

Eiser, J.R., Van der Plight, J., Raw, M., & Sutton, S.R.
(1985). Trying to stop smoking: Effects of perceived
addiction, attributions for failure, and expectancy of

success. Journal of Behavioral Medecine, 8(4), 321-341.

Farbarow. N.L., ed. (1980). The Many Faces of Suicide. New

York: McGraw-Hill.
Feifel, H. & Branscomb, A.B. (1973). Who’s afraid of death?

Journal of Abnormal Psychology, 81, 282-288.

Feifel, H. & Nagy, V.T. (1981). Another look at fear of

death. Journal of Consulting and Clinical Psychology,

49, 278-286.
Feifel, H. & Nagy, V.T. (1980). Death orientation and life-

threatening behavior. Journal of Abnormal Psychology,

____9_’ 38"45-
Finkel, C.B., Glass, C.R., & Merluzzi, T.V. (1982). Differ-
ential discrimination of self-refefent statements by

depressives and nondepressives. Cognitive Therapy and

Research, 6(2), 173-183.

Florian, V. & Har-Even, D. (1983). Fear of personal death:



124
The effects of sex and religious beliefs. Omega:

Journal of Death and Dying, 14(1), 83-91.

Ford, R.E., Alexander, M., & Lester, D. (1971). Fear of
death of those in a high stress occupation. Psycho-

logical Reports, 29, 502.

Fowler, R.C., Liskow, B.I., & Tanna, V.L. (1980). Alcohol-

ism, depression, and life events. Journal of Affective

Disorders, 2, 127-135.
Frederick, C.J., Resnick, H.L.P., & Wittlin, B.J. (1973).
. Self-destructive aspects of hard core addiction.

Archives of General Psychiatry, 28, 579-585.

Freed, E.X. Alcohol and mood: An updated review. (1978).

International Journal of the Addictions, 13, 173-200.

Gabrielli, W.F. & Plomin, R. (1985). Individual differences

in anticipation of alcohol sensitivity. Journal of Ner-

vous and Mental Disease, 173(2), 111-114.

Galazio, M., Rosenthal, D., & Stein, F.A. (1983). Sensation-
seeking, reinforcement, and student drug use. Addictive
Behaviors, 8(3), 243-252.

Gertler, R., Ferneau, E., & Raynes, A. (1973). Attitudes
toward death and dying on a drug addiction uni£.

International Journal of the Addictions, 8, 265-272.

Gibson, S. & Becker, J. (1973a). Alcoholism and depression:
The factor structure of alcoholics’ responses to

depression inventories., Quarterly Journal of Studies in
Alcohol, 34, 400-408.



125

Goldney, R.D. (1981). Attempted suicide in young women:

Correlates of lethality. British Journal of Psychiatry,

139, 382-390.

Goleman, D. (1987, March). Who are you kidding? Psychology
Today, pp. 24-30.

Gossop, M., Eiser, J.R., & Ward, E. (1982). The addict’s

perceptions of their own drug-taking: Implications for

the treatment of drug dependence. Addictive Behaviors,

7, 189-194.
Gottschalk, L.A. (1985). Hope and other deterrants to ill-

ness. American Journal of Psychotherapy, 39(4), 515-

524.

Guidano, V.F. & Liotti, G. (1983). Cognitive Processes and

Emotional Disorders. New York: The Guilford Press.

Hagan, L.D. & Schauer, A.H. (1985). Assessment of depression

in alcoholics: Comment on Hesselbrock et al. Journal of

Consulting and Clinical Psychology, 53(1), 64-66.

Hamm, J.E., Major, L.F. & Brown, G.L. (1979). The quanti-
tative measurement of depression and anxiety in male

alcoholics. American Journal of Psychiatry, 136, 580-

582,
Handel, P. (1969). The relationship between subjective life
expectancy, death anxiety, and general anxiety. Journal

of Clinical Psychology, 25, 38-42.

Hatsukami, D. & Pickens, R.W. (1982). Post-treatment depres-

sion in an alcoholic and drug abuse population. Ameri-



126

can Journal of Psychiatry, 139(12), 1563-1566.

Hesselbrock, M.N., Hesselbrock, V.M., Tennen, H., Meyer,
R.E., & Workman, K.L. (1983). Methodological considera-
tions in the assessment of depression in alcoholics.

Journal of Consulting and Clinical Psychology, 51(3),

399-405.

Hesselbrock, M.N., Tennen, H., Hesselbrock, V.M., Workman-
Dahiels, K.L., & Meyer, R.E. (1985). Assessment of
depression in alcoholics: Further considerations--

Reply to Hagan & Schauer. Journal of Consulting and

Clinical Psychology, 53(1), 67-69.

Higgins, R.L. & Marlatt, G.A. (1973). Effects of anxiety
arousal on the consumption of alcohol by alcoholics and

social drinkers. Journal of Consulting and Clinical

Psychology, 41(3), 426-433.

Holden, C. (1987). Is alcoholism treatment effective?
Science, pp. 20-22,
Hull; J.G. (1981). A self-awareness model of the causes and

effects of alcohol consumption. Journal of Abnormal

Psychology, 90(6), 585-600.
Hull, J.G., Young, R.D., & Jouriles, E. (1986). Implications
of the self-awareness model of alcohol consumption:

Predicting patterns of use and abuse. Journal of Per-

sonality and Social Psychology, 51(4), 790-796.

Ingram, R.E. (1984). Information processing and feedback:

Effects of mood and information favorability on the



127
cognitive processing of personally relevant informa-

tion. Cognitive Therapy and Research, §(4), 371-386.

Kasimatis, M.D. & Durlak, J.A. (1983). Religious orientation
and death attitude factors: A correlational study.
Unpublished manuscript.

vKass, R.A. & Durlak, J.A. (1982). Clarifying and re~-clari-
fying the measurement of death attitudes: A comment.

Omega: Journal of Death and Dying, 12, 147-149.

Kaufert, J.M., Rabkin, S.W., Syrotuik, J., Boyko, E., &
Shane, F. (1986). Health beliefs as predictors of
success of alternate modalities of smoking cessation:

Results of a controlled trial. Journal of Behavioral

Medecine, 9(5), 475-489.
Kline, R.B. & Snyder, D.K. (1985). Replicated MMPI subtypes
for alcoholic men and women: Relationship to self-

reported drinking behaviors. Journal of Consulting and

Clinical Psychology, 53(1), 70-79.

Krantz, S.E. (1985). When depressive cognitions reflect

negative realities. Cognitive Therapy and Research,

89(6), 595-610.
Kristiansen, C.M., Harding, C.M., & Eiser, J.R. (1983).
Beliefs about the relationship between smoking and

causes of death. Basic and Applied Social Psychology,

4(3), 2563-261.
Kuiper, N.A. & McCabe, S.B. (1985). The appropriateness of

social topics: Effects of depression and cognitive



128
vulnerability on self and other judgments. Cognitive

Therapy and Research, 9(4), 371-379.

Kuiper, N.A. & Rogers, T.B. (1979). Encoding of personal

information: Self-order differences. Journal of Per-

sonality and Social Psychology, 37, 499-514.

vKumar, A., Vaidya, A.K., & Dwivedi, C.B. (1982)? Death
anxiety as a personality dimension of alcoholics and

nonalcoholics. Psychological Reports, 51, 634.

Labouvie, E.W. & McGee, C.R. (1986). Relation of personality

to alcohol and drug use in adolescence. Journal of

Consulting and Clinical Psychology, 54(3), 289-293.

Lang, A.R. (June, 1982). Psychosocial aspects of the rela-
tion between drinking and performance stress. Paper
presented at the First International Symposium on
Stress and Alcohol Use. Rutgers Center of Alcohol
Studies, New Brunswick, New Jersey.

Layne, C. (1983). Painful truths about depréssives’ cogni-

tions. Journal of Clinical Psychology, 39(6), 848-853.

Lester, D. (1967). Fear of death of suicidal persons. Psy-

chological Reports, 20, 1077-1088.

Lester, D. (1967). Inconsistency in the fear of death of

individuals. Psychological Reports, 20, 84.

Lester, D., Beck, A.T., & Mitchell, B. (1979). Extrapolation

from attempted suicides to completed suicides: A test.

Journal of Abnormal Psychology, 88, 78-80.

Lewinsohn, P.M., Larson, D.W., & Munoz, R.F. (1982). The



129
measurement of expectancies and other cognitions in

depressed individuals. Cognitive Therapy and Research,

6(4), 437-446.
Lewinsohn, P.M., Steinmetz, J.L., Larson, D.W., & Franklin,
J. (1981). Depression-related cognitions: Antecedent or

consequence? Journal of Abnormal Psychology, 90(3),

213-219,
Lloyd, C. (1980). Life events and depressive disorder
reviewed: I. Events as predisposing factors. Archives

of General Psychiatry, 37, 529-535.

Lloyd, C. (1980b). Life events and depressive disorder
reviewed: II. Events as precipitating factors. Archives

of General Psychiatry, 37, 541-548.

Lucas, R.A. (1974). A comparative study of measures of
general anxiety among three medical groups including

ratient and wife. Omega: Journal of Death and Dying, 5,

233-243.
Maisto, S.A., Connors, G.J., & Vuchinich, R.E., (1978).
Methodological conéiderations in alcohol research with

human subjects. Addictive Behaviors, 3, 243-251.

Mann, R.E., Vogel-Sprott, M., & Genest, M., (1983). Alcohol
and cognition: Some preliminary observations. Journal

of Studies in Alcohol, 44(5), 900-905,

Martin, M., Ward, J.C., & Clark, D.M. (1983). Neuroticism
and the recall of positive and negative personality

information. Behavior Research and Therapy, 21(5),




130
495-503,
McAllister, T. (1981). Cognitive functioning in the affec-

tive disorders. Comprehensive Psychiatry, 22(6), 572-

586.
McDonald, G.W. (1976). Sex, religion, and risk-taking peha—

vior as correlates of death anxiety. Omega: Journal of

Death and Dying, 7, 35-49.

Menninger, Karl A. (1938). Man Against Himself. New York:

Harcourt.
Minton, B. & Spilka, B. (1976). Perspectives on death in
relation to powerlessness and form of personal reli-

gion. Omega: Joyrnal of Death and Dying, 7, 261-267.

Motto, J.A. (1980). Suicide risk factors in alcohol abuse.

Suicide and Life Threatening Behaviors, 10, 230-238.

Munoz, R.F. & Lewinsohn, P.M. (1983). Cognitive character-
istics of dgpressed individuals: A study of internal
environment. Manuscript submitted for publication. |

Murphy, G.E., Armstrong, J.W. Jr., Hermele, S.L., Fischer,
J.R., & Clendinin, W.W. (1979). Suicide and alcoholism.

Archives of General Psychiatry, 36, 65-69.

Nace, E.P., Saxon, J.J. Jr., & Shore, N. (1983). A com-
parison of borderline and nonborderline alcoholic

patients. Archives of General Psychiatry, 40(1), 54-56.

Nakamura, M.M., Overall, J.E., Hollister, L.E., & Radcliffe,
E. (1983). Factors affecting outcome of depressive

symptoms in alcoholics. Alcoholism, 7(2), 188-193.




131
Nezu, A.M. & Ronan, G.F. (1985). Life stress, current
problems, problem-solving, and depressive symptoms: An

integrative model. Journal of Consulting and Clinical

Psychology, 1985, 53(5), 693-697.
Nuttall, E.A., Evenson, R.C., & Cho, D.W. (1980). Patients
of a public state mental health system who commit sui-

cide. Journal of Nervous and Mental Disorders, 168,

424-427.

Oliver, J.M. & Simmons, M.E. (1985). Affective disorders and
depression as measured by the Diagnostic Interview
Schedule and the Beck Depression Inventory in an unsel-

ected adult population. Journal of Clinical Psychology,

41(4), 469-476.
Oliver, J.M. & Simmons, M.E. (1984). Depression as measured
by the DSM-III and the Beck Depression Inventory in an

unselected adult population. Journal of Consulting and

Clinical Psychology, 52(5), 892-898.

Parker, A. (1981). The meaning of suicide to young para-

suicides: A repertory grid study. British Journal of

Psychiatry, 138, 306-312.

Perloff, L.S. & Fetzer, B.K. (1986). Self-other judgments:
and perceived vulnerability to victimization. Journal

of Personality and Social Psychology, 50(3), 502-510.

Petty, F. & Nésrullah, H.A. (1981). Secondary depression in
alcoholism: Implications for future research. Compre-

hensive Psychiatry, 22, 587-595.




132

Polich, J.M. (1982). The validity of self-reports in alco-

holism research. Addictive Behaviors, 7, 123-132.

Polivy, J., Schueneman, A.L., & Carlson, K. (1977). Alcohol
and tension reduction: Cognitive and physiological

effects. Journal of Abnormal Psychology, 85(6), 595-

600.
Pollack, J.M. (1979). Correlates of death anxiety: A review

of empirical studies. Omega: Journal of Death and

Dying, 10(2), 97-121.
Pripe, L.H. & Nelson, J.C. (1986). Alcoholism and affective

disorder. American Journal of Psychiatry, 143(8),

1067-1068.

Pyszczynski, T., Holt, K., & Greenberg, J. (1987). Depres-
sion, self-focused attention, and expectancies for
positive and negative future life events for self and

others. Journal of Personality and Social Psychology,

52(5), 994-1001.
Reynolds, W. (1982). Development of reliable and valid short
forms of the Marlowe-Crowne Social Desirability Scale.

Journal of Clinical Psychology, 38, 119-125.

Rigdon, M.A., & Epting, F.R. (1982). Re-clarifying the meas-

urement of death attitudes. Omega: Journal of Death and

Dying, 12, 143-146.
Rimm, D.C., Sininger, R.A., Flaherty, J.D., Whitley, M.D., &
Perl, M.B. (1982). A balanced placebo investigation of

the effects of alcohol vs. alcohol expectancy on simu-



133

lated driving behavior. Addictive Behaviors, 7, 27-32.

Rohsenow, D.J. (1983). Drinking habits and expectancies

about alcohol’s effects for self vs. others. Journal of

Consulting and Clinical Psychology, 51(5), 752-756.

Rohsenow, D.J. & Bachorowski, J. (1984). Effects of alcohol
and expectancies on verbal aggression in men and women.

Journal of Abnormal Psychology, 93(4), 418-433.

Ross, S.M., Gottfredson, D.K., Christiansen, P., & Weaver,
R. (1986). Cognitive self-statements in depression.

Cognitive Therapy and Research, 10(2), 159-165.

Rychtarik, R.G., Foy, D.W., Scott, T., Lokey, L., & Prue,
D.M. (1987). Five-six-year follow-up of broad spectrum
behavioral treatment for alcoholism: Effects of train-

ing controlled drinking skills. Journal of Consulting

and Clinical Psychology, 55(1), 106-108.

Sadowski, C.J., Davis, S.F. & Loftus-Vergari, M.C. (1979).
Locus of control and death anxiety: A re-examination.

Omega: Journal of Death and Dying, 10(3), 203-210.

Schwebal, A.I. & Kaemmerer, W.F. (1977). Smoking, aliena-

tion, and locus of control factors. Omega: Journal of

Death and Dying, 8(3), 239-246.

Segal, Z2.V. & Shaw, B.F. (1986). Cognition in depression: A
reappraisal of Coyne & Gotlib’s critique. Cognitive

Therapy and Research, 10(6), 671-693.

Segal. Z.V. & Shaw, B.F. (1986). When cul-de-sacs are more

mentality than reality: A rejoinder to Coyne and Got-



134

1ib. Cognitive Therapy and Research, 10(6), 707-713.
Selzer, M.L. (1971).The Michigan Alcoholism Screening Test:
The quest for a new diagnostic instrument. American

Journal of Psychiatry, 127(12), 89-94.

Selzer, M.L., Vinokur, A., & van Rooijan, L. (1975). A
self-administered Short Michigan Alcoholism Screening

Test (SMAST). Journal of Studies in Alcohol, 36(1),

117-126.,
Selzer, M.L., Vinokur, A.,, & Wilson, T.D. (1977). A psycho-
social comparison of drunken drivers and alcoholics.

Journal of Studies in Alcohol, 38, 1294-1312.

Smart, R.G. (1968). Future time perspective in alcoholics

and social drinkers. Journal of Abnormal Psychology,

_’Z_:i, 81"83.

Sobell, L.C., & Sobell, M.B. (1975). Outpatient alcoholics

give valid self-reports. Journal of Nervous and Mental

Disorders, 161, 32-42.

Sobell, L.C. & Sobell, M.B. (1978). Validity of self-reports

in three populations of alcoholics. Journal of Con-

sulting and Clinical Psychology, 46, 901-907.

Southwick, L., Steele, C., Marlatt, A., & Lindell, M.
(1981). Alcohol-related expectancies: Defined by phase

of intoxication and drinking experience. Journal of

Consulting and Clinical Psychology, 49, 713-721.

Sowa, C.J. & Lustman, P.J. (1984). Gender differences in

rating stressful life events, depression, and depres-



135

sive cognition. Journal of Clinical Psychology, 40(6),
1334-1337. |

Stacy, A.W., Widaman, K.F., Hays, R., & DiMatteo, M.R.
(1985). Validity of self-reports of alcohol and other
drug use: A multitrait-multimethod assessment. Journal
of Personality and Social Psychology, 49(1), 219-232.

Stafford, R.A. (1980). Alcoholics’ perception of the inter-
nal-external locus of control of their drinking prob-

lem. Journal of Studies in Alcohol, 41, 300-309.

Stafford, R.A. (1982). Locus of drinking problems as per-
ceived by alcoholics and treatment personnel. Journal

of Studies in Alcohol, 43(5), 593-598.

Steer, R.A., McElroy, M.G., & Beck, A.T. (1983). Correlates
of self- reported and clinically assessed depression in

outpatient alcoholics. Journal of Clinical Psychology,

39(1), 144-149.
Sweeney, P.D., Anderson, K., & Bailey, S. (1986). Attribu-
tional style in depression: A meta-analytic review.

Journal of Personality and Social Psychology, 50(5),

992-1003.
Tarter, R., Templer, D.I., & Perley, R.L.A(1974). Death

anxiety in suicide attempters. Pgychological Reports,

34, 895-897.
Tolor, A. & Murphy, V.M. (1967). Some psychological cor-

relates of subjective life expectancy. Journal of

Clinical Psychology, 23, 21-24.




136
Vasta, R. & Brockner, J. (1979). Self-esteem and self-

evaluative covert statements. Journal of Consulting and

Clinical Psychology, 47, 776-71717.

Wagner, K.D. & Lorion, R.P. (1984). Correlates of death

anxiety in elderly persons. Journal of Clinical Psy-

chology, 40(5), 1235-1241.
Weary, G. (1980). An examination of affect and egotism as

mediators of bias in causal attribution. Journal of

Personality and Social Psychology, 38, 348-357.

Weinstein, N.D. (1980). Unrealistic optimism about future

life events. Journal of Personality and Social Psy-

chology, 39(5), 806-820.
Weinstein, N.D. (1982). Unrealistic optimism about suscepti-

bility to health problems. Journal of Behavioral Mede-

cine, 5, 441-460.
Weinstein, N.D. (1984). Why it won’t happen to me: Percep-

tions of risk factors and susceptibility. Health Psy-

chology, 3(5), 431-457,.

Weissman, M.M., Pottenger, M., Kleber, H. et al. (1977).
Symptom patterns in primary and secondary depression: A
comparison of primary depressives with depressed opiate

addicts, alcoholics, and schizophrenics. Archives of

General Psychiatry, 34, 854-862.

Wilhelmsen, L., Elmfeldt, D., & Wedel, H. (1983). Cause of
death in relation to social and alcoholic problems

among Swedish men aged 35-44 years. Acta Medica




137

Scandinavia, 213(4), 263-268.

Wilson, G.T. (1981). Expectations and substance abuse: Does
basic research benefit clinical assessment and therapy?

Addictive Behaviors, 6, 221-231.

vWinokur, G. (1983). Alcoholism and depression. Substance and

Alcohol Actions Misuse, 4(2-3), 111-119.
Woodruff, R.A. Jr., Guze, S.B., Clayton, P.J., & Carr, D.

(1973b). Alcoholism and depression. Archives of General

Psychiatry, 28, 97-100.
Zuckerman, M. (1971). Dimensions of sensation seeking. Jour-

nal of Consulting and Clinical Psychology, 36(1), 45-

52.
Zuckerman, M., Eysenck, S., & Eysenck, H.J. (1978). Sensa-
tion seeking in England and America: Cross-cultural,

age, and sex comparisons. Journal of Consulting and

Clinical Psychology, 46(1), 139-149.

Zuckerman, M., Kolin, E.A., Price, L., & Zoob, I. (1964).

Development of a Sensation-Seeking Scale. Journal of

Consulting Psychology, 28(6), 477-482.

Zuckerman, M. & Link, K. (1968). Construct validity for the

Sensation-Seeking Scale. Journal of Consulting and
Clinical Psychology, 32(4), 420-426.

Zung, B.J. & Charalampous, K.D. (1975b). Item analysis of

the Michigan Alcoholism Screening Test. Journal of

Studies in Alcohol, 36(1), 127-132,




APPENDIX A



139

DEMOGRAPHIC INFO
Please remember that your answers are confidential and in no way affect your
treatment eligibility. We are interested in the general characteristics of
the entire group of research subjects.
Year of Birth:
Race: Black Caucasian Hispanic Native American Other

Marital Status: Single _Married _ Separated __Widowed _ Divorced

Educational Status: (circle one number)
Years of high school completed: 1 2 3 4

Years of college completed: 1 2 3 4
Do you have a completed graduate degree? Yes No

Employment Status: working fulltime ___ working part time retired
unemployed or layed off

What kind of work do you do?

Job Title:

Financial Status:(current annual net income) 0-10,000 11-20,000
21-30,000 31-40,000 more than 40,000

Health Status: Do you have hypertension (high blood pressure)? __Yes _ No

Are you (or have you ever been) in treatment for hypertension? Yes No

List any medication you are taking for hypertension:

Do you have an alcohol abuse problem? Yes No
Are you (or have you ever been) in treatment for alcoholism? Yes No
Are you in treatment for alcoholism because of a court order? Yes No

List any medications you are taking as part of treatment for alcoholism:
Do you have any other health problems? Yes No

If so, please list:

List any other prescription medications you take:

To what extent has your lifestyle changed in the last year:
1 2 3 4 5 6 7

no moderate extreme
changes changes changes
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ATTITUDE QUESTIONNAIRE

Listed below are a number of statements concerning personal attitudes and

traits.

Read each item and decide whether the statement is true or false as

it pertains to you personally.

T

3

L T T R |

F

It is sometimes hard for me to go on with my work if I am
not encouraged.

I sometimes feel resentful when I don’t get my way.

On a few occasions, I have given up doing something because
I thought too littie of my ability.

There have been times when [ felt like rebelling against
people in authority even though I knew they were right.

No matter who I'm talking to, I’'m always a good listener.
There have been occasions- when I took advantage of someone.
I'm always willing to admit it when I make a mistake.

I sometimes try to get even rather than forgive and forget.
I am always courteous, even to people who are disagreeable.

I have never been angry when people expressed ideas very
different from my own.

There have been times when I have been quite jealous of the
good fortune of others.

I am sometimes irritated by people who ask favors of me.

I have never deliberately said something that hurt someone’s
feelings.
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Interest and Preference Test

Each of the items below contains two choices, A and B. Please circle the
letter of the choice that most describes your likes or the way you feel. In
some cases you may find items in which both choices describe your likes and
feelings. Please choose the one which better describes your likes and
feelings. If you do not like either choice, mark the choice you dislike
least. Select only one choice, and do not leave any items blank. Wwe are
interested only in your likes or feelings, not in how others feel about
these things or how one is supposed to feel. There are no right or wrong
answers. Be frank and give vour honest appraisal of yourself.

1. A. I like wild "uninhibited” parties.
B. I prefer quiet parties with good conversation.

2. A, There are some movies that [ enjoy seeing a second or even a third
time.

B. I can’'t stand watching a movie that I've seen before.

3. A. I often wish I could be a mountain climber.
B. I can’t understand people who risk their necks climbing mountains.

4. A.
B.

I dislike all body odors.
I like some of the earthy body smells.
5. A. I get bored seeing the same old faces.
B. I like the comfortable familiarity of everyday friends.

6. A. I like to explore a strange city or section of town myself, even if
it means getting lost.
B. I prefer a guide when I am in a place I don't know well.

7. A. I dislike people who do or say things just to shock or upset others.
B. When you can predict almost everything a person will do and say, he
or she must be a bore.

8. A. I usually don’'t enjoy a movie or a play where I can predict what will
happen in advance.
B. I don’t mind watching a movie or play where 1 can predict what will
happen in advance.

9. A. I have tried marijuana or would like to.
B. I would never smoke marijuana.

10. A. I would not like to try any drug which might produce strange and
dangerous effects on me.
B. I would like to try some of the new drugs that produce hallucina-
tions.

11. A. A sensible person avoids activities that are dangerous.
B. I sometimes like to do things that are a little frightening.

12. A, I dislike "swinzersm.
B. I enjoy the company of real "swingers".



13.

14.

15.

16.
17.

18,

19.

20.
21.
22.

23.

24.

25.

26.

27.
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A. I find that stimulants make me uncomfortable.

B.

A.

B.

A,
B.

A.
B.

A.
B.

A,
B.

A.
B.

A.

B.

A,
B.

I

I

often like to get high (drinking liquor or smoking marijuana).

order the dishes with which I am familiar, so as to avoid dis-

appointment and unpleasantness.

I

I

like to try new fcods that I have never tasted before.

enjoy looking at home movies or travel slides.

Looking at someone’'s home movies or travel slides bores me tremen-
dously. '

I
I

I
I

would like to take up the sport of water skiing.
would not like to take up water skiing.

would like to try surfboard riding.
would not like to try surfboard riding.

When I go on a trip I like to plan my route and timetable fairly
carefully.

I

would like to take off on a trip with no preplanned or definite

routes or timetables.

I
I

prefer the "down to earth” kinds of people as friends.
would like to make friends in some of the "far out" groups like

artists or "hippies".

I
I

I
I

- -

[ |

I
I

would not like to learn to fly an airplane.
would like to learn to fly an airplane.

prefer the surface of the water to the depths.
would like to go scuba diving.

would like to meet some persons who are homosexual (men or women).
stay away from anyone I suspect of being "queer".

would like to try parachute jumping.
would never want to try jumping out of a plane, with or without
parachute.

prefer friends who are excitingly unpredictable.
prefer friends who are reliable and predictable.

am not interested in experience for its own sake.
like to have new and exciting experiences and sensations, even

if they are a little frightening, unconventional or illegal.

The essence of good art is in its clarity, symmetry of form, and
harmony of colors.

I

often find beauty in the "clashing" colors and irregular form

of modern paintings.

I
I

enjoy spending time in the familiar surroundings of home.
get very restless if I have to stay around home for any length of



28.

29.

30.

31.

32.

33.

34,

35.

36.

37.

38.

39.

40.

A.
B.

A.
B.

A.

B.

A,
B.

A.
B.
A.

B.
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time.

I like to dive off the high board. )
I don’t like the feeling I get standing on the high board (or I don’t
g0 near it at all).

I like to date members of the opposite sex who are physically
exciting.
I like to date members of the opposite sex who share my values.

Heavy drinking usually ruins a party because some people get loud ard
boisterous.
Keeping the drinks full is the key to a good party.

The worst social sin is to be rude.
The worst social sin is to be a bore.

A person should have considerable sexual experience before marriage.
It's better if two married persons begin their sexual experience with
each other.

Even if I had the money I would not care to associate with flighty
rich persons like those in the "jet set".

I could conceive of myself seeking pleasures around the world with
the "jet set".

I like people who are sharp and witty even if they do sometimes
insult others.

I dislike people who have their fun at the expense of hurting the
feelings of others.

There is altogether too much portrayal of sex in movies.
I enjoy watching many of the "sexy"” scenes in movies.

I feel best after taking a couple of drinks.
Something is wrong with people who need liquor to feel good.

People should dress according to some standard of taste, neatness,
and style. .

People should dress in individual ways even if the effects are some-
times strange.

Sailing long distances in small sailing crafts is foolish.
I would like to sail a long distance in a small but seaworthy sailing
craft.

I have no patience with dull or boring persons.
I find something interesting in almost every person I talk to.

Skiing down a high mountain slope is a good way to end up on
crutches.

I think I would enjoy the sensations of skiing very fast down a high
mountain slope.
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SMAST

Please answer the following questions by circling yes or no.

1.

10.
11.

12.

13.

Do you feel you are a normal drinker? (By normal we mean you drink less
than or as much as most other people.) Yes No

Does your wife, husband, a parent, or other near relative ever worry or
complain about your drinking? Yes No

Do you ever feel guilty about your drinking? Yes No

Do friends or relatives think you are a normal drinker? Yes No
Are you able to stop drinking when you want to? Yes No

Have you ever attended a meeting of Alcoholics Anonymous? Yes No

Has drinking ever created problems between you and your wife, husband,
a parent or other near relative? Yes No

Have you ever gotten into trouble at work because of drinking? Yes No

Have you ever neglected your obligations, your family, or your work for
two or more days in a row because you were drinking? Yes No

Have you ever gone to anyone for help about your drinking? Yes No
Have you ever been in a hospital because of drinking? Yes No

Have you ever been arrested for drunken driving, driving while intoxi-
cated, or driving under the influence of alcoholic beverages? Yes No

Have ydu'ever been arrested, even for a few hours, because of other
drunken behavior? Yes No
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BDI

On this questionnaire are groups of statements. Please read the entire group
of statements in each category. Then pick out the one statement in that
group which best describes the way you feel today, that is, right now! On
the answer sheet, circle the number corresponding to the statement you have
chosen. If several statements in the group seem to apply equally as well,
circle each one.

Be sure to read all of the statements in each group before making your
choice.

A.

do not feel sad

feel sad

am sad all the time and can't seem to snap out of it
am so sad or unhappy that I can’t stand it

WO
[ B o N N ]

am not particularly discouraged about the future

feel discouraged about the future

feel I have nothing to look forward to

feel that the future is hopeless and that things cannot improve

B NN

0 I do not feel like a failure

1 I feel I have failed more than the average person

2 As I look back on my life all I can see is a lot of failures
3 I feel I am a complete failure as a person

D.
0 I get as much satisfaction out of things as I used to
1 I don’t enjoy things the way I used to
, 2 I don't get real satisfaction out of anything anymore
3 I am dissatisfied or bored with everything
E.
0 I don’t feel particularly guilty
1 I feel guilty a good part of the time
2 1 feel quite guilty most of the time
3 I feel guilty all of the time '
F.
0 I don’t feel I am being punished
1 I feel I may be punished
2 I expect to be punished
3 I feel I am being punished
G.
0 I don’'t feel disappointed in myself
1 I am disappointed with myself
2 I am disgusted with myself
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I hate myself

don’t feel I am any worse than anybody else

am critical of myself for my weaknesses or mistakes
blame myself all the time for my faults

blame myself for everything bad that happens

o

don't have any thoughts of killing myself

have thoughts of killing myself, but would not carry them out
would like to kill mvself

would kill myself if I had the chance

o

don’'t cry any more than usual

cry more now than [ used to

cry all the time now

used to be able to cry, but now I can’t cry even though I want to

[N NN

am no more irritated now than I ever am

get annoyed or irritated more easily than I used to

feel irritated all the time now

don’t get irritated at all by the things that used to irritate me

o - -

have not lost interest in other people

am less interested in other people than I used to be
have lost most of my interest in other people

have lost all my interest in other people

o

make decisions about as well as I ever could

put off making decisions more than I used to

have greater difficulty in making decisions than before
can’t make decisions at all any more

o

I don't feel 1 look any worse than I used to

I am worried that I am looking old or unattractive

I feel that there are permanent changes in my appearance that make me
look unattractive

I believe that I look ugly

I can work about as well as before

It takes extra effort to get started at doing something
I have to push myself very hard to do anything

I can’t do any work at all

I can sleep as well as usual
I don’t sleep as well as I used to
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I wake up 1-2 hours earlier than usual and find it hard to get back to
sleep

I wake up several hours earlier than I used to and cannot get back to
sleep

don’t get anymore tired than usual
get tired more easily than I used to
get tired from doing almost anything
am too tired to do anything

b

My appetite is no worse than usual

My appetite is not as good as 1t used to be
My appetite is much worse now

I have no appetite at all any more

haven’t lost much weight, if any, lately
have lost more than 3 pounds

have lost more than 10 pounds

have lost more than 15 pounds

o

I am no more worried about my health than usual

I am worried about physical problems such as aches and pains, upset
stomach, or constipation

I am very worried about physical problems and it's hard to think of
much else

I am so worried about my physical problems, I cannot think about
anything else

have not noticed any change in my interest in sex
am much less interested in sex than I used to be
am much less interested in sex now

have lost interest in sex completely

=
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FHI

We want you to consider some of the various health problems that could
happen to you at some time in the future. We want you to think about your
chances and how they compare with the chances of other men your age. We
don’t want to know if you think it’'s likely or unlikely, but whether your
own risk seems greater than, less than, or about the same as other men's
risks. For each health problem, circle one number in the same row that
egstimates your chances cocmpared to your peers.

Compared to other men your age. how likely are you to experience each of
these in the future?

much slightly average slightly much
below below below for men above above above
average average average my age average average

average
epilepsy ) -3 -2 -1 0 1 2 3
diabetes -3 -2 -1 0 1 2 3
hardening of arteries -3 -2 -1 0 1 2 3
suicide attempt -3 -2 -1 0 1 2 3
liver disease -3 -2 -1 6 1 2 3
heart attack -3 -2 -1 0 1 2 3
lung cancer -3 -2 -1 0 1 2 3
ulcers -3 -2 -1 0 1 2 3
migraine headaches -3 -2 -1 0 1 2 3
asthma -3 -2 -1 0] 1 2 3
fatal auto accident -3 -2 -1 0 1 2 3
kidney disease -3 -2 -1 0 1 2 3
stroke -3 -2 -1 0 1 2 3
strep throat -3 -2 -1 0 1 2 3
40 lbs., overweight -3 -2 -1 0 1 2 3
0 1 2 3

gum disease -3 -2 -1

Please go back and underline any of these health problems that you have
already experienced.
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DAS

These questions are designed to assess your personal feelings about death
and dying. Read each statement and decide how you feel about the item. Then
indicate the strength of vour agreement or disagreement, using the scale
provided. Unless otherwise indicated, consider the death in each question to
refer to your own death. Please try to answer each question.

Strong Moderate Slight Slight Moderate Strong
Disagreement Disagreement Disagreement Agreement Agreement Agreement
1 2 3 1 5 6
Rating

1-6

1. I would experience a great loss if someone close to me died.

2. I would never get over the death of someone close to me.

3. If someone close to me died, I would miss him (or her) very much.
4, I could not accept the finality of the death of a friend.

5. I would easily adjust after the death of someone close to me.

6. I would not mind having to identify the corpse of someone I knew.
7. It would upset me to have to see someone who was dead.

Strong Somewhat Somewhat Strong
Disagreement Disagreement Agreement Agreement
1 2 3 4
Rating

1-4

1. The prospect of my own death arouses anxiety in me.

2. The prospect of my own death depresses me.

3. I envision my own death as a painful, nightmarish experience.
4. I am afraid of dying.

5. 1 am afraid of being dead.
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AEQ-SELF

We would like to find out what vou personally experience after you have had
a few alcoholic drinks. For the following possible experiences, if an item
is always or sometimes true for vou, circle true,. If the item is rarely or
never true for you, circle false. Please answer every question without
skipping any.

1. Alcohol makes me feel flushed. True False
2. Alcohol decreases muscular tension in my body. True False
3. I'm more clumsy after a few drinks. True False
4. I am more romantic when I drink. True False
5. Drinking makes the future seem brighter to me. True False
6. If I have had a couple of drinks ié is easier for

me to tell someone off. True False
7. I can’'t act as quickly when I’'ve bgen drinking. True False

8. Alcohol can act as an anesthetic for me, that is,

it can deaden pain. ’ True False
9. I often feel sexier after I've had a few drinks. True False
10. Drinking makes me feel good. True False
11, Alcohol makes me careless about my actions. True False

12, Some alcohol has a pleasant, cleansing, tingly

taste to me. True False
13. Drinking increases my aggressiveness. True False
14. Alcohol seems like magic to me. True False
15, Alcohol makes it hard for me to concentrate. True * False
16. I'm a better lover after a few drinks. True False

17. When I am drinking, it is easier to open up and
express my feelings. True False

18. Drinking adds a certain warmth to social occasions
for me. True False
19. I can’t think as quickly after I drink. True False

20. Having a few drinks is a nice way for me to



21.
22.
23.

24.
25.
26.

27.
28,

29.
30.
31.
32;

33.
34.

35.

celebrate special occasions.
Alcohol makes me worry less.
Drinking makes me inefficient.

Drinking is pleasurable because it’'s a way for me
to join in with people vho are enjoving themselves.

After a few drinks, I am more sexually responsive.
I feel more coordinat=d at%er I drink.

I'm more likely to sav =mbarassing things after
drinking.

I enjoy having sex more if ['ve had some alcohol.

Alcohol makes me less concerned about doing things
well.

Alcohol helps me sleep better.
Drinking gives me more confidence in myself.
Alcohol makes me more irresponsible.

After a few drinks it is easier for me to pick
a fight.

A few drinks make it easier for me to talk to
people.

If I have a couple of drinks it is easier to
express my feelings.

Alcohol makes me more interesting.

True
True

True

True
True

True

True

True

True
True
True

True

True

True

True

True
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False
False

False

False
False

False

False

False

False
False
False

False
False
False

False

False
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AEQ-OTHERS

We would like to find out what you think people in general experience after
they have had a few alcoholic drinks. For the following possible
experiences, if an item is always or sometimes true, circle true. If the
‘item 18 rarely or never true, circle false. Please answer every question
without skipping any.

1. Drinking makes people feel flushed. True False
2. Alcohol decreases muscular tension. True False
3. People are more clumsy after a few drinks, True False
4. People are more romantic when they drink. True False
5. Drinking makes the future seem brighter. True False
6. If someone has had a couple of drinks it is

eagsier for them to tell someone off. True False

7. People can’t act as quickly when they’ve been
drinking. True False

8. Alcohol can act as an anesthetic, that is, it
can deaden pain. ) True False

9. People often feel sexier after they’ve had a

few drinks. True False
10. Drinking makes people feel good. True False
11. Alcohol makes people careless about their actions. True False

12. Some alcohol has a pleasant, cleansing, tingly

taste. True False
13. Drinking increases aggressiveness. True False
14. Alcohol seems like magic. True False
15. Alcohol makes it hard to concentrate. True False
16. People are better lovers after a few drinks. True False

17. When people are drinking, it is easier for them

to open up and express feelings. True False
18. Drinking adds a certain warmth to social occasions. True False
19. People can't think as quickly after they drink. True False

20. Having a few drinks is a nice way for people to



21.
22.

23.

21,

25.
26.

27.

28.

29.
30.
31.
32.
33.

34.

35.

celebrate special occasions.
Alcohol makes people worry less.
Drinking makes one inerfficient.

Drinking is pleasurable because it's a way to
Jjoin in with people whc are enjoving themselves.

After a few drinks, peopi= are more sexually
responsive.

People feel more coordinited after they drink.

People are more iikely "o say =mbarassing things
after drinking.

People enjoy having sex more 1f they’'ve had some
alcohol.

Alcohol makes one less concerned about doing
things right.

Alcohol helps people sleep better.

True

True

True

True

True

True

True

True

True

True

Drinking gives people more confidence in themselves.True

Alcohol makes one more irresponsible.
After a few drinks it is easier to pick a fight.
A few drinks make it easier to talk to people.

If people have a couple of drinks it is easier
to express their feelings.

Alcohol makes people more interesting.

True

True

True

True

True

False
False

False
False

False

False
False
False

False
False
False
False
False

False

False

False
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PILOT STUDY

The Future Health Inventory (FHI) and the short form
vof the Alcohol Effects Questionnaire (AEQ) were developed
and validated in a pilot study with fifty-six volunteer sub-
jects from the V.A. hospital domiciliary. The Human Sub-
jects Review Committee of the V.A. Medical Center raised a
question as to the subjects’ ability to manage the formats
and the length of the proposed measures. In response, a
pilot study was developed to assess the clarity of the
instructions of the Future Health Inventory and to see which
of two measures, the Subjective Probability Questionnaire
(Lewinsohn et al., 1982) or the Alcohol Effects Question-
naire (Brown et al., 1980; Rohsenow, 1983), was more amena-
ble to a short form version.

All subjects were males between the ages of 19 and 67,
with a mean age of 44 and no history of significant psychi-
atric disorder. Seventy-seven percent of the sample had a
history of treatment for alcohol abuse. The subjects repre-
sented the lower to middle range of socioeconomic status
within the V.A. population, with an annual average income of
less than 10,000 dollars and'an average level of education
of thirteen years. There were no significant differences

between groups in term of age, race, marital status, educa-
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tion, or degree of life change in the last year. The only
significant difference between alcoholic and nonalcoholic
subjects was that alcohol abuse was associated with unem-
ployment (p<.01). The fifty-six subjects in the pilot study
received these three measures along with the demographic

§uestionnaire, and 66% cohpleted the forms again after a two
week interval.

The pilot subjects showed no difficulty with the for-
mat or instructions of the FHI. There were no questions
asked during the administration of the measure and a very
low incidence of incomplete data, i.e. 6%. All item means
were negative, indicating consistent expectations of less-
than-average personal health risk. Alcoholic subjects
endorsed higher rates of experience with suicide attempts,
ulcers, migraine headaches, and being overweight, but sur-
prisingly the group means of different items were not par-
ticularly affected by actual experience with the health
problem. Subjects’ appraisals of personal risk were closer
to their views of risk for their peers at the time of
retesting, with an average test-retest correlation for com-
bined samples of r=.58 (range .41 to .73). These data sug-
gested that the FHI was a feasible instrument for use in
this study.

Both Lewinsohn et al.’s (1982) Subjective Probability
Questionnaire (SPQ) and Rohsenow’s (1983) Alcohol Effects

Questionnaire (AEQ) were considered as measures of differen-
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tial expectations for oneself and for others. Adequate val-
idity and reliabilty coefficients have previously been
reported for both measures (Lewinsohn et al., 1982; Rohse-
now, 1983; Rohsenow & Bacharowski, 1984). However, each was
validated on different populations-- depressed community
vvolunteers and alcohol abusers, respectively. The SPQ con-
sists of eight scales of ten items each, representing the
positive and negative dichotomies of self and world, and
present and future. Subjects are asked to assign a proba-
bility rating, in intervals of ten, for the truth or like-
lihood of each statement, e.g. the likelihood (in %) of the
statement "I am destined to suffer" being true. Repbrted
mean scale correlations range from .59 to .70 after a two
month interval (Munoz & Lewinsohn, unpublished manuscript).

The AEQ measures beliefs about alcohol’s effects:
forty self-referent and forty other-referent statements are
rated by subjects as true or false based on their own exper-
ience. The items load onto eight expectancy scales, for
which Rohsenow (1983) reports internal consistency ratings
(using Cronbach’s alpha) ranging from .49 to .74. 8Six of
the subscales relate to expectations of positive consequen-
ces of drinking; two subscales measure expectations of nega-
tive consequences. The AEQ showed some advantage over the
SPQ in its simpler format and its focus on expectations of
reinforcement from alcohol. However, its length was similar

to that of the SPQ. Thus the responses of the subjects in
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the pilot study were examined in terms of their item-scale
correlations, to see if the number of items could be reduced
while maintaining comparable reliability and validity.

The results of the pilot study showed support for the
use of the AEQ, rather than the SPQ, for the proposed study.

The original subscales of each measure were examined for

alcoholic (N= 43), nonalcoholic (N= 13), and combined groups
(N= 56). An a priori decision was made to keep a minimum of

four items per scale, in ordér to assure a sufficient degree
of variability in scale scores to discriminate among the
subject groups. Several analyses were employed to compare
the psychometric properties of the AEQ and the SPQ and to
construct shortened revisions of each measure.

First, item~whole correlations were computed and
examined for each subscale. Item analyses indicated that
there were more poorer items on the SPQ than the AEQ, i.e.
item~scale correlations ranged from r= .20 to .86 for the
former, versus a range of r= .38 to .86 for the latter.
Items with the lowest item-whole correlations were elim-
inated, and the correlations wére re-computed to see how the
elimination of items affected the internal consistency of
the subscale. On this basis, four items were dropped from
the original AEQ subscales and four from the SPQ subscales
while maintaining comparable or stronger item-scale corre-
lations. Because the AEQ consists of two alternate forms of

the same forty items, differing only in self-other refer-
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ence, there was a more substantial reduction of overall
items from 80 to 72. Also, the subjects showed substan-
tially more difficulty with the format of the SPQ and left
more incomplete answers on that measure. Thus the results
of the analyses, plus the considerations of content rele-
Qancy, format, and length, supported the use of the revised
AEQ rather than the SPQ.

Two additional analyses were run on the AEQ pilot data
to determine whether any further reduction in the number of
items was possible. Simultaneous multiple correlations were
used to examine the unique contribution of each item to the
variance in the scale score. Part-whole correlations were
also run to calculate the correlation between each item and
a modified scale score computed without the variance of that
particular item. With so few items in each scale, the part-
whole analyses were employed to identify spurious correla-
tions, in which items are significantly correlated to the
total scale score but are unrelated to the other items in
the scale (Cohen & Cohen, 1975).

On the bases of these analyses, one more item was
dropped, reducing the total number of items in the AEQ to
70: internal consistency reliability coefficients for the
eight subscales range from r= .38 to .86 (M= .69). Average
test-retest correlations for the "self" and "other" forms of
the AEQ are, respectively, r= .73 (range of .58 to .83) and

r= .64 (range of .41 to .73). Intercorrelations for the
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eight subscales range from -.16 to .54 for the "self" ver-
sion and from -.20 to .54 for the "other" version of the
measure. Tables 6-10 summarize the data from these anaiyses.

A problem was noted with the Power subscale, in that
it showed relatively weaker internal consistency and test-
fetest reliability coefficients than did the other scales, a
finding also reported by Brown et al. (1981) and Brown,
Goldman, and Christianson (1985). However, Rohsenow (1983)
reported satisfactory internal consistency for the scale,
and it has shown some discriminant validity for heavier
drinking patterns (Rohsenow, 1983; Rohsenow & Bachorowski,
1984; Brown, 1985b). These findings suggest enough evidence
of the scale’s value to retain it for the purposes of the

present study.
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TABLE 6: Average Item-Whole Correlations

of the Original and Revised AEQ Subscales

Original Revised
Global-Self .69 .74
Global-Other .63 .69
Power-Self .61 .69
Power-Other .53 .63
Social-Self .65 .72
Social-Other .60 .70
Relax-Self .63 .63

Relax-Other .64 .65



Care-
less

.50
.01
.09
.46
.16
-.01

.25

TABLE 7: AEQ-Self Interscale Correlations

Impair- Pleasure Global Power Social Sexual

ment Positive
2 3 4 5 6 7
-.08
-.16 .54
17 .12 .32
.00 .41 .45 .38
-.03 .56 .54 .20 .44
.13 .59 .47 .16 .54 .36

Relax
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Care-
less

.54

.06

"503

-.04

-.20
.21

TABLE 8: AEQ-Other Interscale Correlations

Impair- Pleasure Global Power Social Sexual

ment

2

-.08
-.07
-.02
-.13
-.20

.22

Positive
3 4 5 6 7
.40
.06 .04
.37 .51 -.10
<47 .63 .12 .36
.52 .39 -.10 .40 .30

Relax
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TABLE 9: Original and Revised AEQ

Subscale Correlations

Self Other
Global Positive .96 .97
Power .93 .75
Social .96 ‘ .98

Relaxation .96 .96
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TABLE 10: Revised AEQ Subscale Test-Retest

Reliability Coefficients

Self Other
Carelessness .71 .90
Global Positive 77 .68
Impairment .71 .84
Pleasure .83 .79
Power .58 .05
Relaxation .73 .54

Sexual .75 .70

Social .62 .74
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TEST OF SELF~-OTHER DIFFERENCES

A problem arose in testing the significance of the
difference in self-other scores, and whether groups varied
significantly in the degree of the self-other differences.
A mixed design ANOVA testing within subjects (self-other)
and between subjects (three groups) was not sufficient,
because a simple comparison of unadjusted "self” and "other"
scores would have been impossible to interpret for several
reasons. First of all, the variables of social desirabil—
ity, sensation seeking, and life stress were significantly
confounded almost exclusively with the self-referent meas-
ures. Also, group means of these confounding variables
varied significantly, so between group comparisons were
problemmatic as well. One possible solution was to run
another multiple regression correlation, partialling the
effects of these three variables on a single difference
score for each measure. While fairly straightforward con-
ceptually, this is not a recommended method of analysis for
statistical reasons. The main argument against using a dif-
ference score in a multiple regression equation is that it
overcorrects, because it assumes a high correlation between
the two scales (Cohen & Cohen, 1975; Chronbach, 1970).

Also, the reliability of difference scores is often low, as
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it depends on the reliability of each measure as well as the
strength of the measures’ correlation (Cohen & Cohen, 1975).

The preferred method of analysis, adopted for this
study, was to partial the variance of the self-referent
measure from the variance of the other-referent measure and
fhen test the significance of their difference, both within
and between subjects (Cohen & Cohen, 1975). That is, the
"other" scores were treated as the dependent variable,
tested in the second stage of the analysis after partialling
for effects of social desirability, sensation seeking, life
stress, and "self" scores. The coding for group membership
was also included in the second stage, allowing a between-
groups test of the self-other differences.

Because social desirability effects were associated
with minimalization of personal vulnerability, unadjusted
self-other difference scores would have been exaggerated,
especially for the hypertension group, who had significantly
higher social desirability scores. By using a partialling
procedure, the test was more conservative, supporting the
validity of the significant differences found for all of the
AEQ self-other comparisons. Similarly, without partialling
the effects of sensation seeking and life stress, spurious
group differences in self-other evaluations might have
resulted because the hypertension group significantly dif-
fered from the alcoholic groups on these two measures. When

these were taken into account, there was only one signifi-



170
cant group difference in degree of self-other discrepency,
between the outpatient and hypertension groups for alcohol-

related impairment.
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