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CHAPTER I
INTRODUCTION

There has been a growing conviction in recent years that the recovery of
the emotionally ill depends not merely upon speciflic treatment procedures but
also on the socio-psychologicsal characteristics of the environment in which
they are treated. Several mental hospitals in this country and abroad have
supplemented their treatment programs with 'milisu therspy" (Main, 1346;
Jonss, 1953; Stanton and Schwarts, 1954; Caudill, 1958; Cumuing and Cumming,
1962).

At the same time, scientists in the various disciplines have accepted
the mental hospital as amn object of research. From these efforts, there has
been increasing evidence forthcoming to illustrate the inter-relatedness of
actions in the "hospital community." Several writers have shown that inter-
personal relations, adwministrative actions and ihe commmmication of such
occurrences affect the progress of the patients (Repoport, 1957; Caudill,
1958; Parker, 1959).

Concurrent with tha above approach has been a re-emphasis on socio-
cultural theory and the problem of mental illness (Gillemn, 1955; Merion,
1957; Cumming sad Cumming, 1962). Harry Stack Sulliven's influence is
apparent (19314; 1931B). Today more thean ever before, social scientists
are advocating a "socio-therapeutic model" of psychotherapy (Cumming and
Cumming, 1962; Kelman, 1958; 1961). The valus of such an approach has been

h
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supported in the final report of the Joint Commission on Mental Illnsss and
Health (1961). This report advocates the use of milieu approaches because
such approaches are effective while at the same time qulte practical since
they nake fewsr demands on an already severs deficit in mental health
persomnal.

The value of permissiveness and freedom of commmication in treating
adult scting-out disordsrs within the context of the therapeutic commmity
has received mention in the literature (Jomes, 1953; 19%4; Rapoport, 1959;
Margolis et al, 1963). This treatment model is based on the assumption that
personslity disorders are in great part the result of adverse environmental
circumstences; which prevent or hinder personality development. By fostering
comnmity methods of treatment it is hoped that the adverse environmental
effects may be reversed or neutralized, thereby affording an opportunity for
emotional growth. The results of such aspproaches have been generally
favorsble. However, systematic methods of measuring change in individuals
exposed to such treatment have yet to be developed and conclusive results are
not as yet forthcoming.

Though documentation is limited, the more promising results obtained in
ths use of therapeutic milieu approaches has been with the so-called acting-
cut or personality disorders (Rapoport, 1960; Taylor, 1949; Jones, 1953;
1957; Bettelhiem, 1950; Redl, 1952). Deepite this, there is a paucity of
literature reporting the use of this spproach with chronic alcoholics.

Concurrent with the developments cited above there has been an increas-
ing awaremess of the importance of the "hospital image" as it refers to the
views of the memtal hospital. This image, in essence, is nothing more than a
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constellation of attitudes which various groups (e.g. patients, family
members, hospital personnel, etc.) have sbout the mental hospital. The
importance of these attitudes and consequences for pstient improvement has
been well documented (Brady et al, 1959; Klett, 1963; Resnikeff, 1963).

In the final analysis, the attitude of the psychiatric patient toward
the treatment milieu is one of the most important determinants of the total
treatment process. It has been noted that the greater the patient's
{dentification with the treatment milieu, the better his prognosis
(Wallerstein, 1957).

Again, despite the importance of the sbove, there are relatively few
studies in the literature which sttempt systematically to measure the
attitudes of psychiatric patients towsrd their treatment milieu. There sre
even fewer which attempt to measure systematically the attitudes of chronic
alcoholics toward their treatment milieu.

There are no studies which have attempted systematically to investigate
the attitudes of chronic alcoholics toward a "treatment center" which
actually approsches the "therspeutic milieu" model as defined by authorities
in the field.

This study is concerned with investigating the sttitudes of alccholic
patients toward the alcoholic treatment cemter in which they are hospitalised,
More specifically, it deals with the empirical development of a reliable and
valid attitude scale for sliciting, measuring and comparing attitudes of
alcoholics toward the treatment cemter in which they are hospitaliszed. The
goal of the latter was that of determining whether a significant change in
attitude, as measured by the attitude scale occurs as a result of exposure to




a therapeutic community type of treatment.

The above rescarch aims lsd to the formulation of the following
nypotheses with which the present study is primarily concerned:

1. There will be a high correlation between scores obtained by the same
individud on two halves of the scals. Specifically, if the attitude scale
congists of statements which are interdependent and homogeneous, a high
coefficient of internal consistency will be obtained when the scores of
respondents on the even numbered statements of the scale are correlsated with
their scores on the odd mmbered statements. In the foregoing proposition,
the corollary that co-variation among responses is assumed to be related to
the varistion of an wnderlying variable, is implicit {Green, 1957).

2. If the research instrumant is 2 valid measwre of the alcoholic
patient's attitudes toward the treatment cemter, then the mean score of 2
group of patients sho have been exposed to a therapesutic commmity type of
hospitel situotion for one month should be significantly higher than the
masn score of the same group, obtalned asppraximately cne week afier adnission
It is essumed, then, that the experiences which these patients encounter in
the treatment situation will be favorable and will facilitate changes in
that direction. In the foregoing proposition, the corollary that validity
refers Lo the extent to which the scale weasures the varisble it was
designed to messwre, is iwplicit.

It was thought that this project would be of value for sevoral reasons.
It could provide those who are working in alcoholic treatment programs with
a relisble and valid instrment for assessing the favorsbleness of patlents!
attitudes toward their centers. DBecause of the facility and speed vwith which
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guch a scale can be administered and scored, it should make it possible to

study and compare large groups of alcoholic patients. Finally, the scale may

provide research scientists and administrators with a means of determining
the effectiveness of existing treatment philosophy and methodology.




CHAPTER II
REVIDW OF THE RBLATED LITERATURE

There are a mumber of publications in the literature which relate to the
present study in a general way. Some of these studies deal explicitly with
milieu therspy and the slcoholic. Others deal with hospitsl image and the
attitudes of alcoholics toward mental hospitals. These studies, however,
differ from the present one in terms of purpose, population studied,
research design or methodology. Since the primary focus in this dissertation
will be on the construction and validation of the proposed paycbnlogicél
instrument, the chapter will also include literaturs on attitudes. The
literature then will be presented and reviewed under three general headings,
one dealing with milieu therspy and the alcoholic, another dealing with
attitude and attituds change and finally, one dealing with hospital image and
the alcoholic.

Milieu Therapy snd the Alcohalic

In the past few years the term "milieu therspy" has become extremely

popular. Few hospitals or treatment facilities will admit to not supplying

a therspeutic milieu. Some treatment facilities, for example, state that
the treatment given to their patients is milieu therspy when in fact little
more than custodial care is given to them. It 1s necessary then to
determine just exactly what may be called s therapeutic milieu.
Community methods of treatment in mental hospitals evolved from the work
6
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dong in England during Jorld War II at Northfield Hospital and were applied
to civilian situations by Maxwell Jones and others to meet the meeds of treabd
ing specific kinds of disorders (Bridges, 19U3; Jomes, 1923). Jomes, for
example, at the social rehsbilitation unit at Delmont Hospital, applied the
methods to treating socislly maladjusted individuals who could not hold down
jobs or live with others in a normal socizl mamner. It must be pointed out,
however, that the first recorded attempt at a therapeutic community was a
failwre. Taylor (1958) describes the efforts of Bion and Rickman. Their
attempts Lo restructurs Northfield Hospital aroused such hostility that they
ware forced to leave. However, the work of Maxwell Jones and others in the
g that by 1953 Rioch and Stanton had published a re-

field were so encourag
view article regarding the promising new developments in milieu therspy
(Rioch and Stanton, 1953).

In spite of the fact that milieu treatment approaches received great
impetus in the early 1950's, the beginnings of this approach may be traced to
Harry Stack Sullivan (1931). There followed many early experiments in
milieu therapy. The Menningers developed what has been called "prescribed
environments,” in which attitudes of staff and activities of the patient were
prescribed in terms of the individual patient's psycho-dynamic diagnosis
(Menninger, 1939).

At Chestnut Lodge, Freida Fromm-Reichmann carried forward the therapeu-
tic use of ward personnel (1946). Others following in this tradition,
developed a series of researches into the therapeutic power of the total
environment. This work culminated in the publication of The Mental Hospital

by Alfred Stenton and Morris Schwarts (1954). A few years later, William
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Caudill contributed two analyses of the effect of culture upon patient care
(1958; 1961). Since Caudill's work there have been many additional publica-
tions on milieu therspy. However, the most significant work of recent years
nas been that of Cumming and Cumming (1962).

Throughout the accumulated development of theory and practice in ths
area of milieu treatment there has been one notable deficiency. Most
authorities in the field have been reluctant to consider the posaibility that
the milieu might itself bring about specific changes in the behavior of
patients. Maxwell Jones (1953) seems to be the exception. Jones developed
his theory of the therspeutic community while working with patients diagnosed
as having sociopathic disorders. He used the total interpersonal environment
as his major therapeutic tool. Repoport ( 1960) reported in a follow-up study
of patients treated at the social rehabilitation unit of Belmont Hospital in
England that 52% of the people who were in treatment for almost seven months
or longer improved a year later.

Despite the dramatic results reported in utilizing the therapeutic
milieu with acting-out disorders there have been few who have utilized this
approach with the chronic alcoholic. Chronic alcoholics are among other
things, people who have difficulty accepting and understanding the effect of
their actions on others and are in need of social rehabilitation. The
democratic aspect of the therapsutic community facilitates self-awareness,
self-control and social recovery by fostering significant relationships with
others, by abandoning priviledged communication and by emphasizing communal
confrontation (Repoport, 1960). This type of treatment, then, is extremely
well suited for the alcoholic patient and should be utilized when ever




possible.
Cumning and Cumming (1962) lend support to the spproach of Jones and
Repoport and define milieu therapy as follows:
"Milieu therapy is a scientific manipulation of

the environment aimed at producing changes in
the personality of the patient." (Cumming and

Cumming, 1962, p. 5).
It is this definition which will be utilized in the present study.

Practically all of the authorities previously quoted in the area of
therspeutic milieu, point out that the following aspects must be considered
and actively manipulated before one may clearly state that he is utilizing a
therapeutic milieu approach; the physical setting; authority and control;
roles and role relationships; culture; and finally, communication. If any of
the aforementioned aspects could be considered the most important, especially
in treating acting-out disorders, we would necessarily choose that of
authority and control.

Most authorities would agree that patient government is necessary in
considering a therapeutic milieu spproach. In patient government, the
patient can:

1], Develop constitutional government with by-laws
and regular meetings and elect officers to pos-
itions of leadership and responsibility which
are recognized by both patients and hospital auth-
orities. These leaders cen assist the adminis-
tration, occupationsl therapists, nurses, atten-
dants and volunteer workers through consultation
in planning and assignment of tasks.

2. Vote on complaints and suggestions and present
them to the hospital authorities as the collective

desire of the patient body rather than of one
individual.




3. Organize and assign their own ward duties.
Li. Recommend changes in ward rules.

5. Arrange, organigze, and conduct; and assume
responsibility for, social activities.

6. Originate, plan and carry through a variety of
special activity programs such as painting pro-
jects, mural paintings, writing and editing
the hospital paper.

7. Form comittees and elect leaders to engage in
any program of hospital betterment approved by
the hospital authorities." (Hyde and Solomon,
1950).

The important functional unit of patient government is the use of ward
meetings. In such meetings all problems can be discussed, some can be solved
and ambiguities and obstructions that prevent sclution can be dealt with.

A therapeutic community type of treatment with alcoholics may be effective
only if it utilizes the definition given by Cwmming and Cumming and combines
this with the fullest utilisation of patient government.

Despite Foriz's (1959) article on therapeutic community and team work,
the literature provides relatively few publications dealing with the intra-
mural treatment of alcoholic patients.

Agrin (1960) describes the Georgian Clinic as a therapeutic community
for alcoholics. The author makes use of Wilmer's definition of a
therapeutic community (1958). The clinic utilizes the skills and services of
medicine, psychiatry, and religion with both in-patients and out-patients.
Although the program seems to be quite well organized, there are several
deficiencies in the therapeutic community treatment given. From what can be
ascertained from the article, very little use is made of patient government.

Although there are commnity meetings once or twice a week they are used to
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"discuss house-kesping and administrative measures." Secondly, in spite of
the fact that authorities in the field of therapeutic milieu treatment stress
the necessity of assessing attitudes, little systematic investigation of
attitudes was reported by Agrin. Finally, it is interesting to note that
although Agrin describes the Georgian Clinic as a therspeutic community for
alcoholics, the director of the Clinic prefers to view the Georgisn Clinic
as a "chemo-psychotherapeutic" program for the rehabilitation of alcoholics
(Fox, 1959).

Jensen (1962) describes a treatment program for alcoholics which was
developed at the Saskatchewan Hospital in Weyburn. In spite of the fact that
he uses the term "milieu therapy" as part of the description of the facility,
there is no indication whatsoever that any use is made of patient government.
In fact, it seems that the description of the use of LSD-25 was the most
prominent feature in the article.

Two additional articles were noted utilizing ward meetings with
alcoholic patients (Brunner-Orne, 1959; Belden, 1962). Both articles,
however, pointed out that these ward meetings were utilized merely as "gripe
sessions" and not as an extension of patient government as traditionally
recognized.

One might summarize the salient features of this section by pointing out
that:

1. Milieu therspy, despite any weakness it may have has become
extremely popular in the last several years because of its
effectiveness and practicality. It appears to be
especially useful with acting-out disorders.
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2, Despite the usefulness of approaches utiliszed by Jones (1953),
Rapoport (1960), and Cumming and Cumwming (1962) there is
nothing in the literature to indicate that their suggestions,
especially regarding patient government are being applied in
treating chronic alcoholics.

3. The valus of treating chronic alcoholics with milieu therapy
depends largely upon the utilization of democratic patient
government which fosters social rehabilitation.

Attitude and Attitude Change

In this section, the concept of attitude, methods of measuring
attitudes and studies concerning attitude change will be discussed.

There is & great deal of literature in the fields of psychology,
sociology and education concerning the concept of attitude. For a long
period social psychology was looked upon as the science of attitudes. How-
ever, for many years there has been an increasing interest in group dynamics,
perception and communication and a decrease in the number of studies
concerned with attitudes., More recently, there has been a renewal of
interest in this field.

Despite McNemar's (1946) ambitious program to bring order into this area
of research, the field of attitudes is one which remains quite heterogensous.
The concept itself has been a matter of concern for over a century. According
to Allport (1935), Spencer (1862) is supposed to have been the first
psychologist to use the term. Allport (1935) reviewed sixteen definitions of
attituds and within these definitions, he found common elements., He states
that the term "attitude:"
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"Usually signifies the acceptance or rejection of the object or

concept of valus to which it is related. Ordinarily attitudes

are favorable or unfavorable; well-disposed or ill-disposed;

they lead one to approach or withdraw, to affirm or negate."

(Allport, 1937, p. 280).

Nelson (1939) found twenty-three characteristics of attitudes. His
definition is very similar to that of Allport. Nelson maintains that an
attitude may be considered as a&,

sfelt disposition arising from the integration of experience

and innate tendencies which disposition modifies in a general

way the responses to psychological objects." (Nelson, 1939,

p. 381).

Webb, (1959} and Klett (1963) both felt that the best operational
definition of attitude was that of Thurstone. It was thought by these
writers that Thurstone's definition provided a rationale for attitude
messurement. Since the present study is concerned with the assessment, of
attitudes, Thurstone's definition of attituds will be used. Thurstone
defines attitude as,

"The degree of positive or negative affect associated with some
psychological object." (Thurstone, 1946, p. L1).

There are many techniques for essessing attitudes. One nethod is that
of asking questions, either directly or indirectly. Another method of
assessing attitudes is by observing the behavior of an individual. Both of
these methods, however, &re quite difficult to use when largs groups of
persons are involved.

Thurstone's original contribution (Thurstone and Chave, 1929) followed
by Likert's paper (1932) gave grest impetus to the measurement of attitude.
Prior to this tims, the attempts of attitude measurements were crude and
underdeveloped.
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In genoral, there are two methods used in developing attitude scales
once statements have been selected. In one of the methods, a judging growp
i1s used. Included in this method is the method of paired comparisons
(Thurstone, 1927), the method of equal sppearing intervals (Thurstone and
Chave, 1929) and the method of successive intervals (Hevmer, 1930). All
three of these methods are historically linked to Thurstone and are different
in the manner in which judgements and scale values are obtained.

The second method utilized in the development of attlitude scales is
based upon direct response of agreement or disagreement with attitude state-
ments. This method 1s called the response method and a judging group is not
used. The method of summated ratings (Likert, 1932) and scaleogram analysis
(Guttman, 1944) are of this type.

The method of summated ratings was chosen for constructing the attitude
scale for several reasons. McNemar (1946) has suggested a combination of the
summated rating method and an appropriate scaling technique. The end result
would be an sttitude scale which was better than one based on either method
alone. The method of summated ratings would be more simpls to apply than
methods involving a judging group. Finally, Thurstone and Chave (1929)
assumed that the ratings of attitude statements in the method of equal-
appearing intervals are independent of the attitudes of judges. This has
been contradicted by experimental evidence (Upshaw, 1962), suggesting that
methods involving the use of judges might eliminate as "ambiguous" potential-
ly discriminative statements before respondents had a chance to rate thenm.

Although most theories place great stress on the role of leaming, known
findings about attitude change are usually contradictory. In general,
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attitude change can be produced through individual processes or social
psychological processes. The latter is the one which the writer is most
concerned with in this particular study. Review of attitude change will be
limited to those studies which clearly involve a theory of action of groups
on cummmnication.

Most studies involving attitude change use a pre-test, treatment, post-
test design. A significent difference between the pre-test and post-tests
means is usually taken as evidence that a changs has occurred. It has been
noted that the experimenter would be better off limiting his evaluation to
group changes in attitude rather than individual changes (McNemar, 1946).
Underwood (1957) has suggested that pre-testing any growp acts as a
"gensitiger,” resulting in spurious changes. He describes several methods
which may be utilized in overcoming this problem. Hore recently, various
evidence has been forthcoming which strongly indicates that pre-test,
treatment intersction effects may be dealt with in such a way as to eliminate
this influence on attitude changs (Lana, 1958; Campbell, 1959).

The importance of the effect of commmication on attitude change has
been pointed out by many authorities. King end Janis (1956) campared the
effectiveness of improvised versus non-improvised role playing in producing
attituds changes. Subjects in the experiment improvised their own arguments
to dafend an opinion. By the use of role-playing the subject comes into
intellectual contact with opposite argumenta co-existing within himself.
However, social approval or a money prize (social reinforcement) also

entered into the picture. The authors point out that auto-stimulating

commmication seems to have an effect in changing attitudes and opinions. In
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general, the design and gpproach of this study 1s sound. However, the
writers failed to bresk down the results according to such variables as age,
sex, and “originel opimions." This would have given greater clarity to their
findings.

Kipnis (1958) studied the effects of leadership style and leadership
power upon the inducement of an attitude chenge. In this study, a partici-
pant leader snd a directive leader attempt to induce attitude change in
children concerning their reading habits. Both leaders rewarded compliance
and punished non-compliance. The writers found that when the participant
leader rewards, he induces more private changes than when he threatens. The
writers found, additionslly, that the leadership-type is related not only to
opinion change, but also to the private or public character of the opinions.

Raven (1959) investigated the social influence on opinions and the
commmication of related content. In this particular study the author
examined the effect of group pressure on an opinion which must remain
private. Raven found that the existence of an explicit nom seems to induce
change, whether opinion is private or public. Publicity and rejection how=
ever, tend to be more effective. There are two general criticisms of this
study. First of all, it is quite difficult to determine exactly what the
author means by "private" opinion. Second, the design failed to insure
against falsifying responses. This could have been done by testing
anonymously .

Weiss (1961) analymed change induced through communication. More
specifically, he was concerned with the effects of a communication on
attitude change and scale judgements. In the experiment, subjects received a
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commmication strongly opposed to the death penalty. They were then asked to
determins the veracity and the cogency of the communicator. It was disclosed
that attitudes change, however there is no correlative change in scale judge-
ment. It seemsd that subjects who changed most from their original attitude
were those who had been in doubt regarding the death penslty. The subjects
who did not preceive the communicator as being strongly opposed to cspital
punishment changed the most., Although the gemeral design of the experiment
was quite good, there is one seriocus critlcism. If attitudes change without
correlative changes in scale judgements, how are these attitudes distinguish-
able and what is the relationship between them? The author fails to answer
this crucial question.

Several authors, concern themselves with the emotional characteristics
of subjects and the effact of such characteristics on attitude change.
Cervin, Joiner end Spence (1961) have shown that those subjects with strong
emotional reactions change their opinions more frequemtly when they must
state it publically. The results of this experiment seemed to be supported
by those obtained by Lawson and Stagner (1957) who found that attitude change
during group discussion is associated with anxieiy.

Other writers, namely Kerrick and McMillan (1961) and Allyn and
Pestinger (1961) are interested in the source of the communication and its
effect on attitude change. However, these writers present conflicting
results and interpretations. Although they are certain that the source of
commmication has a definite effect on attitude change, they conceds that
they are not certain as to how this takes place.

An extremely well thought out and instructive experiment, is that of
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Radloff (1961). He points out that communication is not only an external
source of opinion change but also at times an internal necessity. He
investigated the hypothesis that a person who is uncertain of the correctness
of his opinions, lacking objective criteria, will try to affiliate with other
people in an effort to crystallize his opinions through social comparison. The
results suggest that the hypothesis is verified. The author concludes that
opinions and attitudes may be said to have a many-sided relationship with
communication.

Radloff's experimental investigation seems to be supported and implemented
by Kellman's (1958) theoretical formulation of the role of "social influence"
in the induction of attitude change. Further experimental evidence for the
importance of Radloff's findings may be found in a study by Baily and Kelman
(1962).

In general the criticisms of the above studies may be summarized as
follows:

1. There is uncertainty as to the meaning of the term attitude and
change is claimed only when subjects appraise the stimulus as
different. Other changes, e.g. in intensity or rigidity, are
not dealt with.

2. The relevance of "content" to the receiver's interests is not
evaluated or considered.

3. The experimenters fail to deal with smount of structure and
direction of "whai" is to be changed.

This section dealt with attitudes and attitude change. It was noted

that despite some significant efforts to bring things together, the field of
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attitudes is not clearly circumscribed. There has been a revival of interest
in the study of attitudes after a brief period of leveling off. There is stil}
a great deal of concern over the concept itself. The development of attitude
scales was briefly reviewed and it was noted that recent developments of
attitude scale construction suggest combining scaling and response techniques.
Finally, the importance of the effect of commmnication on attitude change was
noted and the results of several studies were glven.

Hospital Imu& and the Alcoholic

This section will deal with the concept "hospital image" and with various
studies that have been conducted pertaining to this concept. However, since
this particular study is primarily concerned with the assessment of attitudes
of alcoholics toward the facility in which they are hospitalized, the writer
will concentrate on studies pertaining to hospital image and the alcoholic.

A "hospital imsge" is derived from many scurces, internal and external,
past and present. Nadboisek defines the concept "hospital imsge," as a:

Constellation of conscious and unconscious ideas and feelings about

the hospital's purpose, ways of functioning and personnel.

(1957, p. 566)

To a greater or lesser degree, the hospital attempts to satisfy certain
basic humen needs. The patient in this situation is accorded a subordinate
status and the hospital & supsrordinate one. Patients in this situation
continue to have unresolved conflicts concerning asuthority and affection. As
time goes on the hospital also becomes the recipient of assocliated ambivalent
feelings. The patient tends to evaluate the ways the hospital impinges on him
according to whether or not it meets or fails to meet his expectations and

needs in various areas. The importance of hospital image as it relates to the
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patient is undoubtedly, then, one of the most significant factors in the treat-
ment process.

The remainder of this section, will deal with studies which have attempted
to assess the attitudes of patients toward various treatment facilities.

Previous to the last decade there had been practically no systematic
measurement of attitudes toward psychiatric facilities such as mental hospitals{
however, since Souelem (1955) constructed a scale suitable for the quantitative
measurement of these attitudes, several studies have utilized this instrument.
Klett (1963) points out that interest in the attitudes of psychiatric in-
patients toward various aspects of mental hospitals may be traced to Hatch
(1948). Hatch interviewed one hundred patients, primarily from convalescent
wards, regarding their attitudes toward certain features of the hospital
systen,

It was discovered that patients found it difficult to communicate through
regular channels and that patients felt great distress and discomfort under
the hospital system. However, the findings are difficult to evaluate
objectively, in that data were obtained through interviews alone. These data
are difficult to quantify and seem peculiar to the setting in which they were
obtained. On the other hand, this investigation did a great deal to help
modify certain policies at Boston Psychopathic Hospital.

The Souelem scale was developed as an equal sppearing interval attitude
scale toward mental hospitals, following procedures outlined by Thurstone
(1929). She applied the scale to two samples of male mental hospital
patients and found that patients upon admission and active convalescent wards

expressed significantly more favorable attitudes than patients on chronic or
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semi-convalescent wards. No significant findings were found among: attitude
scores of patients in the various diagnostic categories; between attitudes and
patients' ages; between the total samples or between comparable wards in the
two hospitals. The correlation of length of hospitalization with attitude
scores was not significant.

Souelem's scale may be criticised on several grounds. She apparently
used the intuitive method in writing her statements, rather than collecting
them by more empirical methods. Her "irrelevant" items were eliminated by
judges without ever having been administered to test their discriminatory
value. She did not test snonymously which may have had a lsveling effsct on
the data.

Other studies have followed Souelem. Klopfer et al., (1956) administered
Souelem's scale to six groups of subjects who had varying degrees of familiarity
with a mental hospital setting. One of the groups consisted of thirty-three
psychiatric in-patients, seventeen on an intensive treatment unit, and sixteen
on chronic wards. The other groups consisted of non-patient groups such as
clerical employees, ward attendants, etc. It was found that the scale can
distinguish certain non-patient groups from one another. With respect to the
patient group a comparison did not reveal any significant differences.

This latter finding may have resulted from the fact that the patients
were on different kinds of wards but wers all in the same hospital. They were
probably agreeing with the several statements about the mental hospital and
not about the ward itself. In addition, the statements in Souelem's scale are
so phrased that they can be answered by patients or non-patients. In this

study the results were contradictory to Souelem's study in that the patient
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group had generally unfavorable attitudes. The difference here probably stenms
from the fact that Souelem did not test anonymously.

There have been other studies utilizing Souelem's scale and attempts to
measure attitudes toward psychiatric hospitals, namely, Resnikof, et al.,
(1959) and Brady et al. (1959). However, only two of the studies dealt with
an alcoholic sample.

Wolfensberger (1958) investigated the attitudes of alcoholic patients
toward mental hospitals. He was interested in learning whether age, education,
treatment and present or previous hospitalizations were related to these
attitudes. He administered the Souslem scale to ninety-five newly admitted
psychiatric patients, thirty-six of whom were alcoholic, at a state hospital.
The patients were divided into three groups: - group consisting of patients
who had had no previous psychiatric in-patient care; a group of patients with
prior confinement in a psychiatric ward of a general hospital; and a group of
patients with prior confinement in & bona fide mental hospital. It was found
that alcoholics held a significantly more favorable attitude toward mental
hospitals than non-alcoholics. Alccholic escapees were found to have had a
significantly more critical attitude toward mental hospitals than alcoholic
non-escapees.

The criticism of the Souelem scale also applies here. In addition,
Wolfensberger goes far beyond what his results suggest. He suggested on the
basis of his results that one could probably predict, with the use of a
regression equation, whether or not an alcoholic would escape from the
hospital. Correlation is of most benefit in predicting the performance of
groups rather than what an individual can be expected to do.
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In another study, Imre and Wolf (1962) found no significant differences
petween the Souelem scale scores of alcoholic escapees and alccholic none
escapees. This finding was based on scores obtained from fifty-three males
hospitalized for alcoholism. Twenty-three of these patients eventually
escaped. The authors also studied the attitudes of a group of employees of a
state mental hospital, a group of non-alcoholic patients, and a group of
student nurses. There was no significent difference between the means of
males and females in the employee group. Among the student nurses, fifty per
cent of whom completed the Souelem scale undsr a condition of anonymity, no
significant differences were found between the attitudes of male and female
patients. The scores of the four major groups was compared and significant
differences were found between hospital persomnel and non-alcoholic patients
and between alcoholic and non-alcoholic patients. The non-alcoholic patients
were less favorably disposed toward mental hospitals than either of the other
groups.

It is interesting to note that Imre and Wolf found no aignificant
difference between scores of alcoholic escapees and non-escapees. This
contrasts with the findings of Wolfengsberger. Such conflicting results in
studies utilizing the Souelem scale may have arisen from real differences in
attitude on the part of the various groups studisd. However, the previously
mentioned failures of the Souslem scale to distinguish groups which on an a
priori basis were expected to have differences in sttitude seems to indicate
that the contrasting results may have been dus to chance errors in measurement,

Klett has recently developed an attitude scale for the assesament of
morale in a psychiatric hospital setting (1963). There are some differences
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between this scale and that of Souelem. Klett was interested in the attitudes
toward the less generic term "ward" which he considered the basic unit in the
organizational structure of most mental hospitals. He felt that most of
Souelem's seventy-two statements included the words "mental hospital" and had
1ittle to do with the inter-patient and patient-staff relationships which are
basic elements in the total milieu of a ward. Klett used the more stringent
empirical method of Webb and Kobler (1962).

That is, indirect techniques, (especially projective) which are commonly
used in clinical practice are specifically modified and adapted for use with a
specific population for eliciting attitudes toward a psychological object.

The formal qualities of the scale itself combine the Thurstone and Likert
methods of scale construction. In effect, the clinical-empirical method
combines the flexibility of open-end techniques with the precision of scaling
techniques.

There are significant differences between scales which have already been
constructed and the one constructed in this study. The writer utilized the
generic term "treatment center" rather than “"mental hospital" or "ward." The
patient sample consisted of chronic alcoholics who were residing in a "treat-
ment center." Yet, use was made of the clinical-empirical approach of Webb
and Kobler (1962) in constructing the scale.

The attitude scale which was constructed in the present study, in effect
assesses attitudes of alcoholic patients toward an in-patient facility which
is not & mental hospital but one which utilizes a "multidisciplinary" sapproach
to the treatment of chronic alcoholism. This approach, combined with milieu

techniques constitutes a quite different treatment facility. In addition, the
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patient sample was more homogeneous and less disturbed than that which is
found in mental hospitals.

In a review of the literature, the writer found no studies which were at
all similar to the present one. Although there were & few in-patient
alcoholic treatment centers, there are none, to the writer's knowledge, which
combine a "multidiscipline” approach (i.e. equal weight given to various
approaches toward alcoholism e.g., medicine, psychlatry, Alcoholics
Anonymous, religion etc.) and a therspeutic community type of treatment.




CHAPTER THREE
DESIGN OF THE RESSARCH INSTRUMENT

It should be noted that the definition of attitude as given by Thurstone

was chosen in the present study. Thurstone defined attitude as,

"The degree of negative or positive affect

associated with some psychologlical object."

(Thurstone, 1946)

The psychological object of interest in this study is an alcoholic trestment
center. The aim of the attitude scale to be constructed is to assess the
attitudes of chronic alcoholic patients towerd this trestment center. The
scale should be sensitive enough to allow & rank ordering of individuals as to
their favorableness toward the treatment center and should be able to detect
any attitude changes if they occur.

Description of the Treatment Center

Chicago's Alcoholic Trestment Center is a seventy-two bed inpatient
facility which provides assistance and treatment for men who have requested
help in recovering from chronic alcoholism. Palienis are admitted on e
voluntary basis and treated without charge. The Treatment Center is supported
by the corporate fund of the city of Chicago and operates under the auspices
of the Commission for Rehabilitation of Persans. The Center itself is housed
in building number thres of the Municipal Contagious Dissase Hoapital and
occupies the third, fourth and fifth floors of that building. Administration,
Organization and treatment philosophy are in the hands of the executive

26
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director. The executive director is responsible to the Commission and to the
Mayor of the City of Chicago. The treatment philosophy incorporates the
concept of "Multi-discipline approach" (i.e. equal weight given to various
approaches toward alcoholism, e.g. medicine, psychiatry, Alcoholics Anonymous,
religion, etc.) and a therspeutic commmity type of treatment.
1. The physical setting: The majority of patients admitted to Chic ago's

Alcoholic Treatment Center are randomly assigned to one of two “wards" or
floors. The fourth floor "ward" is the older of the two; is physically less
attractive and sparsely staffed. The third floor "ward" is more physically
attractive; staffed by a greater number of persons and houses the administra-
tive offices in addition to more “private rooms.* These rooms are utilized-
for those patients who appear to be more scutely ill upon admission. Such
patients are assigned to these rooms until the acute episode subsides at
which time they are assigned to beds on the same floor but in the ward area.
Once patients have been assigned to one of the floors or wards they remain on
that ward until dischargad‘from the Center. The fifth floor houses the
psychiatric staff and admission office.

2. Authority and control: Staff members and patients in the Alcoholic

Center share the responsibilities and benefits of the unit by joint participa-
tion in discussions and policy meking sessions. Unilateral decisions are
discouraged. The patients in treatment have a volce in decisions affecting
the Center. Administrative problems are routed through the dally ward
meetings which are attended by patients and staff. Decisions at the ward
meetings are limited by existing administrative policlies and regulations.
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Prior to any modification, recommendations for changes in policies and/or
regulations must be submitted to the executive director.
3. Roles and Role Relationships: All staff members at the Center are

encouraged to be themselves as much as possible. Differences in status are
minimized in order to lessen autocratic action. Howsver, such actions are not
totally eliminated but any action taken may be questionad by patients as well
as staff. Any task which can be organized and performed by patlents is
considered for allocation to them. Only when patients must seek help in plan-
ning or facilitating are thay allowed to turn to the nurse, soclal worker,
physician, psychologist, etc., up to the Executive Director. The patient is
urged to menage his own affairs with staff as assistants in this process. The
nurse at the Center is in contact with the patients more than any other staffl
member. She is therefore considered the keystone of the therspeutic structure,
The A.A. coordinator and recreational therapist share this key rols with the
nurse. In-service training programs are held regularly for such key personnel
in an effort to exploit their central roles at the Center.

L. Culture: Staff members at the Center, are members of various
professional groups. Although the majority of the staff members follow a
modified psychiatric epproach to the problem of alcoholism, they tend to
stress the traditional approach of their particular profession. The medical
staff are primarily concerned with the management of symptoms associated with
the ascute alcoholic state snd immediate post-alcoholic state. The psychiatric
staff stress the patient’s understanding of himself and attempt to maximize
his motivation for change. The A.A. Coordinator is primarily interested in
promoting A.A. affiliation both at the Center and after discharge. Chaplains
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at the Center focus on the spiritual needs of the patient. The recreational
and vocational therapiste focus on their particular approach to the problem,

as well,
5. Communication: The aduinistration at the Center realiges that during

the patienmt's period of residence, he is working on his problems in a social
setting and that growp living often has & great impact wpon him. Every effort
is made to insure that the impact of such social contacts be a positive ons.
It is understood and accepted by the staff that the more one is regimented,
the more difficult it is to commnicate freely and express real feelings. The
patient, then, is encouraged to participate in "patient government,” and is
urged to express his feelings and attitudes freely among patients and staff.
Tn order to increase commmication, "ward meetings" are held dally and
attended by all patients and staff members. The patlent group contributes to
the rehabilitation of individual men by actively participating in discussing
ward problems. In addition, patients are urged to comment sd vots on various
requests made by their fellow patients at these meetings such as requests for
passes and discharges. The entire patient populstion and as meny stalf as
possible meet on one of the two wards, or floors, daily for gpproximately one
hour to one hour and fifteen minutes. The ward meetings are moderated by a
member of the psychiatric staff and are convened on the third or fourth floor
wards on an alternating weekly basis. Pstients and staff are encouraged to
commmicate openly their idess, interests, feelings, questioms, eic.,
privileged commmnication occurs only when it is therspeutically necessary.
Various problems are discussed openly in the presence of all and decislons are
made democratically. Infommal "rehash sessions" are held regularly after the
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ward meetings and include verious staff members. Other more formal "rehash
sessions" are held at various department staff meetings and at a general staff

meeting once weekly.
6. General treatment process: The psychiatric staff mekes initlal

contact with the patient at the time of the intale procedure. At this point
a evaluation of the pastient's problem and motivation for treatment is
ascertained. Subsequently a determination is made, whether or not the
facilities of the Center will be suitable for the individual. If it is felt
that the facilities will not be of benefit to the applicsnt, a referral is MdT
to a more appropriate agency. FPatients accepted for treatment are sent to the
third or fourth floor ward where a physical examination is given by the
attending physicisn, Barring severe medical complications the patient will be
admitted if a bed is available. A regimen of treatment is ordered by the
attending physician which ordinarily includes ataractic drugs, vitamin therapy

and & period of from three to seven days bed rest. A camplete laboratory workd
up including chest X-ray, blood studles, urinalysis, etc., is ordered
immedistely arter admission. The resulis of these tests are combined with
information already obtained from earlier examinations given prior to adnission
and additional trestment is ordered accordingly. Physical distress is
eliminated as quickly as possible and often serious potential complications
are prevented.

As soon as the patient is able, he begins attending various group
meotings. He begins by atteanding four orientation meetings, namely: &
medical orientation meeting; a psychiatric orientation meeting; an A. A.
orientation meeting; and finally, an administrative orientation meeting. At
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the same time, the patient will begin attending daily ward meetings. Patients
are also assigned to one of five groups for group paychotherapy sessions which
meat twice a week. These sessions last from one to ome and one half hours and
are moderated by a member of the psychiatric staff (a clinical psychologist).
In addition to the group sessions, A. A. meetings are held during the week.
Attendance at group meetings is in general voluntary. However, there are two
exceptions, namely: orientation meetings and ward meetinga.

Although the emphasis at the Center is one of milieu and growp therapy,
individual counseling sessions are available to all patients, either through
staff recormendations and/or through the patient's own initiative. A great
deal of informal counseling goes on throughout the period of hospitalization.
At the same time, the patient may avail himself of various other treatment
procedures at the Center including religious counseling, vocational guidance,
and recreational therapy.

The patient may be hospitalized for a period of from two to eight weeks.
The aversge stey at the Center is approximately thirty-five days. Upon
completion of two full weeks of hospitalization, the patient msy request one of
several types of passes to leave the Center. He may also request a discharge
from the Center after this period of time. Requests for passes or discharge
are brought up at the dally ward meeting. It is st this time where the
patient mskes known his request to the group. The patient population votes on
such requests and the decision is binding.

Because the patient's stay at the Caenter is relatively brief, goals must
be limited and commensurate with the realities of the situation, necessitating
an on-going treatment after the patient has been discharged. Patients,
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therefore, are encouraged to continue their therapeutic relationships. Toward
this end, out-patient group paychotherspy, A. A. meetings and individual
consultations are made available to former patients.

7. Patient Population: A statistical analysis of thres hundred and

thirty-seven consecutive admissions from March 12, 1962 to September 12, 1962
was conducted. This analysis is comsistent with other similar analyses
previously conducted. The greater proportion of patients at the Center are
Caucasians who are married and have ane or no children. They are predominately
zmakilléd workers who have only partially completed High School and are betweer
the ages of forty-five and forty-nine years. It is interesting to note that aj
overvhelming majority had problems with alcohol more than three years before
admisgion. For more specific data see Appendix I.

Development and Construction of the Attitude Scale
As in most psychological tests, the first step in attitude scale construc
tion is the selection of items or statements. A statement is anything that cq
be said about a psychological object. There has been much criticism of the
intuitive approach to statement selection (McNemar, 1946). However, little hag
been done to remedy this situation with the exception of the approach utilized
by Webb and Kobler (1962) and Klett (1963). The clinical-empirical approach
utilized by these latter investigators was followed in the present investiga-
tion. As was pointed out previously, this method combines the flexibility of
open-end techniques with the precision of scaeling techniques.
Collection of Statements for Scale

Five basic approaches were utilized in gathering statements for the
scale.
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1. Sentence Completion test

Webb (1959) and Klett (1963) found that the sentence completion technique
is quite valuable in gathering statements for their particular attitude
scales. Fifteen incomplete sentences were composed and mimeographsd on two
sheats of paper (see Appendix II). These incomplete sentences were presented
to ons hundred snd fifteen alcoholic in-patients at Chicago's Alcoholic Treat-
ment Center.

A review of the completed forms revealad one thoussnd seven hundred and
twenty-five separate responses. The responses were then groupsd according to
similarity of content. Although there was considerable variation in the
quality of the records, the responses in general were thought to be quite
representative of the patient sample.

2. Thematic apperception techmique.

The TAT protocols of fifty patients were reviewed and analysed. Fifteen
of the twenty pictures as originally developed by Murray (1943) were given to
fifty patients. (Cards included were: 1, 2, 3, 4, 6, 7, 8, 9, 10, 11, 13,
1, 16, 18, 20). This resulted in seven hundred and fifty separste stories.
In reviewing these stories it was found that the alcohollc patisnt revealed
many of his feelings and attitudes about the Treatment Center in general and
about specific persons or groups of persons st the Cemter.

In addition to the TAT stories, fifty additional patients were asked to
vtell a story about their experiences in the Center." These patients were
told to include both negstive and positive feelings about the Treatment Center
and if possible to compare it to other facilities in which they may have been
hospitalized in the past. These stories varied from quite lengthy ones to

gL e
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oxtremely brief descriptions of their experiences in the Center. However, as
in the case of the TAT stories, many feelings and attitudes were expressed.

3. Ward Heaetings

The Alccholic Treatment Center has on file a great number of transcribed
minutes of dally ward meetings. These records were MMd for pertinent
comments made by various patients. In addition to reviewing records of
previously held ward meetings, such meetings were attended and conducted
regularly, the results of which were noted and recorded. Various statements
were made about hospital life in gemeral. Information gained from these
sources was utilized in writing additional statements.

. Progress notes

The progress notes written by both group and individual therapists were
reviewed regularly. Information obtained from a continual review of such
progress notes was used in writing sppropriate statementis. In sddition to
this procedure, spontanecus remarks made by patients in the Center were
recorded during their various activities at the Center.

The data which were accumilated by the above procedures were compiled and
classified. Two hundred preliminary statements, covering one or more aspects
of the topics found in the data were composed. In many cases the exact words
of the patients were used. The statements were then edited following informal
criteris, suggested by Wang (1932), Thurstone and Chave (1929), Likert (1932),
Bird (1940), and swmarized by Edwards (1957). These criteria are given
below

1. Avoid statements that refer to the past rather tham to
the present.
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2. Avoid statements that are factual or capable of being
interpreted as factual.

3. Avoid statements that may be interpreted in more than
one way.

i, Avoid statements that are irrelevant to the psychological
object under consideration.

5. Avoid stastements that are likely to be endorsed by almost
everyons or by almost no one.

6. Select statements that are believed to cover the entire
range of the affective scale of interest.

7. Keep the langusge of the statements clear, simple, and
direct.

8. Statements should be short, rarely exceeding twenty
siords.

9. Each sytatmt should contain only one complete thought.

10. Statements containing universals such as ‘'all', 'always’,
tnone' and 'never' often introduce ambiguity and should
be avoided.

11, Vords such as tonly!, 'Jjust!, 'merely', and others of
asimilar noture should be used with care and moderation
in writing statements.

12. Whenever possible, statements should be in the form of a
simple sentence rather then in the form of a compound or
camplex sentence.

13. Avoid the use of words that may not be understood by those
whio are to be given the completed scale.

. Avoid the uss of double negatives.
(Cdwards, 1957, p. 13-1k)

An editorial review of the statements, based on the gbove criteria,
reduced the number from two hundred to one hundred and fifty. The statements
were then submitted to five members of the psychiatric staff. They were asked
to evaluate the statements for relevance and clarity. In addition, they were
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asiked to divide the statements into two classes, favorable and unfavorable.
This resulted in fifty-nine statements being eliminated from the preliminary
gcala of one hundred and fifty. Nine additional statements were written, in
order to balance the number of favorable and unfavorable statements and also i4
retain some of the data which would otherwise have been rejected. The one
hundred statements were resubmitted to the five members of the psychiatric
staff and a criterion of one lnmdred percent agreement on the favorablensss or
unfavorableness of a statement was established, in order to reduce ambiguity.
The result of this second analysis was & preliminary attitude scale consisting
of ond hundred items. (See Appendix III).

This preliminary scala was entitled "Center Rating Scale," and was admin-
istered to & total of one hundred patients. The scale was administered on
four éepmte occasions in a group setting comsisting of twenty-five patients
in each growp. These groups of patients were tested in their respective
dining rooms and were requested not to sign their names. They were told that
the statements had been made by other patients and were asked to designate
whether they felt the same way about the Cemter. The fomal instructions
utilized during this part of the research may be seen in Appendix ITI. The
patients were requested to respond to each statement in tems of thelr own
sgreement or disagreement with the statement. In obtaining responses from
these patients, they were permitted to use any ons of five response categories;
strongly agree, agree, undecided, disagres, strongly disagree. The responses
of the hundred patients cn the preliminary form of the scale were weighted for
scoring so that the individual giving the most favorable category would
receive the highest positive weight. For the favorable statements, the
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assumption was made that the “"strongly agree" category was most favorable, and
for the wfavorsble statements the "strongly disagree" was assumed to be most
favorable. For the favorable statements the “strongly sgree" responss
received the weight of L, the "agree" was weighted 3, the "undacided"
received a woight of 2, the "disagree' a weight of 1 and the "strongly
dissgree" the weight of O. For unfavorsble statemsnts the scoring was
reversed, with the "strongly sgree" response receiving the weight of 0, the
"agree" response the weight of 1, the "undscided" a weight of 2, the "disa-
gree" a welght of 3, and the “strongly disagree" response the weight of L.

The total score for cach subject was obtained by summing the integral weight
corresponding to the rating of each statement. This scoring procedwre is
referred to as the method of summated ratings (likert, 1932; 1937). (Bird,
1940), (Bdwards, 1957), (Webb, 1959) and (Klett, 1963).

In the mothod of swmnated ratings, some type of item analysis is necessary
in order to select stataments for the final scale, Murphy and Likert (1937)
selected statemants on the basis of the magnitude of the difference between
the means of a high and low group. They felt that this provides a different
value for each statement. The use of this method assumes that the standard
deviation of the items is the sams. Webb (1959) and Klett (1963) both
caleulated a difference value for sach statement and selected for the final
scale an equal mumber of favorsble and wnfavorable statements having the
greatest different values. The method utilized by the lstter authors was
followed in the present study.

An item analysis was performed by arranging the suwmated scores of the
one hundred patients in the fom of a frequency distribution. Two criterion
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groups were then selected, one consisting of the top twenty-five percent of
the total distribution and the other of the bottom twenty-five percent. The
top group and the bottom group each included twenty-five patients. Finally,
t-~values were calculated for each of the one hundred statements according to
the method proposed by Edwards (1957).

As was previously stated, twenty to thirty statements were desired which
would clearly elicit differences of attitude towsrd the treatment center. The
one hundred statements were therefore arranged in rank order on the basis of
t-values. Fifty percent of the final statements selected should be favorable
ones and the remaining fifty percent must be unfavorable statements. Having
an even number of favorable and unfavorable statements would serve to diminish
the chance of a response set being generated in the respondents.

In order to determine whether the final group of statements in their
respective studies constituted a scale, Webb (1959) and Klett (1963) scaled
the statements according to the multiple category method (Rimoldi and
Hormaeche, 1955). The multiple category method of scaling provides a standard
deviation and scale value for each statement. This method also enables one to
obtain normal deviate weights for each of the response categories to verify
the integral assignment of weights used in the summated ratings method of
scoring. However, the multiple category method assumes that the stimuli are
normally distributed. An article by Rimoldi and Devane (1960) points out that
if an "R" continuum could be defined so that the top and bottom of the range
are left to the subject's discretion, then the judgements, even for extreme
stimuli might be normally distributed. If these extreme stimuli are normally
distributed then it is not necessary to utilize the multiple category method.
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Webb (1959) found an extremely high relationship between integral and normal
deviate weights. His findings were supported by those of Klett (1963) who
obtained a correlation of .99 between integral and normal deviate weights.
Both studies seem to indicate than when utilizing their experimental approach
the top and bottom range of the subject's judgements tend to be normally
distributed and that use of the multiple category method is unnecessary.
Reliability Experiment

The reliability of an attitude scale may be estimated by correlating the

odd and even statements of the scale and applying the appropriate Spearman-
Brown formula. This results in a coefficient of internal consistency and is
an indication of the extent to which the statements are inter-dependent. If
the statements are found to be highly interdependent they may be considered
homogeneous and the attitude scale is unidimensional. If a scale is
unidimensional, one would be able to assume with some degree of certainty that
similar scores reflect similar attitudes about the paychological object.

Hypothesis 1: If the Center Rating Scale is & reliable attitude scale,
there will be a high correlation between scores obtained by the same
individual on two halves of the test.

Method 1: A coefficient of internal consistency was obtained by adminis-
tering the Center Rating Scale to fifty alcoholic in-patients reaiding at
Chicago's Alcoholic Treatment Center. Twenty-five patients were given the
scale on the third floor in the dining room area. An additional twenty-five
patients from the fourth floor were administered the scale in the fourth
floor dining room area. The rating scale was administered anonymously to both
groups. Each of the fifty records obtained was divided into halves, one half
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consisting of the odd numbered statements and the other of the even numbered
statements. Lach of the halves was scored according to the previously
outlined method. The obtained scores were arranged in a frequency distributior
and correlated by the Pearson Product-moment method (McNemar, 1955, p. 120).
The Spearman-Brown formula (Garrett, 1953, p. 34l) for estimating reliability
from comparable halves of a test was applied to the results.

Validity Experiment
The term validity as utilized in this particular study will refer to the

extent to which the scale assesses the variable it was designed to measure.
Evidence of the scale's validity will be determined by comparing the scores of
alcoholic patients obtained approximately one week after admission to
Chicago's Alcocholic Treatment Center, with the scores cbtained by these same
patients one month after the date of hospitalization.

It has been pointed out consistently in the literature that the milieu in
which the patient is treated plays an extremely important part in his
rehabilitation. In the sbove description of the Treatment Center, it was
noted that the milieu setting on the third floor ward area seemed to be more
efficacious in treating ego-~damaged patients. It was thought that perhaps
patiente on the third floor ward would have a more positive attitude toward
the Treatment Center than those housed in the fourth floor ward.

A pilot study was carried out to determine whether or not there was a
significant difference in attitude toward the ward between the patients
residing on the third floor ward and those residing on the fourth floor ward.

Klett's scale was used and administered anonymously to a total of thirty

patients; fifteen patients from each floor. Each of the fifteen patients from
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the third floor was matched with another on the fourth floor on the basis of
admission date. The fourth floor patients comprised the control group. The
experimental, or third floor, group obtained a mean of 89.60 with an S.D. of
9.81, while the control group (fourth floor patients) received & mean of 85.73
with an S.D. of 8.54. A critical ratio of 1.18 was obtained for the Sigmas,
indicating that the probability is much greater than .05 and therefore not
significant. The difference between means was significant at the .05 level
(1-tailed test) with a t equal to 1.87. (See Appendix III).

Hypothesis 2: It was hypothesiged that if the attitude scale was a valid
measure of the alcoholic patlients' attitudes toward the Center, then the msan
score of & group of patients who have been exposed to a therapeutic community
type of hospital situation for one month would be significently higher (more
positive) than the mean score of the same group obtained approximately one
week after admission.

It was assumed that the experiences which these patients encountered in
the treatment situation would be favorable and facilitate changes in attitudes
in that direction.

Method 2: This hypothesis was tested by aduinistering the attitude scale
to every patient admitted during a one month period to Chicago's Alcoholic
Treatment Center. The patients included in the study were thirty patients
admitted to the third floor ward and thirty patients admitted to the fourth
floor ward. The scale was administered to the patients on the floors to which
they were assigned at the date of admission. The scale was administered
approximately one week after admission, to allow for the acute alcoholic
episode to subside. The scale was administered anonymously to groups of from
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five to ten patients in the dining room on the floors to which the patients had
been assigned. The scale was readministered to the same groups approximately
one month after the patient's adnission date. It was anticipated that the
effect of exposure to the treatment condition would be experiences within one
month time. Therefore, a period of approximately three weeks was allowed to
olapse between adninistrations of the scale.

Hypothesis 3: It is hypothesized that the third floor ward patients woulg
have a more favorable attitude toward the Center than the fourth floor ward
patients. It is assumad that the experiences which those patients encounter
on the third floor ward will allow for a development of greater favorsble
attitude toward the Center than those patients on the fourth floor ward.

Method 3: For this phass of the experiment the pre-and-post-test means
for the two groups (third floor ward and fourth floor ward) were compared.
Since both groups were in trestment, it was expected that the scores of
patients on both wards would change in a favorable direction, however, the
writer predicted a significant difference in attitude toward the psychological
object for the two groups, tho third floor group showing the more favorable
attitude.

]
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ANALYSIS OF RESULTS

The results will be presented in the following order: C.A,T.C. Rating
Scale; Reliability of the C.A.T.C. Rating Scale; Validity of the C.A.T.C.
Rating Scale.

C.A,T.C. Rating Scale

The preliminary form of the Rating Scale, consisting of one hundred
statements was administered to one hundred patients, Fifty percent of the
patients were from the third floor ward and the remaining fifty percent were
from the fourth floor ward. An item analysis was performed by arranging the
summated scores of these one hundred patients in the form of a frequency
distribution, Two criterion groups were selected, one consisting of the top
twenty-five percent of the total distribution and the other of the bottom
twenty~five percent. The top group, or high scorers, and the bottom group, or
the low scorers, each included twenty-five patients., Finally, tevalues were
[calculated for each of the one hundred statements according to the method
[proposed by Edwards (1957).
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Where “x‘,3 = the mean score on a given statement for the high group

'il = the mean score on & given statement for the low group
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The obtained t-values ranged from 187 to 9.719 for the one hunired statements.
Fdwards (1957) considers eny tevalue equal to, or greater than, 1.75 as
1nﬁ1cgting that the average response of the high and low groups tc a given
statement differ sigrificently,; provided there are £5 or mcie subjects in
each of the groups. Accepting this criterion, all tut six of the one hundred
statements in the preliminary form of the attitude scale can bs sald to be
capable of eliciting clear differences of attitude. (See Appendix IV)

What was desired was a set of twenty to thirty statements which would
clearly elicit differences of attitude toward the Center. Therefore, the
statements were arrsenged in rank order on the basis of t-vslues, Thirty
statenents were selected from among the cne hundred statements with the
largest t-values. The firet thirty statements having the highest t-values
vere not selected because such a selecticn would have resulted in having a
diaproportionate number of favorable statements. It is best to have an equal
number cf favcrable and unfavorable statements in an attitude scale so ag to
diminish the chance cf a response set being generated in the respondents,.
Therefore, fifteen of the favorable statements with the highest t-values and
fifteen of the unfavorable statements with the highest t-values were chosen.
There was one exception, Statement nmumber forty-two was substituted for
statement number six because it covered an important aspect of life at the




ks
Center. All of the thirty statements which were chosen had t-values greater
than 4.75. The final scale had a total of thirty ststements which were
arranged randomly as to favorableness or unfavorableness on two separate
sheets of paper. (See Appendix V)
Reliability of the C.A.T.C. Rating Scale

I. Internal Consistency

Hypothesis 1: A coefficient of internal consistency was obtainsd for the
f£inal C.A.T.C. Rating Scale by correlating the scores of fifty alcoholic in-
patients on split-hslves of the Rating Scale. One set of scores was based on
the responses of these patients to the even-numbered statements of the acale
and the other on their responses to the odd numbered statements. A coefficieny
of .85 (p. < .001) was cbtained by means of ihe Pearson product-moment method
of correlation. The distribution of the scores on which this coafficient is
based can be seen in Figure 1. This correlation was raised to .92 (p. £.001),
when applying the Spearman-Brown formula to it. This coefficient compares
very favorably with others reported in the literature for sumiated-rating
scales (Edwards, 1957). The coefficient of internal consistency resulting
from this study is such that the statements sppear to be highly interdespendent
and homogeneous. It can be assumed thet the scale is unidimensional and
reliable.
Validity of the C.A.T.C. Rating Scale

Hypothesis 2: The validity of the scale was estimated by comparing the
scores of & group of alcoholic patients exposed to & therapeutic commmity

type of treatment for approximately one month with the scores of the sume
group obtained within one wesk after admisaion.
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Hypothesis 3: The validity of the scale was further estimated by compare-
ing the scores of two groups of alcoholic patients who were presumed to have
different attitudes towasrd the Center because of differences in the organiza-
tion of their floors or wards.

The pre-snd-post-test means were calculated for each group. The statis-
tical aianificince of the difference between the pre-and-post-treatment means
was determined by the following formula:

t - (D - Sp,
\/ N n'? - ( D)T
¥ (N-1)

wherea: '5 = the mean of the differences between pre-and-post-treatment scores
l:»p = the mean of the population of differences.
N = the total number of patients in the group.
D = the sun of the differences between pre-and-post-treatment scores.

A t-test of differences betwean means of two correlated samples was used
because in this experiment the same individuals were measured before and after
treatment (Tate, 1955, p. L466). This formula assumes only that the sample of
differences is drawn randomly from a nomal population of differences. The
t.ot.al- change in the control group (fourth floor patients) was subtracted from
the total change in the experimental group (third floor patients), resulting
in a net change the significance of which was determined by means of a "t"
test of differences between means of two independent samlﬁa (Tate, 1955,
Klett, 1963, p. 59). The following formula was used:
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Where: El = the mean score of the experimental group on the attitude scale
following treatment.

2'2 = the mean score of the control group on the attitude scale
following no treatment

= the number of patients in the experimental group

1
Ny = the number of patients in the control grouwp
2 2 ]
i 3 =1 N X -(i x)z the sum of the squares
mn L — of scores made by ex~

perimental subjects.

the sum of the squares
of scores made by

X
— control subjects.
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Both groups were pre-and-post-tested, the interval between testings was
approximately one month. The resulis, presented in Table 1, indicate that the
experimental group (third floor group) changed on the average of 6.76 points
in the direction of favorableness, while the control group changed on the
average of 3.60 points in the same direction. Both the gross and net changes
were significant. In general, then, the results of the validity experiment
are encouraging. Both third and fourth floor patients experienced a
favorable change in sttitude toward the Center. It seems also that the
organization and structure of the third floor ward is much more conducive to
positive attituds changes than the fourth floor ward.




Table 1

Change in Mean Score on the C,A.T.C. Rating Scale as a Result
of Four Weeks Exposure to the Treatment Milieu

L9

Mean Score Difference
Group Number Pretest Retest Gross Net
Fourth Floor 25 91.04 TR 3.60%

Total 50

3.16‘-1

#Significant at the .00l level of confidence
##Significant at the .05 level of confidence

Discussion:

The results presented in Table 1 indicate that the C.A.T.C. Rating Scale
is a reliable and valid tool for assessing the attitudes of alcoholic in-
patients toward their treatment center. There remains a need for further
evidence regarding the dependability of scores earned on the scale. This may
be accomplished by developing parallel forms of the scale.
100 statements on the preliminary form of the scale were found to differentiate
significantly, it is possible to construct two additional scales with 60 of
the &) remaining statements. Coefficients of equivalence could be determined
by administering each of the three forms to a sample of patients on different

occasions and correlating the scores obtained.

Since 94 of the

These coefficients would
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provide estimates of the extent to which these scales are gpecific to the

particular items used. It would then be possible to obtain Coefficients of
Stability as well as Coefficients of Internal Consistency. Parallel forms
would also minimize to some extent the patients' resistence to completing the
same form on two or three separate occasions.

Further evidence regarding the validity of the scale is necessary. There
were only ten patients in each group and it was hoped that there could be
approximately thirty in each group. At the present time, the scale is being
administered to incoming patients on a random basis. This will continue until
sufficient data are gathered to further validate the scale.

Other methods of further validating the scale are under consideration.
The method suggested by Klett (1963) would be quite feasible in the treatment
setting described in this study. A behavior check-list could be developed
which would enable an investigator to record his observations of a patient's
behavior relative to feelings about the Center. C.A.T.C. Rating Scale scores
could then be correlated with scores based on the bshavior check-list.

In addition, correlations between the Souelem Scale or Klett's Patient
Opinion Poll and ths C.A.T.C. Rating Scale might be obtained in order to
determine the degree of relationship between these measures. Such an
investigation might result in information about the variable of attitude
itself. |




CHAPTER V
SUMMARY AND CONCLUSIONS

In recent years there has been an emphasis on the socio-psychological
characteristics of the enviromment in which the emotionally ill are treated.
Commensurate with this has been a re-emphasis on soclo~cultural theory and the
problem of mental illness. These developments have been instrumental in bring-
ing about dramatic changes in mental hospital settings and an increasing
acceptance of the "socio therapeutic model® of psychotherapy. The value of
using so-called "milieu approaches" is advocated because they are not only
effective but st the same time quite practical.

Miliesu therapy seems especially effective in treating personality dis-
orders. The value of permissiveness and freedom of commmication within the
context of the "therapeutic community" serves to facilitate self-awareness,
self-control and social recovery. There is widespread acceptance that personal
ity disorders are in great part the result of adverse environmental
circumstances. By fostering commnity methods of treatment, such adverse
envirormemtal effects may be reversed or at least neutraligzed, thereby afford-
ing an opportunity for emotional growth. It was noted that despite these
beliefs, there is & paucity of literature reporting the use of such &n approach
with alcoholic patients.

The few studles which reported utilizing milieu approaches with alcoholic
patients were reviewed and evaluated critically. Despite the fact that most

51
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suthorities agree that patient government is necessary in utilizing the concept
of a therapeutic milieu, none of the reported studies makes use of patient
government as traditionally defined. Secondly, in spite of repeated sppeals
from authorities in the fleld of milieu treatment, requesting that attitude
and attitude change be systematically investigated, none of the studies
reports such an investigation.

The concept of attitude, methods of measuring attitudes and studies
concerning attitude change were discussed. Despite McNemar's (1946) ambitious
program, the field of attitudes is one which remains quite heterogeneous.
There has been & revival of interest in the study of attitudes after a brief
leveling off period. There is as yet a great dsal of concern and uncertainty
over the concept of attitude itself. The development of attitude scales was
briefly reviewed and it was noted that recent developments of attitude scale
construction suggest combining scaling and response techniques. Finally, the
importance of the effect of communication on attitude change was noted and the
results of several studles were given. There were several criticiams of the
studies reviewed. First of all, there is uncertainty as to the meaning of the
term attitude and change 1s claimed only when subjects sppraise the stimulus
as being different. Other changes, e.g. in intensity or rigidity, are not
dealt with. Secondly, relevance of "content to the receiver's interests" is
not evaluated or considered. Finally, the experimenters fail to deal with
amount of structure and direction of "what" is to be changed.

An attempt was made to deal with the concept "hospital image." Various
studies which have besn conducted pertaining to the concept were reviewed.
Special attention was given to studies dealing with "hospital image® end the
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alcoholic. It was noted that hospital image as it relates to the patient is
one of the most significant factors in the treatment process. Despite this,
there were only two studies found which attempted to systematically measure
the attitudes of alcoholic patisnts toward mental hospitals. Both of these
studies, and others which deelt with & more general psychiatric population
used Sovelem's scale and methodology (1955). Credit was given to Souelem for
guggesting that an attitude scale might be more objective than interview
methods or participant observation. However, several criticisms were made of
her method. None of Souslem's statements deal with any kind of interpersonal
relationships. Secondly, Souslem used an intuitive method in writing end
selecting statements for her scsale. Finally, Souslem's scale falls to
distinguish groups which on an a priori basis were expected to reveal
differences in attitude and the paucity of cross-velidational findings raised
many doubts about the usefulness of the Souslem scale.

Klett's recently developed attitude scale and methodology were reviewed.
Klett used the more stringent empirical method of Webb and Kobler (1962).
This approach seems much more suitsble to systematically investigating
attitudes than any yet developed. Klett's application of this method to a
psychiatric population was extremsly well executed. His methodology was
followed in the present study. However, there are significant differences
between scales already developed and the one constructed in this study. The
generic term "treatment center® rather than "mental hospital®™ or “"ward" was
used, The patient sample consisted of alcoholics who were non-psychotic
and residing in a voluntary "treatment center." Yet, use was made of the
clinical-empirical approach of Webb and Kobler (1962) in constructing the
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scale.

In summary, a review of the literature dealing with milieu therspy and
the alcoholic, and hospital image and the alcoholic indicated a need for a
more systematic means of investigating the attitudes of alcoholic patients.
The literature dealing with attitudes and their measurement revealed several
methods of carrying out this investigation. Previous studies of patients!
attitudes focused on different samples of patients, different psychological
objects, or employed methods and procedures which have serious shortcomings.
The need for a relisble and valid means of assessing the attitudes of
alcoholic patients toward their immediate treatment settings, e.g. alcoholic
treatment centers, was indicated,

A preliminary form of the attitude scale was constructed with statements
obtalned from five major sources. Fifteen incomplete sentences were composed,
mimeographed and administered to one hundred and fifteen alcoholic patients.
Fifteen of the twenty pictures originally developed by Murray (1943) were
given to fifty patients. Fifty patients were asked to "tell a story" about
their experiences in the Center. Transcribed minutes of daily ward meetings
were utilized. Finally, progress notes written by both group and individual
therapists were reviewed regularly. The data accumulated by these procedures
were compiled and classified. Two hundred preliminary statements, covering
one or more aspects of the topics found in the data were composed. These
stetemonts were edited and reduced to one hundred and then submitted to five
members of the psychiatric steff. A preliminary attitude scale consisting of
100 statements resulted from the analysis.

The responses of one hundred patients on the preliminary form of the
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attltude acale was scored according to the msthod of summated ratings. Scores
resulting from the administration were arranged in a fi-equency distribution.
Criterion groups consisting of the upper twenty-five percent and lower twenty-
five percent were selected. The protocols of these high and low scorers were
used in caleculating t-valuss for the one hundred statements. All but six of
the one hundred statements were found to be capable of eliciting clear
differences of attitude. Thirty of the ninety-four statements were selected
for the final form of the scale. Fifteen of the positlve statements with the
highast t-values and fifteen of the negative statements with the highest t-
values were chosen.

The reliability of the scale was estimated by obtaining a coefficient of
intemal consistency. A split-half reliability coefficient of .92 was
obtained by correlating the scores of fifty alcoholic patients on the even
numbered statements with thelir scores on the odd numbered statements and by
applying the appropriate Spearman-Brown correction formula. This coefficient
was significant beyond the .001 level,

Evidence of the scale's validity was estimated by comparing the scores of
alcoholic patients obtained spproximately one week after admission to an
alcoholic treatment center, with the scores obtained by these same patients ong
month after the date of hospitalization. It was also hypothesized that the
third floor ward patients would have a more favorable attitude toward the
Center than the fourth floor ward patients. It was assumed that the
experiences which those patients encounter on the third floor ward allows for
a development of greater favorable attitude toward the Center than the
attitudes developed by patients on the fourth floow ward. The third floor
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patients were designated as the experimental group and the fourth floor
patients were designated as the control group. Both groups were pre-and-post-
tested. Results indicated that both groups experienced a significant change
in attitude (p.<.001). The third floor patients scored on the average of 6.74
points higher than the pre-test scores while the fourth floor patients scored
on the average 3.50 points higher than the pre-test scores. Also, the net
change based on the difference between the post-test means of the two groups
was significant (p.¢.05). This latter finding indicates that the third
floor group shows the more favorable attitudes.

It was concluded that the scale is a reliable and valid method for
assessing the attitudes of alcoholic patients toward their treatment centers.
The use of this method will make it possible to study and compare large groups
of alcoholic patients. In addition, the scals makes it possible to
systematically investigate the effects of a therapeutic community on alcoholic
patients. Additional uses and possible shortcomings of the scale were

proposed and discussed.
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APPENPIX I
ANALYSIS OF 337 CONSFCUTIVE ADVISSIONS FROM WARCH 12 TO SEPTEMEFR 12, 1962

RACE
Hurber Percentage |
¥hite 263 78.0L
Negro 68 20,18
Americsn Indian 1l 0,30
MATTOMALITY
Number Percentage |
Negros 68 20,18
Averican
¥hite:
Irish 68 20.18
Polish 36 10.68
Gernan 29 8.6
Vest, Buropej Fnglishs French; Velshj
Seotchy Duteh 19 S«6h

Cent. & Fast. Furope; lLithuaniang
Bohemieng Serbisn; /ustriang Hungarianj

Siovek; Ukrsnisn 17 S.04
Scandinavian; Swedishj DNsnishy Finnish 8 2.37
South, Furope: Italismg Creek; Spanish 6 1,78
Spanish Am: Puerto Rican; Mexicen 3 0.89

Americsn & Undetermined 83 2,63




APPENDIX I (Continued)

RELIGIOUS AFFILIATION

Nunber Percentage
Catholic 7L 51.63
Protestant 11612 ){g ogg
Baptist .
Methodist 22 6.53
Presbyterisn 7 2,08
Episcopalian 3 0.89
U cified 17 .
Aethist 1l 0.30
Other 5 1 .hB
Undetexrmined 10 2.97
MARITAL STATUS
Numbey Percentage
Single 59 17.51
Married, Vife Present 112 33.23
Married, ¥ife Absent 72 21.36
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APPENDIX I (Continued)

NUMBER OF MARRIAGES

Numbex Percentage
None 59 17.50
One 212 62.90
Two Lo 11.87
Three 7 2008
More than three 17 5.04

NUMBER OF CHILDREN

Number Percentage
None 115 3412
One 61 18.10
Two 53 15.73
Four 28 8.31
Five 11 3.26
Six 5 1.48
More than seven 3 0.89
Undetermined 11 3.26

PRIMARY OCCUPATIONAL SKILLS

Number Percentage
Professional, technical, managers,

& Proprietors 23 6.82
Clericsl & Kindred Sales Workers Ll 13.06
Skilled Workers 104 30.86
Unsldilled Workers 154 45.70

Undetermined 12 3.56




APPENDIX I (Contirmed)

68

EDUCATIONAL ATTAINMENT

Number Pereetx‘haﬁ
No Schooling 2 0.59
Part Grade School L8 14.2L
Completed Grade School Ly 13.06
Part High School 105 31.16
Completed High School 66 19.58
Part College Lk 13.96
Completed College or more 19 5.6l
Undetermined 9 2.67

NUMBER OF SIRLINGS (NOT INCLUDING PATIENT)

Number Pereentage
None 35 10.39
One 50 14,84
Two 62 18.40
Three 48 1.2k
Four L2 12.46
Five 39 11.57
Six 18 5.34
Seven 20 5.93
More than seven 13 3.86
Undetermined 10 2.97

ORDINAL POSITION IN FAMILY

Position Number Percentage
Only Child 35 10.39
Oldest Child 80 23.7h
Middle Child 108 32.08
Youngest Child 8L 24.93




APPENDIX I (Continued)

ORDINAL POSITION IN FAMILY

Position Numbex Pomantqc___
Twin 2 0.59
Undetermined 28 8.31

AGE AT AIMISSION

Age in Years Number
20 - 2 é
25 - 29 20
30 - 3 Lk
35 -3 53
o - hiy sh
LS - L9 60
50 - S 51
55 - 59 28
60 - 64 1
65 ~ 69 6
7 - T4 1

Range: 20 - Th years
Mean: k3.8 y.m
8.D.: 6.85 yoars
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REPORTED AGE AT WHICH ALCCHOLISM BECAME A PROBLEM

Age in Years Number
10 -1 b
15 - 19 25
20 - 24 1Y
25 - 29 L3
30 - 34 56
ag-39 L8

- U4l 37
LS - L9 25
50 - 54 7
85 « 59 5
60 - 64 3
65 - 69 0
70 - 7 1
Total 308

Range: 11 ~ 72 years

Mean: 32.5 years

8.D. 29.36 years

65 Patiente (20%) had difficulties with alcohol
3 yoars before admission.

261 Patients (80%) had difficulties with alcohol
3 years before admiszion.




APPENDIX II
C.A.T.C. SENTENCE COMPLETIOR
Date of Admission

Floor: Jrd lith

Directions: This is part of a Center research project. To carry out the

1.

2.

3.

6.

7.

8.

project, we need to know what the patients honestly think about
the Center. We greatly appreciate your cooperation.

Please ¢ the following sentemces. Feel free to use your
own wor say whatever you think and feel. Please do not

sign your name.
Thia Treatmont CanlOr.eccccccescesvrtnsessvssrsssssssvssssorcosssoransesnassesse

S PBIBHRTEDRNRENPEND ORI OIPIB NP OETONTRIERRRETERENDNEPETRNTBEPOORT IR EONOENIIEEssOPeny
The staff menmbers In this Cantereisieccessscrscocsascnsconsavasrasscsssasesesse

(A AR R YR R R AN I R R R R R N R N R R R L E A A R R R R R R R R A A R R AR A AR R R AR RN ERE BN

The best thing about this Center 18.csccceccsrsccccsrcosnssssrsrcenscansscsas
BPE VOB GO UT NS CEL ISR P VCRD OB LG PSRRI U TN SBDTRPEIDRERNBT IS RO ORGERUIOROGBRDIENSSS
m paumw in thia m.‘...0000000¢0..0'."'.".“'0..000.IIQQ.Q.OQOCC

BB ORGP OISR RBETN OV OLTCLOERNERNQVI NGB ORI OPNID I IPINENDROIPIPOSEOIRPOIOSTIOIOEBIOIENARBRERNY

m tm‘w pmzx‘m Of m CBnt!.rO.'.Cl I ZEZ BRI R RS R IR IR NI AL R A NS EE RS
BB E B OO P ORPRENS RO O AR PNP BRI G IR RN RI LI OHNTE OSSN IRV IO LB ORNPNOISOIBRNGORTIIOESS
m in mﬂ &nter m“ m“'t".C..Q‘OC.'...'Q..‘.""CC“.O..Q.."!Q.O
Y R E R RS N RN R R R N PR R I R N N R Y SN P R N RN R NI R R N R R A RN AL RS AR R AN R
m paycxﬂatﬁvc ataff mm m'..".“..'...“COOOIl."ﬁ."."."‘....l'
I F R XSS R R R R EE AR R R NS R AR R R RN EE R AR R SRR AN R AN R RN R E R AR AR RSN R ERREER S/

m Wﬂt m abo“t’ ms c’anmr ia.....-.'."C‘O.C.C..'COQCDQOQQCOOOQQUOO

I ET N R R Y RS NN I A RN R R L R AN A R R L B A R RN R N R S N R RN RS R A AR R R R A RS AN NN R
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9.

10.

1.

15.
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APPENDIX IIX
PATIENTS' QPINION POLL

Directions: This poll is part of a hospital research project. The statements
on the following pages were made by patients in various wards of several
hospitals, Ve would lilke to know how you feel asbout these conditions on your
-ward. BHead each statement carefully. show how much you agree or
disagree with it by underlying ons of the cholces under eech astatement.

Showing how you honestly feel will help to determine the value of present
treatment methods. You do not nesd to sign your name. Yowr help will be

greatly appreciated.

1. The patients on this ward (floor) get chances to make stions.
%) Strongly agree (2) Agree (3) tmdacidad (4) Disagres (5) Strongly
sagree

2. Being on this ward (floor) does more harm than good to a patient.
(1) Strongly agres (2) Agres (3) Undecided (4) Disagres (5) Stromgly

3. There is a spirit of cooperation among the staff on this ward (floor).
(1) Strongly agree (2) Agree (3) Undecided (4) Disagres (5) Strongly
m

L. Being on this ward (floor) helps me make sy own decisions.
(1) Strongly agree (2) Agree (3) Undecided (h) Disagree (5) Strongly

5. The doctors who serve this ward (floor) think they "kmow it all.®
(1) Stmnsly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly

6., They've done everything they could to make this ward (floor) a pleasant

place.
(1) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
disagree

7. The staff members on this ward (floor) play favorites.
g:) Strongly agree (2) Agree (3) Undecided (L) Disagree (&) Strongly
sagree
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8.

9-

13.

17.

18.

13

On this ward (floor) they treat the patients like human beings.
((g:) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagree

It's hard to find somsone to talic with on this ward (floor).
g) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagree

.'E fgon"g place much trust in what they promise the patients on this ward

oor) .

g; Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
agree

Being on this ward (floor) has helped me
éi) Strongly agree (2) Agree (3) Undecided (i) Disagree (5) Strongly
Jagree

ust don't like the way they do things on this ward (floor).
g. Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagroe

'i?gagatimts on this ward (floor) don't get a chance to manage their own
8.

(1) Strongly agree (2) Agree (3) Undecided (4) Disagree (5) Strongly
disagree

The staff members on this ward (floor) take time to listen to the patients
((é.) Strongly agree (2) Agree (3) Undecided (4) Disagree (5) Strongly
sagree

There are too many rules and ations on this ward (floor).
g) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagrea

Tiis ward (floor) is depressing.
‘(é) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagree

’gx;':i};ﬁ(numes) on this ward (floor) do helpful things even when they
to.

(1) strongly agree (2) Agree (3) Undecided (L) Disagree (S) Strongly
disagree

You don't see many smiles on this ward (flmrg.
g) Strongly sgree (2) Agree (3) Undscided (4) Dissgree (%) Strongly
sagree




19.

21.

22,

23.

25.

26,

27.

28,

h

Being on this ward (floor) helps me feel better about the future.
éi) Strongly sgree (2) Agree (3) Undecided (i) Disagree (5) Strongly
sagree

They give you enough freedom on this ward (floor).
g_) Strmgly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagree

The patients on this ward (floor) are neglected by the staff.
g) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagres

There are equal opportunities for everybody on this ward (floor)
g) St.ronaly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagree

The staff members of this ward (floor) seem to know what they're doing.
((é) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagrec

Some of the aldes (nurses) on this ward should be fired.
g) Strongly agree (2) Agree (3) Undecided (L) Disagree () Strongly
sagrec

I am happy on this ward (floor).
(1) Strongly agree (2) Agres (3) Undecided (L) Disagree (5) Strongly
disagree

There's too much waiting on this ward (floor).
g) Strongly agree (2) Agree (3) Undecided (L) Disagres (5) Strongly
ssgree

The nurses on this ward (floor) sre inclined to forget what a patient

asks them to do.

gﬁ) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
sagree

I have very few complaints to make about this ward (floor).
g) Strongly agree (2) Agree (3) Undecided (L) Disagree (5) Strongly
8agyree




APPENDIX III (Continued)

STATISTICAL DATA OF PILOT STUDY WITH KLETT SCALE

75

Raw Teat Scores

Subject Third Floor Fourth Floor
1 8s 85
2 92 98
3 96 90
k & 7
S 20 87
6 62 65
7 104 104
8 99 86
9 77 8o
10 100 92
1 87 86
12 9k 86
13 92 82
b1 1Y 91 83
15 91 91
M= 89.&) M= 850?3

S.D.= 9.81 S.D.= 8.54




APPENDIX IV

C.A.T.C. RATING SCALE

DIRECTIONS: This rating scale is part of a Center research project. The
statements below were made by patients about the Center. Ve would like to
know if you feel the same way about the Center. Please read each statement
carefully. Then show how much you agree or disagree with it by underlining
one of the five choices under each statement. ,

1. The staff at the Center are kind and considerate.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree ‘

2. The patients in the Center are encouraged to make suggestions.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

3. The patients in the Center start to drink as soon as they leave.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

L. Staff members at the Center think the patients can get better.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

5. The hospital volunteers in the Center do & fine job.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

6. The medical doctors who work in the Center avoid the patients.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

7. It is hard to find someone to talk to in the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

8. The nurses in the Center don't know how to work with the patients.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree
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9. The Center has an excellent progranm.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

10. The nurses who work at the Center are alweys telling the patients what
to do.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

11. The patients in the Center are neglected by the staff.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagrees (e) Strongly
disagree

12. The medical doctors at the Center know what they're doin?.
(a) strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

13. Everything has been dons to make the Center a pleasant place.
(a) Strongly sgree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

1. There are no complaints to make sbout the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

15. The nurses at the Center forget what patients ask them to do.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

16, A person's privacy is not respected in the Center.
(tgeStrongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disegree

17. The nurses at the Center are excellent.
(a) Strongly agree (b) Agree (c) Undscided (d) Disagree (e) Strongly
disagree

18, I like the way they do things at the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

19. The staff members at the Center could use some help themselves.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

20. They are too strict at the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree




21.

22,

23.

24,

25,

26.

27.

28.

29.

32.

78

The staff members at the Center are doing as much as possible to help
the patients.

(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The Center makes you feel like a human being again.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

Being in the Center makes you feel worthless.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
dissgree

Being in the Center helps you to make your own decisions.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

You are treated with respect in the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

Being in the Center helps & person feel better about the future,
(a) Strongly sgree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
disagree

There is plenty to keep you b in the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The Center helps the patient to understand himself.
(a) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
disagree

The patients in the Center really help each other.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

There is a spirit of cooperation among the staff at the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The staff at the Center are around when you need them.
(2) Strongly agree (b) Agree (c) Undscided (d) Disagree (e) Strongly
disagree

The ward meetings have no value.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree




33.

37.

38.

39.

Lo.

79

Time passes slowly in the Center.
((i;.) Strongly agree (b) Agree (c) Undscided (d) Disagree (e) Strongly
sagree

There are equal opportunities for everyone in the Center.
((é) Strongly agree (b) Agree (e) Undecided (d) Disagree (e) Strongly
sagree

Staff members promise more than they deliver in the Center.
,fé) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
sagree

It is best to keep your "mouth shut" while you are in the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The staff members at the Center take time to listen to the patients.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

There are too many rules and ations at the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

There is a happy spirit at the Center.
g) Strongly sgree {b) Agree (c¢) Undecided (d) Disagree (e) Strongly
sagree

The staff members at the Center have little personsl interest in the

patients.

g:) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
Bagree

The Center makes you feel"blue.®
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The "patient government" that they have at the Center is useless.
é;n) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The program at the Center needs a "shot in the amm."
((i:) Strongly sgree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

They keep you too busy in the Center.
ég) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree




Ls.

Lé.

h?o

L8.

L.

52,

53.

8o

The staff members don't let the patients "in on" what's happening at the
Center.

(a) Strongly agree (b) Agree (c) Undecidad (d) Disagres (e) Strongly
disagres

The psychiatric staff at the Center are re interested in their work.
(a) Strongly agree (b) Agree (¢) Undecided (d) Disagree (e) Strongly
disagree

You get a lot from the group therapy at the Center.
f;) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

Being in the Center makes you nervous.
&)‘ Strongly agree (b) Agree (c) Undscided (d) Disagree (e) Strongly
agree

Matmmhamatthocmrmmdly“mthabm."
c(lz) Strongly agree (b) Agree {c) Undecided (d) Disagree (e) Strongly
sagree

The nurses at the Center "baby" the patients too much.
g) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

There are not enough recreational activities at the Center.
((g) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The nurses at the Center make the pstients for no reason.
é;) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

‘20 mpmztrm staff doesn't know enocugh about alcoholics to really
(a) Strongly sgree (b) Agree (c) Undecided (d) Disagree (o) Strongly
disagree

The Center makes you reslise that you don't need to drink.
é;) Strongly agres (b) Agree (c) Undecided (d) Disagres (e) Strongly
sagree

The patients in the Center have an equal chance to get passes.
Si;) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The patients at the Center don't do their work details properly.
‘(’;) Strongly agres (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
sagree




57.

58.

59,

81

The medical doctors at the Center can hardly wait to go home.
gz) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree .

The A.A. program at the Center is well orgsnized.
((ﬁa.) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The staff members at the Center play favorites.
Eé) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

Hardly anyone in the Center understands the patienmts.
Sha) Stmgly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The medical doctors at the Center liks the work they are doing.
g;) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The patients in the Center can't wait until they are discharged.
fé) Strongly agree (b) Agres (c) Undscided (d) Disasma (e) Stromgly
sagree

You don't see many smiles in the Center.
é;) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The patients in the Center have confidence in the staff.
é;) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
sagree

The staff members at the Center don't care what happens to the patients

after discharge.

é:; Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
agree

The patients in the Center don't help one another.
é;; Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
agree

They allow you to disagree -t the Center.
(a) Strongly agree (b) Agree {c) Undecided (d) Disagree (e) Strongly
disagree

The Center maskes you more confused than anything else.
é;) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree




69.

70.

72.

73.

75.

76.

7.

78.

9.

82

The Center is a success.
g) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
sagree

The patients in the Center are a fine group of people.
((1;) Strangly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

In the Cemter you learn that you can be like other peop
((l:) Strongly agree (b) Agree (c) Undecided (d) Disagree (a) Strongly
sagree

You can't rely on the psychiatric staff at the Center.
(n) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagrees

In the Center you can learn how to get along with people.
(a) strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The food which is served at the Center is wonderful.
g:; Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
agree

The Center is neat and clean.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly

Being at the Center makes you feel like you can help yourself.
‘(;) Strongly agree (b) Agree (c) Undecided (d) Disasroe (e) Strongly
sagres

They don't give you any answers in the Center.
((!:) Strongly agree (b) Agree (c) Undecided (d) Disagres (e) Strongly
sagree

The staff at the Center don't have confidence in themselves.
g) Strongly agree (b) Agree (¢) Undecided (d) Disagree (e) Strongly
sagree

The patients in the Center should mind their own business.
gg Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
agree

Being at the Center gives you an opportunity to work on your problems.
c(‘;g Strongly agree (b) Agres (c) Undecided (d) Disagree (e) Strongly
agree




83

I don't place much trust in what they say at the Center.
Sg) Strongly agree (b) Agree (c¢) Uhdecided (d) Disagree (e) Strongly
sagree

The Center teachss you to "slow down" and think.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagres

The Center helps a person to speak openly and honsstly about himself.
(a) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
disagree

There is nothing to do in the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

I don't like the way they do things at the Center.
((é.) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The Patients in the Center are better off not meking any suggestions.

(=) Strongly sgree (b) Agree (c) Undecided (d) Disagree (e) Strongly

ai

The staff at the Center really know s lot about alcoholism.

é:) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

The Center 1s nothing more than a place to "dry out.®
g:) Strongly agree (b) Agree (¢) Undecided (d) Disegree (e) Strongly
sagree

Tims seems to "fly by" in the Center.
g) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree.

The medicine they give you in the Center is excellent.
51:) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

There are not enough visiting hours allowsd in the Center.
c(1;) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
sagree

You learn a great deal about alcoholism in the Center.
(a) Strongly sgree (b) Agree (c¢) Undecided (d) Disagres {e) Strongly
disagree




93,

97.

98,

100.

8k

The coffee which is served at the Center is terrible.
(a) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
disagree

The religious services available to the patients in the Center are

adequate.

fé) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
ssgree

The only good thing about the Center is the 4.A. program.
(a) Strongly agree (b) Agree (c) Undscided (d) Disagree (e) Strongly
disagree

There is plenty of freedom in the Center.
(a) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (s) Strongly
disagres

It's hard to get along with the patients in the Center.
gﬁ Strongly agree (b) Agree (c¢) Undscided (d) Disagree (e) Strongly
agree

The staff members at the Center are really friendly.
g;), Strongly agres (b) Agree {c) Undecided (d) Disagree (e) Strongly
agree

Being in the Center is the best thing that could happen to an alcoholic.

(a) Strongly sgree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The staff at the Center think they know it all.

(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree




APPENDIX V
STATISTICAL DATA
MEANS AND STANDARD DEVIATIONS OF HIGH AND LOW GROUPS
t-VALUES OF 100 ITEMS

1+ 3.840 .366 3.0u0 . 720 L.950
2" 3-h80 0699 30120 -652 1- 881
3"' 30160 0611 2.1&00 -Bm 30772
L+ 3.520 574 3.200 189 2.119
5+ 3.600 .632 3.320 545 1.676
6- 3.680 1166 2.720 .82% 5.061
I 3.720 .825 2.840 92k 3.550
8"’ 30880 c32h 2.680 1-121 50138
9+ 3.880 324 3.200 632 L.781
10" BGW l979 206& lu131 1-336
11"' 30&0 L] 2'920 .890 ht??g
12+ 3.800 400 2.760 99 S.0hl
13+ 3.920 271 3.000 692 6.182
U+ 3.160 1.155 2.360 1.053 2.558
15" 3-320 0881 2‘520 loOZh 20959
16- 3.200 979 2.720 917 1.788
17+ 3.880 .32 2.720 .960 5.722
18+ 3.640 480 2.720 . 775 5.043
20~ 3.600 489 2.920 .688 L.02k
21+ 3.800 00 3.000 489 6.324
22+ 4.000 .000 3.080 795 5.778
23- 3.880 32l 2.960 915 L.734
2+ 3.600 189 2.760 813 h.h21
25+ 3.800 489 3.080 271 6.1428

"." jindicates a negatively stated item.

"+# indicates & positively stated item.
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APPENDIX V (Continued)

MEANS AND STANDARD DEVIATIONS OF HIGH AND LOW GROUPS

t-VALUES OF 100 ITEMS

ITEMS My SeDug My S.D.p t-~VALUE
26+ 3.840 . 366 2.800 .848 5.625
27+ 3.480 699 2.840 .887 2.846
28+ 3.640 557 2.720 601 5.611
29+ 3.520 4499 2.520 B85 5.052
30+ 3.560 .752 2.680 733 L.187
31+ 3.560 .sn 2.720 775 k.359
32" 3- 320 11121 2.2&0 09}‘9 3067h
33~ 3.0.0 1.038 2.2 .906 2.901
G+ 3.720 Lk8 2.880 1 L.9%h
35~ 3.360 .685 2.320 «133 5.179
36~ 3.240 861 2.360 1.053 3.232
37+ 3.680 614 2.760 .763 L.694
38" 30280 0825 2.920 05& 118@‘
39+ 3.520 4499 2.240 763 7.016
Lo- 3.640 557 2.320 .835 6.573
hl"' 3:320 w733 2»360 0932 h.OhS
L2~ 3.4ho .637 2.360 .932 L.778
hB" 3'2)40 061‘9 1.960 0870 5.889
M’ 3‘080 0976 2-520 0%3 2.060
L5 3.240 .861 2.480 a5 3.132
hé'.' 3' 760 0h27 2-lm 08% 60%
h?"‘ B'Sw -571 202& 0917 5'921
ha' 3-320 0733 2 wa .8&9 h.165
Lo+ 3.640 480 2.480 899 5.687
S0 3.360 .889 2.840 .880 2.078
51"' 20880 1.210 20&‘0 10091 '736
52‘" 30&0 .h&O 207& ¢813 h.556
53" 3‘520 057h 2‘2& n89h 60209
S+ 3.600 U89 2.640 A2 4.923
55+ 3.760 427 2.920 .688 5.185
56~ 3.200 1.058 2.160 1.083 3.432
ST~ 3.480 S7h 2.320 «733 6.228
58+ 3.760 L27 2.0 1.061 5.769
59" 30hm '891‘ 2.880 o652 2.3h8
g‘ g-;gg c% g.g{.:g ¢833 h.&&ﬁ

" ; * » - » ™
62- 2 .6‘&0 . 971‘ 2- 120 » 'eég?o
63~ 3.360 97 2.680 .785 2.715




AFPENDIX V (Continued)
MEANS ANL STANTARD TEVIATICHNS OF HIGH AND LOW CRCUFPS
t-VALUES OF 100 ITENS

6ly+ 3.680 «5h5 2.560 897 5329
65"‘ 30520 [ SSh 2 . 280 ‘960 h 0821{
66~ 3.680 466 2.L40 1.061 5.348
€7+ 2.880 1.3% 2,760 +708 «39¢|
68« 3.720 AR 2,640 932 5.215
694’ 3;8% 01389 2o880 uS&? 6.011
70+ 3640 «557 2,320 835 6.57
714* 30880 OBZ’J 2;720 o66h 7;8130
T2 3,320 1.223 2,121 0992 3.807
T3+ 3.380 + 324 2.960 «3L4 9.719]
L+ 3.880 . 3.040 662 5«»691;
75+ 3.840 . 3.200 o189 5229
76+ 3,920 391 3.080 627 5677
78- 2720 530 2.640 #793 5465
79"’ 3.000 1'326 2:“’0 1-095 20
80+ 3.880 o324 2.800 «8LB 5e94
8le 3.6L0 «557 2,800 «800 R
82+ 3.520 899 3,000 +7L8 2.22))
83* 30880 « 32} 3.000 q692 S5«Th9
8l 3.680 Li66 3,040 «598 Le216
85" 30680 0}466 2 0720 08?2 0850
86 3.6L0 o557 2.480 1203 34 k1)1
87+ 3.520 899 2,400 =692 44930
88« 3.720 L8 2.720 -825 $.320
89+ 3.160 833 2,120 863 ko33
90+ 3.640 52l 2.8L0 ooh2 L83
9l- 2.920 1.092 2.6L0 889 99
92+ 3.680 o668 2,800 .800 Le7
93“' 30320 ¢851 206&0 10127 2 .37
9’4" BOhOO 0891‘ 3.@ 06‘92 1;76
95“ 3»320 0881 3«280 .601 .18
96+ 3.800 +Li00 3.200 +400 5430
97- 3.560 496 2.840 €11 L+56
98+ 3.880 «L30 2.880 o765 5.69
99* 3:&1}0 'héj 3.080 0627 h.&?
100« 3.720 L8 2.8L0 13 5.12




APFERIIX VI
C.A,T.C.
RATING SCALE

DIRFCTIONS: This rating scale is part of a Center research project. The
Btatements below were made by patients about the Center. We would like to
know if you feel the ssme way about the Center. Flease read each statement
carefully. Then show how much you agree or disagree with it by underlining
one of the five choices under each statement.

1. Everything has been cdone to make the Center a pleasant place,
- {a) Strongly agree (b) Agree (¢) Undecided (d) I'ieagres (e) Strongly
disapree

2. The Center makes you feel like & humen being sgain,
(a) Strongly sgree (b) Agree (¢) Undecided (d) Disagree (e) Strongly
disagree

3¢ Staff members promise more than they deliver in the Center,
(a) Strongly agree (b) Agree (c) Undecided (d) I'isagree (e) Strongly
disagree

Le The murses in the Center don't know how te work with the patients.
(a) Strongly agree (b) Agree (¢) Undecided (d) Disagree (e) Strongly
disagree

5. You are treated with respect in the Center.
(:) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

6. The staff members at the Center are doing as much as possible to help the
patients.
é:) Strongly agree (b) Agree (¢) Undecided (d) Idsagree (e) Strongly
sagree

7. The Center is nothing more than a place to "dry out.”
51:) Strongly agree (b) Agree (c) Undecided (d) [isagree (e) Strongly
sagree

8. The psychiatric staff at the Center are reslly intercsted in their work,
é:) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
sagree

88




9

10.

i1,

12,

13.

ke

15.

16.

17.

18,

19.

20,

89

The *"patient govermment® that they have at the Center is useless.
(a) Strongly agree (b) Agree (c¢) Undecided (d) Cisagree (e) Strongly
disagree _

The program at the Center needs a "shot in the arm.”
(a) Strongly agree (b) Arree (c) Undecided (d) Disagree (s) Strongly

disagree

The A.A. program at the Center is well organized,
(a) Strongly agres (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree

The medical doctors at the Center like the work they are doing,
(a) Strongly agree (b) Apres (¢) Undecided (d) Disagree (e) Strongly
disagree

The staff members at the Center don't care what happens to the patients
after discharge.

(a) Strongly agree (b) Agres (c) Undecided (d) Disagree (e) Strongly
disagree

The Center makes you more confused than anything else.
(a) Strongly sgree (b) Agree (c) Undecided (d) Iisagree (e) Strongly
disagree

The patients in the Center don't help one another.
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disapree

You get a lot from the group therapy at the Center,
(a) Strongly agree (b) Agree (¢) Undecided (d) Iisagree (e) Strongly
disagree

In the Center you can learn how to get along with people.
(a) Strongly agree (b) Agree (o) Undecided (d) Disagree (e) Strongly
disagree

They don't give you any answers in the Center,
é:) Strongly agree (b) Agree (¢) Undecided (d) ’isagree (e) Strongly
Bagree

Being at the Center gives you an opportunity to work on your problems,
(a) Strongly sgree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
disagree

The staff at the Center doesn't have confidence in themselves.
g) Strongly agree (b) Agree (c) Undecided (d) Disagree (8) Strongly
sagree




Q.

22,

23,

2.

25.

26.

2.

28.

29.

30,

90

The Center helps & person to speak openly and hcnestly sbout himeelf,
(a) Strongly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disagree _

I don't like the way they do things at the Center.
(a) Strongly agree (b) Agree (c) Undecided (d) Idisagree (e) Strongly
disagree

The Center is & success.
(a) Strongly agree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
disagree

The patients in the Center are a fine group of pecrple.
(a) Strongly agree (b) Agree (c) Undecided (d) [issgree (e) Strengly
disagree

In the Center you learn that you can be like othexr people.
(a) Strongly agree (b) Agree (c) Undecided (d) Iieagree (e) Strongly
disagree

The psychiatric staff doesn't know encugh about slecholics to really be

helpful.
(a)psmngly agree (b) Agree (c) Undecided (d) Disagree (e) Strongly
disarree

The medical doctors at the Center can hardly wait to go home,
(a) Strongly asgree (b) Agree (¢) Undecided (d) lisagree (e) Strongly
disagree

The staff members at the Center have little perscnal interest in the
patients,
(8) Strongly agree (b) Agree (c¢) Undecided (d) isagree (e) Strongly
disagree

The staff at the Center think they know it all.
é:) Strongly sgree (b) Agree (c¢) Undecided (d) Disagree (e) Strongly
8apTe0

There is a happy apirit at the Center.
éz) Strongly agree (b) Arree (¢) Undecided (d) Dissgree (e) Strongly
sagree




APFENDIX VII

PRE AND POST-TEST SCORES OF THIRD ANI' FOURTH FLOCR PATIENTS

RSN B ER R EEEE B awovicwnr  ©

Third Floor
Prae~Test Post~Test
103 117
87 96
90 99
97 iG
108 116
85 95
100 109
83 95
89 98
86 97
19 7€
9 102
T4 82
89 91
80 89
93 104
96 o4
104 116
105 108
95 103
) Y 95
106 105
8s 87
i 100
8L 95
}43 - 6.76
snﬁ fod 0903
t - 7-&3

RERENNBE R RRELRESvo~wovicwnr ©

Fourth Floor
Prew«Taet Post~Test
a 91
107 112
ok 99
&1 88
1CY 110
82 89
a9 9k
oL 91
86 93
8} a
8é 82
83 83
Th 83
103 99
78 81
8L 80
100 100
98 10
97 97
89 88
9% 102
80 90
81 95
96 102
112 113
HD - 3.60
% - .722
AR ho?&
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