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Family of Origin Functioning and Use of Coping 

Strategies Among Adult Daughters 

of Alcoholic Fathers 

by Susan H. Gwaltney 

December, 1989 

Two questionnaires, the Self-Report Family Inventory 

(SFI) and coping strategies items taken from the Health 

and Daily Living Adult Form B (HDL), were used to 

investigate family environment measures that discriminate 

adult daughters of alcoholic fathers (ACA) from adult 

daughters of non-alcoholic fathers (non-ACA), to determine 

if coping strategies differ among ACA and between ACA and 

non-ACA. Subjects were sought to complete demographic 

information and the two questionnaires through community 

counseling centers and churches. 

ANOVA results indicated that ACA differed 

significantly and in the direction of less competence from 

non-ACA on measures of: Health, Conflict, Cohesion, and 

Expressiveness, but not on Leadership (2<.001). A 

significant positive association was found between 

avoidance coping strategies and Health, Conflict, 

Cohesion, and Expressiveness scores, but not Leadership 

scores (Q<.0001). As competence in family functioning 
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decreases, the use of avoidance coping strategies 

increases. Psychotherapy participants used more avoidance 

coping strategies than subjects who were not in 

psychotherapy; ACA in psychotherapy used more avoidance 

coping strategies than ACA who were not in psychotherapy. 

An association was found between ACA classification and 

both physical and sexual abuse, in that ACA subjects were 

more likely to report that physical and sexual abuse 

occurred in their families of origin. Results indicate 

that ACA perceive their families as less functional than 

non-ACA. 
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CHAPTER I 

INTRODUCTION 

Adult children from alcoholic families (ACA) are 

increasingly coming to the attention of clinicians and 

researchers in the mental health field for several reasons. 

One reason is that professionals are realizing that the ACA 

population is at significantly higher risk for becoming the 

next generation of alcoholics (Bennett, Wolin, Reiss & 

Teitelbaum, 1987; Kenward & Rissover, 1980). A second 

reason for the growing focus on adult children from 

alcoholic families is the magnitude of the population; 

approximately 22 million adults in the United States are 

raised in families where alcoholism is a problem, according 

to statistics gathered by the National Drinking Practices 

Survey in 1979 (National Institute on Alcoholism and 

Alcohol Abuse, 1985; Russell, Henderson & Blume, 1985). A 

third reason ACA are receiving increased attention from 

mental health professionals is related to the fact that 

adults reared in alcoholic families have an increased risk 

of significant psychosocial difficulties associated with 

parental alcoholism (i.e., ACA have low self-esteem and 

difficulty defining their own identity as well as 
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difficulty in establishing and maintaining intimate -

relationships) (Ablon, 1976; Cork, 1969; El-Guebaly & 

Offord, 1977; Kenward & Rissover, 1980). 
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ACA are interesting to researchers who want to unravel 

the factors involved in the complex problem of alcoholism 

as well as clinicians who desire to improve their 

understanding and treatment of the often debilitating ACA 

syndrome. However, there is still a relatively small body 

of research data pertaining to adult offspring of alcoholic 

parents. In 1983 a report of the National Institute on 

Alcoholism and Alcohol Abuse (NIAAA) commended studies of 

the children of alcoholic parents as one of two significant 

areas of recent research, and many researchers concur that 

children of alcoholic parents should remain a focus for 

future research (Russell et al., 1985). 

Currently, there is scant information about this 

important population that is based upon empirical data. 

Much of the existing information about children of 

alcoholics is based on clinical experience and survey data. 

Clinicians like Black (1981), Woititz {1983), and Ackerman 

(1987) have suggested that there are roles ACA adopt and 

implicit rules they must adhere to in an alcoholic family 

to survive, but there is presently little empirical 

evidence to support their hypotheses. A second problem 
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with the current data concerning ACA is that the 

methodology in most existing studies is weak (e.g. vague 

definitions of parental alcoholism and small samples); 

thus, information gathered to date has limited reliability 

and generalizability. Another problem is that there has 

been no clear conceptual model to guide research in this 

area; therefore, there has been little cross-fertilization 

of ideas (Russell et al., 1985; Waite & Ludwig, 1985; 

Wilson & Orford, 1978). Despite the limitations of the 

current research concerning children and adult offspring 

from alcoholic family backgrounds, the consensus seems 

clearly to indicate that children who grow up in alcoholic 

families are at high risk for a number of emotional and 

behavioral problems (Russell et al., 1985). 

ACA report a wide range of intrapsychic difficulties 

which may be associated with the numerous interpersonal 

difficulties they often have. Adult children from 

alcoholic families report feelings of shame, guilt, fear, 

insecurity, depression, and anger (Black, Bucky, & Wilder

Padilla, 1986; Woititz, 1985). Gravitz and Bowden (1985) 

suggest that these feelings are normal reactions to chaotic 

childhood experiences in which the alcoholic parent or 

parents respond unpredictably to their child's needs for 

physical care, emotional care, limit setting, and 
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communication (Black et al., 1986). In adulthood ACA may 

lack trust in themselves and others, have poor · 

communication skills, experience role confusion and 

problems with self-identity, avoid intimacy, and have 

difficulty emotionally separating from their families of 

origin (Ablon, 1976; Black et al., 1986). They experience 

more family disruptions (e.g., divorce, family member's 

premature death) and become alcoholic or marry alcoholics 

significantly more often than non-ACA (Bennett, Wolin, 

Reiss & Teitelbaum, 1987; Black et al., 1986; McKenna & 

Pickens, 1981; Midanik, 1983). 

Although it seems clear that ACA suffer many adverse 

consequences, Heller, Sher and Benson (1983) suggest that 

sampling bias leads to an overprediction of r~sk for ACA as 

well as an overestimate of psychopathology among them. 

Werner's (1986) longitudinal study is one of a few that 

examines factors which might protect children of alcoholics 

and enable them to appear invulnerable to the negative 

impact of family alcoholism. The results suggest that 

resiliency is determined by an interaction between 

personality variables and environmental factors. 

Two other areas of research are essential to 

understanding the impact of alcoholism upon the 

psychological and interpersonal functioning of ACA. Recent 
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research suggests that genetics has a role in both the 

development and transmission of alcoholism. The 

contributions of environmental factors to the development, 

maintenance, and transmission of alcoholism are also 

explored. 

One line of current research involving children from 

alcoholic families focuses upon the search for genetic 

links in the transmission of alcoholism. At the present 

time, compelling evidence indicates that children of 

alcoholics can inherit a predisposition to some forms of 

alcoholism, and that male offspring are particularly at 

risk (Midanik, 1983; Steinglass, Tislenko, & Reiss, 1985). 

In addition to the conclusion that genetics play a 

role in the transmission of some forms of alcoholism, there 

is also growing evidence that alcoholism is a disorder that 

is familial (Segal, 1987). Out of a series of naturalistic 

studies, Steinglass (1980) developed a conceptual model of 

the alcoholic family. This model proposes that alcoholism, 

like any chronic illness, involves the development of 

persistent patterns of behavior over time. These patterns 

become integrated into the family's homeostatic mechanisms, 

thereby becoming associated with long-term family 

stability. Attempts to identify the dynamic factors within 

the family system which are associated with the 
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transmission and maintenance of alcoholism suggest that a 

variety of structural dysfunctions characterize alcoholic 

families. These structural dysfunctions include: (a) rigid 

boundaries, (b) unresolved marital conflict, and 

(c) cross-generational alliances (Preli & Protinsky, 1988). 

Recent research indicating that both genetics and the 

family environment play significant roles in the etiology 

and transmission of alcoholism has led most researchers to 

discard the traditional cause and effect model of 

alcoholism and to replace it with a multifactorial model 

which acknowledges alcoholism to be a family disease. 

Within a multifactorial model of alcoholism, the family 

environment is seen as one in a series of variables that 

interact in a dynamic way to contribute to the emergence, 

maintenance, and transmission of alcoholism (Steinglass & 

Robertson, 1976). In the last 20 years research 

investigating the family and alcoholism has evolved from 

primarily epidemiological studies (e.g., birth order) to 

more complex approaches designed to tap the aspects of 

family process that influence and are influenced by 

patterns of parental drinking (Campbell, 1986; Wilson & 

Orford, 1978). Research based upon a systems view of the 

alcoholic family is more difficult, because the 

multidirectional interactions that comprise family process 
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are difficult to quantify with good reliability; therefore, 

the validity of many studies tends to be low. In spite of 

the limitations in the research, it has provided valuable 

clues toward knowledge of the complex patterns of family 

life that are important in understanding the problem of 

alcoholism and its consequences for ACA (Campbell, 1986). 

Further investigation is needed into the environmental 

stressors within the alcoholic family associated with the 

development, maintenance, and transmission of alcoholism 

(Bennett, Wolin, Reiss, & Teitelbaum, 1987). The adult 

offspring from a family system where alcohol played an 

integral role in the family's environment can be a valuable 

resource. Information gathered from the ACA's vantage 

point is scarce and would elicit information that could be 

beneficial in understanding which factors in the family 

environment are associated with alcoholism. In addition to 

benefitting researchers and theorists who are trying to 

understand the complex problem of alcoholism, investigating 

the alcoholic family system from the perspective of the 

adult child from an alcoholic environment can provide more 

sophisticated guidance to practitioners who treat ACA. 

Statement Of the Problem 

The purpose of this study was to investigate the 

impact of paternal alcoholism upon family health and 
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environment from the adult daughter's perspective and to 

identify family interactional patterns associated with the 

ACA's choice of coping strategies. 

Related Literature 

Alcohol abuse is a complex, extensive, and expensive 

medical and social problem. Fifty-six million Americans 

have reported that alcohol abuse had affected their 

families in some way (e.g. illness, arrest, job loss) 

(Institute of Medicine, 1987). Such data make it 

increasingly evident that alcoholism is a family problem 

with far reaching consequences. Steinglass and his 

colleagues (1987) point out that the most prevalent place 

to find alcoholics is a structured, intact, and reasonably 

competent family environment. Even among the Skid Row 

population, most individuals are involved in enduring 

relationships (Steinglass, Bennett, Wolin & Reiss, 1987). 

Most individuals with alcoholism manage to remain in their 

families and function relatively well, although the family 

system as well as individual members pay a high price for 

the alcoholism (Steinglass et al., 1987). 

In understanding the magnitude and scope of the impact 

of alcoholism and alcohol abuse, examining the 

consequences of this problem for the family is vitally 

important. The family is affected economically, socially, 
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emotionally, and often physically by the alcoholic's 

drinking; family life is more likely to be disrupted by an 

illness, accident, or injury related to alcohol abuse (IOM, 

1987; Kenward & Rissover, 1980; NIAAA, 1984; Russell et 

al., 1985). Paolino, Mccrady, and Diamond (1978) report 

that 41 percent of marriages in which one or both spouses 

are alcoholic are unstable. Rates of parental separation 

and divorce are at least four times higher in alcoholic 

families than in families without members affected by 

drinking problems (Kenward & Rissover, 1980; Paolino et 

al., 1978). Alcoholic families are described by Steinglass 

and his colleagues (1987) as families in which alcoholism 

is no longer solely an individual problem; rather 

alcoholism operates as a homeostatic mechanism by virtue of 

its incorporation into the patterns and rules of family 

life. 

As alcoholism has begun more and more to be seen as a 

family disease in recent years, there has been a growing 

trend to recognize the children raised within an alcoholic 

family as a population deserving attention by researchers 

and clinicians. No family member seems to escape the 

effects of alcoholism; however, the risk for destructive 

consequences seems to be particularly high for the children 

who grow up in alcoholic families (El-Guebaly & Offord, 
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1977; Kenward & Rissover, 1980; Shear, 1985). The first 

official recognition of the needs and issues specifically 

related to these high risk children occurred in 1979 when 

the NIAAA sponsored a symposium on Services to Children of 

Alcoholics (Waite & Ludwig, 1985). This symposium began to 

highlight for interested mental health professionals the 

needs of and issues pertinent to children of alcoholics as 

well as the magnitude of the population. From information 

gathered from both the 1979 National Drinking Practices 

Survey and the 1980 census, it is estimated that there are 

between 6.6 and 7 million children of alcoholics under the 

age of 18, and 22 million children of alcoholics aged 18 or 

older in the U.S. When these figures are combined, the 

total of approximately 29 million represents a startling 

one out of every eight Americans (Shear, 1985; Waite & 

Ludwig, 1985). The enormous size of this population 

demonstrates the need to understand the nature of the 

effects of parental alcoholism upon offspring during their 

childhood and adolescence as well as when these vulnerable 

offspring reach adulthood. It is apparent that these 

individuals have an increased risk for damaging 

consequences associated with parental alcohol abuse, 

although the etiology of complications for offspring of 

alcoholics is not clear (Cork, 1969; El-Guebaly & Offord, 
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1977). The harmful aftermath of parental alcoholism 

suggests that further research is vital to the 

understanding of both treatment and prevention issues. 

Future research efforts can benefit from understanding the 

limitations of the research to date. 

Limitations in the Research 

Since the late 1970's, when awareness of ACA as a 

unique treatment population emerged, the literature on ACA 

has burgeoned. The current information is based primarily 

upon clinical observations and impressions, and scant 

evidence from empirical studies is available to support the 

hypotheses formulated from clinical research. 

Additionally, the majority of studies to date are 

methodologically flawed. The problems in design include 

using small, self-selected, and unrepresentative samples; 

unclear definitions of alcoholism; inclusion of multi

problem families; and the failure to include comparison 

groups (Black, Bucky, & Wilder-Padilla, 1986; Burk & Sher, 

1988; El-Guebaly & Offord, 1977; Jacob & Leonard, 1986). 

This variety of samples and methods to examine a large 

range of dependent variables makes it difficult to compare 

results and draw anything more than tentative conclusions 

(Jacob, & Leo~ard, 1986; Russell, et al., 1985). The fact 

that few efforts have been made to relate new findings to 



the existing research suggests that a third problem with 

the ACA research to date is that it lacks a unifying 

theoretical basis (Wilson & Orford, 1978). 

12 

In spite of the limitations in the research, it can be 

gleaned that an alcoholic family environment presents many 

challenges and difficulties for its children. The effects 

of parental alcoholism merit serious attention and will be 

explored next. 

Effects of Parental Alcoholism on Offspring 

In reviewing the data gathered to date in the 

investigation of the impact of parental alcoholism upon 

children, Jacob and Leonard (1986) suggest that the 

majority of research can be categorized into four general 

areas: (a) the influence of fetal alcohol exposure on the 

intellectual and physical development of infants and young 

children, (b) alcoholism's relationship to child neglect 

and abuse, (c) the risk of alcohol abuse among offspring of 

alcoholics, and (d) the consequences of parental alcoholism 

upon the psychological and interpersonal functioning of 

children of alcoholics. This paper will explore each of 

those areas. 

The impact of fetal alcohol exposure. Biblical 

references have linked maternal drinking during pregnancy 

with harm to the fetus for thousands of years; however, 
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more specific information was first provided in 1968 when 

French physicians described alcohol-related birth defects 

(Russell et al., 1985). In the 1970's researchers at the 

University of Washington coined the term Fetal Alcohol 

Syndrome (FAS) to define a constellation of birth defects 

found in children born to mothers with chronic alcoholism. 

These defects are: (a) prenatal and postnatal growth 

deficiency, (b) mental retardation and other developmental 

deficits, (c) congenital facial anomalies, and 

d) malformations involving the cardiovascular, skeletal, 

and various other systems (Russell et al., 1985). A review 

by Warner and Rosen (1975) and another by Green (1974) 

report no conclusive evidence of increased morbidity in 

infants with alcoholic mothers. The two studies that they 

reported which used control groups, however, revealed 

significant disadvantages to children born to alcoholic 

mothers. These disadvantages included FAS, an increase in 

perinatal mortality, a significant decrease in IQ, and more 

morphological and functional abnormalities (El-Guebaly & 

Offord, 1977). Full blown FAS occurs only in infants of 

alcoholic women who drink excessively throughout pregnancy; 

however, hyperactivity, central nervous system deficits, 

and minor physical anomalies are reported as alcohol 

related difficulties in children even when they are not 
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excessively exposed to alcohol during their mother's 

pregnancy (Russell et al., 1985). Fifty percent of the 

women who drink abusively during pregnancy have 

complications during pregnancy and delivery that put their 

infant at risk or give birth to children with alcohol 

related birth defects. Physicians and researchers as 

recently as 1981, however, could not determine the amount 

of alcohol that is harmful to the fetus (Waite & Ludwig, 

1985). At this point it is not possible to differentiate 

between the effects of variables such as maternal and 

paternal heredity, intrauterine alcohol exposure, mutagenic 

effects of alcohol on male gametes, and deficiencies in the 

postnatal environment that may be involved in a connection 

between maternal alcoholism and disadvantaged infants (El

Guebaly & Offord, 1977; Russel et al., 1985). 

Alcoholism and family-wide abuse. There is an 

abundance of research that demonstrates an association 

between alcohol abuse and family violence including child 

abuse (Lehmann & Krupp, 1983/84; NIAAA, 1978; Shear, 1985; 

Waite & Ludwig, 1985; Wilson & Orford, 1978). The 

Institute of Medicine (IOM) (1987) reports that the 

clearest causal connection between alcohol and violence is 

that drunkenness leads to an equal likelihood of being a 

perpetrator or a victim in crimes occurring in families. 



Methodological flaws in many studies (e.g., no clear 

operational definition of family violence, lack of 

appropriate control groups, the use of multi-problem 

families) make it difficult to determine the extent and 

nature of the relationship between alcoholism and family 

violence (Russell et al., 1985, Wilson & Orford, 1978). 

Rates of child abuse and family violence associated with 

alcoholism range from a conservative 17% according to the 

American Humane Association to an alarming high of 95% 

(Kenward & Rissover, 1980; Russell et al., 1985). The 
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NIAAA's (1978) Third Special Report to the U.S. Congress 

reported that, in the largest American study to date, 38% 

of child abusing parents had a history of alcohol problems. 

In her comprehensive review of the literature on ACA, 

Russell and her colleagues (1985) report that drunkenness 

has various effects upon parenting. Some alcoholic parents 

tend to avoid their children during intoxication and leave 

child-care responsibilities to their spouses. Other 

reports suggest that alcoholic abusers are more violent 

towards children than non-alcoholic abusers and inflict 

greater levels and amounts of injury (Russell et al., 

1985). Another study based upon a national survey of 

families found the relationship of spouse abuse and child 

abuse to the frequency of drunkenness to be curvilinear. 
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The respondents who seldom drank reported being less 

abusive than those who reported frequent drunkenness; 

however, the least violent respondents were those who 

reported being consistently drunk. These findings suggest 

that alcohol abusers who binge may be more likely to be 

violent than steady, heavy drinkers (Coleman & Strauss, 

1979). 

When alcoholic parents are violent and abusive to 

their children, they are less likely to meet their 

children's normal narcissistic needs, including the need 

for respect and mirroring which Miller (1981) describes as 

a prerequisite for developing a sense of self and self

esteem. The result of this deprivation may be depression 

or grandiosity in adulthood. Children may attempt to cope 

by splitting the alcoholic parent into a "good" parent and 

a "bad" parent or by dissociating themselves from their 

environment. The younger the child when the abuse or 

neglect is suffered, the greater the risk of damage to the 

child's ego development (Russell et al., 1985). Studies 

indicate that the consequences of parental violence for 

children include symptoms of developmental disorders, 

aggressive conduct disorder, interpersonal violence, as 

well as less severe disruptive behavior (Russell et al., 

1985; Wilson & Orford, 1978). 
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Liles and Childs (1986) assert that three to four 

million children, 26% of the population of children of 

alcoholics, may live in families that are both incestuous 

and alcoholic. Finkelhor (1984), in developing a family 

systems model to explain the occurrence of incest and 

sexual abuse, includes alcohol use as one of four 

preconditions of sexual abuse, and research supports 

alcoholism or alcohol use as a contributing factor in 

reducing internal inhibitions against acting on pedophilic 

impulses (Finkelhor, 1984; Maltz & Holman, 1987). 

Clinicians have frequently noted harmful intrapsychic 

and interpersonal consequences for victims of sexual abuse, 

and empirical research is beginning to confirm the negative 

impact of sexual victimization (Courtois, 1988; Finkelhor, 

1984). In the immediate aftermath of sexual abuse, 

children are often fearful and immobilized, and 20% to 40% 

exhibit pathological disturbances. As adults sexual abuse 

victims are more impaired than nonvictims, and 20% manifest 

serious psychopathology (Courtois, 1988). These adults are 

at risk for depression, anxiety, feelings of distrust, 

isolation, shame, powerlessness, and self-destructive 

behavior (e.g., suicide attempts, alcoholism). Incest 

hinders the development of the ego and sexual self-esteem 

(Calaf, 1988; Courtois, 1988; Maltz & Holman, 1987). 



Alcohol's propensity to increase the risk of physical and 

sexual abuse is one of the most alarming consequences, 

particularly in light of the fact that the cycle of abuse 

appears to be a self-perpetuating one. 
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Risk of alcoholism in offspring. It has become a 

well-established fact that one of the consequences for 

children from an alcoholic family is an increased risk of 

developing alcohol problems themselves (Bennett, Wolin, 

Reiss, & Teitelbaum, 1987; Cork, 1969; Russell et al., 

1985). ACA are three to four times more likely than other 

college students to identify themselves as having a 

possible drinking problem (Claydon, 1987). 

Offspring from alcoholic families are more likely to 

engage in other addictive patterns in addition to alcohol 

abuse. Other researchers report that adolescents, 

especially males, from alcoholic families are more likely 

to abuse drugs than adolescents from non-alcoholic 

families, and female offspring from alcoholic families 

appear to have a higher incidence of eating disorders than 

females from non-alcoholic families (Clayton, 1987; Root, 

Fallon, & Friedrich, 1986; Russell et al., 1985). 

The results of Vaillant and Milofsky's (1982) 

longitudinal study indicate that two childhood variables 

explain most of the variance in adult alcoholism. These 
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are: (a) the absence of Southern European ethnicity (i.e., 

Southern European cultures exhibit less alcohol abuse) and 

(b) the number of alcoholic relatives. Having two 

alcoholic parents appears to be an additional risk factor. 

These offspring are more likely to: (a) be younger when 

first intoxicated, (b) exhibit more problematic aggressive 

behavior, (c) advance more quickly from their first 

intoxication to treatment for substance abuse, and (d) be 

younger when first treated for alcoholism than children of 

one alcoholic parent, who are more likely to be younger 

when first treated for alcoholism than children of non

alcoholics (McKenna & Pickens, 1981). 

Recent research demonstrates that both biogenetic 

factors and environmental factors are connected to the 

increased risk of alcoholism for ACA. Cloninger, Bohman, 

and Sigvardsson (1981), through a "cross-fostering" 

analysis of adopted men, demonstrated that susceptibility 

to becoming alcoholic is due to a specific combination of 

predisposing genetic factors interacting together with 

environmental stressors. 

Koch-Hattem and Denman's (1987) study offers 

supporting evidence that environmental stressors are risk 

factors in the development of alcoholism. These 

researchers found that stress in the family of origin, 



along with conflict about one's sex role identity, is 

associated with alcohol abuse in both men and women 

college students. Environmental stressors within the 

alcoholic family include: (a) poor communication, 

(b) permissiveness and undersocialization of children, 
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(c) familial role ambivalence, and (d) the presence of 

tension, violence, and neglect. These stressors become 

potential motivators for the children in alcoholic family 

environments to adopt alcohol use themselves as a coping 

mechanism to relieve stress (Russell et al., 1985). Three 

family socialization factors have been identified which 

affect the use of alcohol as a coping mechanism to diminish 

personal distress. These factors are: (a) drunkenness in 

the mother, (b) an ambivalent or indifferent paternal 

attitude toward the child's alcohol use, and (c) lack of 

closeness between the parents. These factors contribute to 

an ACA's social and emotional reasons for drinking (Cutter 

& Fisher, 1980). 

Other studies also illustrate the importance of 

parental attitudes and behavior in influencing their 

children's drinking practices. In the most recent and 

comprehensive review of the literature pertaining to adult 

children of alcoholic_parents, Russell and her colleagues 

(1985) report that parental drinking behavior is the single 
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best predictor of the initial stages of adolescent alcohol 

use. Brennan, Walfish, and AuBuchon (1986), in their 

recent review concerning alcohol use and abuse in college 

students, report that eight of the ten studies found that 

heavy drinking and intoxication by students were associated 

with heavy drinking and intoxication among parents, and 

parental approval of drinking was a factor which influenced 

student attitudes about alcohol use. Only two of the ten 

studies reviewed did not report a relationship between 

students' drinking practices and their parents' drinking 

practices; yet one of these indicated that heavy parental 

alcohol use was related to increased utilization of mental 

health services among students, particularly female 

students. These results suggest that parental alcohol 

abuse is associated with debilitating consequences for 

offspring, even when offspring fail to recognize the 

relationship between parental drinking practices and their 

own. 

Parental attitudes and behaviors seem to affect the 

age at which children begin drinking. In alcoholic 

families alcohol use begins at a very early age. The age 

at first drink and the onset of alcohol abuse are inversely 

related to: (a) quantity and frequency of an individual's 

alcohol consumption, (b) the prevalence of alcohol, drug, 
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and emotional problems, and (c) the severity of parental 

drinking habits (Russell et al., 1985). The conclusion 

that can be drawn this research is that parental alcoholism 

significantly impacts the drinking practices of offspring 

and negatively affects the family environment in which the 

offspring's emotional and interpersonal functioning 

develop. 

Interpersonal functioning. El-Guebaly and Offord 

(1977) suggest that children of alcoholics are more likely 

than non-ACA to experience difficulty in three areas 

including serious illness or accident, school problems, and 

problems involving the legal system. When ACA experience 

difficulty in these areas the likelihood that normal growth 

and development will be impaired increases. 

Children of alcoholics exhibit poorer physical health 

as evidenced by their higher susceptibility to infections 

and contagious diseases (Chafetz, Blane, & Hill, 1971; 

Russell et al., 1985). They have a higher frequency of 

stuttering and stammering when compared to controls and 

physically ill children (El-Guebaly & Offord, 1977). 

Children of alcoholics are hospitalized and undergo 

operations more frequently than children of non-alcoholic 

parents. The increased utilization of medical services in 

males is related to severe alcoholism and drug abuse and in 
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females is associated with more frequent use of 

gynecological services (Rydelieus, 1981). Members of 

alcoholic families receive more frequent diagnoses of 

trauma and stress-related disorders including endocrine, 

nutritional, and genito-urinary problems than family 

members of non-alcoholics. One study found that children 

between the ages of four and twelve from alcoholic families 

made more frequent visits to the hospital for headaches, 

tiredness, and stomachaches unrelated to diagnosable 

organic illness which suggests that psychosomatic problems 

are more common in children of alcoholics. Emotional pain 

and anxiety appear to manifest as abdominal pain and sleep 

problems in females and as hyperactivity and attention 

deficit in males (Nylander & Rydelius, 1982). 

Children of alcoholics have a higher incidence of 

school problems including truancy when compared to controls 

(Russell et al., 1985; Wilson & Orford, 1978). They are 

less responsive to environmental stimulation, and they are 

more likely to have difficulty concentrating and to 

experience impaired cognitive ability. These difficulties, 

often combined with conduct problems, lead to poorer 

academic performance in children of alcoholics compared to 

children of non-alcoholics (Burk & Sher, 1988; Wilson & 

Orford, 1978). 
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Children of alcoholics are more likely than children 

of non-alcoholics to act out their internal conflict (El

Guebaly & Offord, 1977). Their disturbed social behavior 

includes fighting with peers, trouble in school and their 

neighborhood, and running away (El-Guebaly & Offord, 1977; 

Russell et al., 1985). Jacob and Leonard's (1986) study of 

psychosocial functioning of children of alcoholic, 

depressed, and control fathers revealed that 23% of the 

alcoholic fathers, 15% of the depressed fathers, and zero 

percent of the control fathers had impaired children. 

Impairment in sons included behavior problems, deficits in 

social competency, and higher rates of delinquency in older 

sons. Daughters' impairment was manifested in depression, 

anxiety, hyperactivity, and social isolation. Both male 

and female college-aged children of alcoholics were more 

likely to report higher rates of irresponsible behavior 

than children of non-alcoholic parents (Claydon, 1987). 

ACA have fewer interpersonal resources and more 

limited and solitary ways of coping with stress (Black et 

al., 1986; Wilson & Orford, 1978). ACA's behavioral 

difficulties manifest in antisocial behavior including drug 

and alcohol abuse and increased legal difficulties (e.g., 

higher rates of arrest and police involvement) (Chafetz et 

al., 1971; El-Guebaly & Offord, 1977; Russell et al., 1985; 
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Wilson & Orford, 1978). 

Children from alcoholic families are more likely to 

experience separation from a parent due to family 

disruption or breakdown. When this occurs the oldest male 

child and the youngest female child are most likely to be 

affected (Chafetz et al., 1971; El-Guebaly & Offord, 

1977). In adulthood ACA are more likely to become 

alcoholic or to marry an alcoholic (Black et al., 1986; 

Nicci, 1979). ACA are more likely to fail in marriage and 

in employment (i.e., ACA experience more difficulty 

supporting themselves and their families) than offspring 

from multi-problem families (Kenward & Rissover, 1980). 

Parental alcoholism appears to have a deleterious effect 

upon the family's functioning as a social unit; 

consequently it impedes children's development into 

socialized adults (Ablon, 1976). 

Psychological functioning. Much of the literature 

suggests that the psychological functioning of children of 

alcoholics is impaired by emotional problems such as 

anxiety and depression (Kenward & Rissover, 1980). El

Guebaly and Offord (1977) report that emotional disturbance 

is significantly more common in children of male alcoholics 

than in control children; boys from alcoholic families are 

twice as likely to be emotionally disturbed as girls from 
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alcoholic families. 

Russell and her colleagues (1985) in their 

comprehensive review suggest that parental alcoholism is 

predictive of low self-concept in children. Children of 

alcoholics have difficulty defining their identity and 

experiencing self-worth (Ablon, 1976-83). Mediating 

variables that improve self-confidence in children from 

alcoholic families include: (a) years of separation from 

the alcoholic parent, (b) a larger number of siblings, and 

(c) attendance at Alateen. The effect of parental sobriety 

and recovery upon offspring's self-esteem is unclear. Some 

reports indicate that prolonged parental alcoholism does 

not continue to damage offspring self-concept, nor does 

parental recovery tend to restore poor self-concept 

(Russell et al., 1985). In contrast, Moos and Moos (1984) 

found that families of recovered alcoholics functioned as 

well two years after treatment as control families, and it 

might be expected that an improvement in family functioning 

would bring a corollary improvement in individual 

psychological functioning. 

Several studies indicate that children of alcoholics 

show a more external locus of control. One study reported 

this perceived lack of control over personal outcomes to be 

correlated with feelings of depression and anxiety (Russell 
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et al., 1985). Other feelings associated with the 

intrapsychic conflict and distress children of alcoholics 

experience include feelings of fear, anger, shame, 

insecurity, and guilt (Black et al., 1986). Russell and 

her colleagues (1985) report that adolescent children of 

alcoholics experience more adjustment problems and distress 

relating to social and family relations. ACA experience 

separation as abandonment; therefore, they have more 

difficulty emotionally separating from their family of 

origin than offspring of non-alcoholic parents (Black et 

al., 1986). 

Children and adolescents in alcoholic families are at 

greater risk for suicide and suicide attempts (Russell et 

al., 1985). One study found that fathers of suicide 

attempters consumed significantly more alcohol, were 

significantly more depressed, and had lower self-esteem 

than fathers of non-attempters (Tishler & McHenry, 1982). 

Another study reported that high lethality in suicidal 

children and adolescents is associated with heavy parental 

alcohol abuse, physical abuse, and severe family 

dysfunction (Garfinkel, Froese, & Hood, 1982). In summary, 

parental alcoholism appears to impede the development of 

the healthy ego that is a prerequisite for self-esteem in 

children; therefore, ACA undervalue their own perceptions, 
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emotions, and thoughts. 

Variables Affecting Vulnerability 

Although present research does not provide much 

information about alcohol's differential effect upon ACA, 

it is apparent that alcoholism does not affect all children 

in a family in the same way, and Ackerman (1987) specifies 

several intervening variables. These include: (a) the 

degree of alcoholism, (b) the type of alcoholic (i.e., a 

steady or binge drinker), (c) the child's perceptions, 

(d) the child's resilience to stress, (e) gender of the 

child and of the alcoholic, (f) the child's age during the 

alcoholism, and (g) any compensating experiences during 

childhood. 

Heller, Sher, and Benson (1982) suggest that a bias 

towards reporting higher rates of psychopathology and 

dysfunction among children of alcoholics may exist in the 

literature to date because well-functioning children of 

alcoholics have been ignored. El-Guebaly and Offord's 

(1977) review suggests that ACA's strengths be evaluated; 

however, few studies have examined the factors associated 

with invulnerability in ACA. 

From her longitudinal study of children at risk in 

Hawaii, Werner (1986) identified a subset of children from 

alcoholic families who were functioning well and found that 
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protective variables interact with caretaker variables to 

determine resiliency. The protective factors include the 

child's: (a) positive temperament, (b) adequate 

intelligence, (c) internal locus of control, (d) desire for 

achievement, (e) being responsible and empathetic, (f) good 

self-esteem, and (g) a belief in the effectiveness of 

his/her self-help efforts. Caretaker variables that were 

significant included: (a) ongoing attention and contact 

with a caretaker, (b) lack of siblings born during their 

first two years of life, and (c) an absence of parental 

conflict during the first two years of life. Bachner

Schnorr (1987) investigated ACA's strengths with the 16-PF 

and reported a trend for ACA's strengths to include: 

(a) intelligence, (b) assertiveness and independence, and 

(c) intuitiveness and self-reliance. At this point in 

psychology's understanding of issues pertinent to ACA, much 

is still unknown from an empirical standpoint; therefore 

clinical data can be a valuable resource to guide and unify 

research. 

Clinical impressions. Clinical observations and 

impressions reported by clinician researchers have been 

helpful in illuminating the difficulties ACA face during 

childhood and in their current lives. Ackerman (1987) 

indicates that the alcoholic parent is inconsistent in role 
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fulfillment and behavior, and this inconsistency creates 

confusion and personal inconsistency in the child. Gravitz 

and Bowden (1984) believe that a role reversal occurs in 

alcoholic families, and the child begins to assume 

responsibility for meeting the parent's dependency needs. 

This role reversal causes children to repress their own 

feelings and needs; however, ACA unconsciously expect their 

later relationships with spouse, children, and friends to 

compensate for their early deprivation (Treadway, 1987). 

According to Woititz (1985), children of alcoholics 

react to parental inconsistency in such a way that 

doublebind messages (e.g., "I love you. Go away.") become 

internalized. The alcoholic environment instills in ACA a 

profound distrust of other people and their own perceptions 

of reality (Treadway, 1987). 

Children of alcoholics learn strategies and skills to 

help them cope with and survive in their family 

environment. Gravitz and Bowden (1984) suggest that 

children of alcoholics use denial, rationalization, 

projection, and dissociation until they are alienated from 

their own experiences and dissociate their experience from 

their personal reality. Treadway (1987) believes that 

these children develop self-sufficiency, adopt rigid roles 

in lieu of developing a sense of self, and develop 
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patterned behavior and rituals as survival strategies. 

Based upon her research concerning self-esteem in ACA, 

Woititz (1983) formed some generalizations about them. ACA 

do not have an understanding of what constitutes normal 

behavior, are self-critical and overly serious, overreact 

to change, go to extremes in responsibility, act 

impulsively, seek approval constantly, and have difficulty 

with intimacy. 

Clinicians have made a valuable contribution by 

observing and calling attention to the perils of being 

raised in an alcoholic family and by describing the ACA 

population. Another important aspect of gaining a 

comprehensive understanding of alcoholism is the 

development of models. This paper will briefly explore 

various models of the transmission of alcoholism from 

parent to offspring. 

Familial transmission of alcoholism. At present the 

familial nature of alcoholism has clearly been demonstrated 

in a variety of survey and clinical studies. Cotton (1979) 

concluded that an alcoholic was more likely than a non

alcoholic to have an alcoholic mother, father, or other 

relative. A recent study, based on the National Drinking 

Practices Survey, indicated that within the overall sample 

29 percent of the women and 20 percent of the men reported 
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alcoholism or alcohol abuse among at least one of their 

first degree relatives (Midanik, 1983). Goodwin, 

Schulsinger, Hermansen, Guze, and Winokur (1973) estimate 

that at least one quarter of the fathers and brothers of 

alcoholics are also alcoholic. There is a higher incidence 

of paternal alcoholism among the families of female 

alcoholics (41% report alcoholic fathers) than is found in 

the families of male alcoholics (28% report an alcoholic 

father) (Cotton, 1979; Russell et al., 1985). Although 

these studies highlight the importance of family history in 

influencing the risk of alcoholism, familial is not 

synonymous with genetic. Other methods are necessary to 

separate the genetic nature of alcoholism from the 

environmental factors, because the biological parents 

typically contribute both the environment and the genetic 

make-up for their offspring (Goodwin et al., 1973; NIAAA, 

1978; Schuckit, Goodwin, & Winokur, 1972). 

Two models frequently employed to understand the 

intergenerational transmission of alcoholism are the 

genetic model and the cultural model. The genetic model 

suggests that alcoholism is biologically determined. Thus, 

a child of an alcoholic inherits a predisposition toward 

alcoholism through genetically encoded material. The 

cultural model holds that alcoholism is transmitted through 
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the socialization process of children in which the family 

is the central agent in transmitting its own and society's 

attitudes, values, and behavioral mores about alcohol from 

generation to generation (Steinglass, Bennett, Wolin, & 

Reiss; 1987). 

Genetic factors. Researchers who use the genetic 

model to understand some of the mediating factors involved 

in the transmission of alcoholism use three different 

strategies: genetic marker studies, twin studies, and 

adoption studies. The genetic marker studies which look 

for the incidence of an inherited trait such as color 

blindness in alcoholic versus nonalcoholic subjects have 

had inconclusive and inconsistent results (Russell et al., 

1985, Steinglass et al., 1987). 

In the second strategy, the twin studies, the 

incidence of alcoholism is compared in monozygotic and 

dizygotic twins where at least one member of each pair is 

alcoholic. This strategy assumes that identical and 

fraternal twins differ only in genetic make-up and that 

environment is as similar for a pair of identical twins as 

for a pair of fraternal twins (Russell, 1985). Although 

several reviewers have commented on the methodological 

flaws, Kaij's (1960) Swedish study is one that is 

frequently cited to support the genetic transmission of 
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alcoholism model. Kaij found a greater concordance of 

abusive drinking for monozygotic co-twins (25.4%) than for 

dizygotic twins (15.8%) among 174 male twin pairs where at 

least one of the twins had been reported to the Temperance 

Board. A second important finding revealed the concordance 

rates for chronic alcoholics to be 71% for the monozygotic 

co-twins compared to 32% for the dizygotic co-twins 

(Russell et al., 1985; Steinglass et al., 1987). 

Russell and her colleagues (1985) report on a British 

study by Gurling, Murray, and Clifford (1981) that produced 

less encouraging results for the genetic transmission of 

alcoholism. Unlike the Kaij study, Gurling and his 

colleagues used a standardized set of diagnostic criteria, 

the Schedule of Affective Disorders and Schizophrenia 

(SADS-L), and reported pair-wise concordance rates of 21% 

for monozygotic co-twins and 25% for dizygotic co-twins. 

The discrepancy in these findings suggests a cautious 

interpretation of twin study data as support for the 

genetic hypothesis at this point (Steinglass et al., 1987). 

The adoption study is the research strategy that 

offers the most promising support of the genetic 

hypothesis, because its design allows the researcher to 

isolate the genetic and environmental factors in the 

transmission of alcoholism (Russell et al., 1985; 
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Steinglass et al., 1987). Donald Goodwin, one of the 

foremost researchers investigating the genetic hypothesis 

of alcoholism through adoption studies, has collaborated 

with his colleagues on a series of adoption studies using a 

Danish sample. The results of these studies support the 

hypothesis that there is a genetic component to alcoholism 

(Russell et al., 1985; Steinglass et al., 1987). A summary 

of the results indicates: 

1. Offspring of alcoholics, even when separated from 

their biologic parents before the first six weeks 

of life, are twice as likely to have alcohol 

problems as children of presumed non-alcoholics 

(Goodwin, et al., 1973). 

2. Sons of alcoholics are four times more likely to 

become alcoholics than sons of non-alcoholics, 

whether raised by their biologic parents or by 

non-alcoholic foster parents (Cotton, 1979; 

Midanik, 1983). 

3. Daughters of alcoholics showed no significant 

increased risk of alcoholism over daughters of 

non-alcoholics. 

4. There may be a particularly severe form of 

alcoholism that is genetically transmitted and that 



results in alcoholism developing at an early age, 

as suggested by the following: 

a) The sons of alcoholics were more likely to 

receive a current diagnosis of alcoholism, 

b) An increase in severity of parental alcoholism 

was associated with an increase in alcohol 

problems for sons, and 

c) Only alcoholism (not heavy and problem 

drinking) significantly distinguished children 

of alcoholics from children of non-alcoholics 

(Goodwin et al., 1973; Russell et al., 1985; 

Steinglass et al., 1987). 

5. The children of alcoholics are no more prone to 

other psychopathology, including drug abuse, than 

are controls with one exception: daughters of 

alcoholics raised by their biological parents had 

twice the frequency of depression as did adopted 

females (Goodwin et al., 1973; Russell et al, 1985; 

Steinglass et al., 1987). 
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The above evidence supports the idea that at least 

some forms of alcoholism have a genetic predisposition. 

Steinglass and his colleagues (1987) point out that the 

penetrance of this genetic variable is relatively low (i.e. 

10% of adopted-out sons of alcoholic biological parents 
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were alcoholic compared to five percent of adoptees without 

an alcoholic biological parent). They go on to suggest 

that current theories must take into account both the 

genetic and environmental factors in alcoholism, because 

the two are so closely intertwined that an understanding of 

one requires an understanding of the other. Researchers 

who agree with this position advocate a multifactorial 

model of alcoholism transmission that encompasses the 

possibility of both genetic and cultural transmision 

(Russell et al., 1985; Steinglass et al., 1987). 

Research based on~ multifactorial model. Several 

interesting findings have been reported based on research 

using the multifactorial model of alcohol transmission. 

Reaserchers at Washington University concluded that there 

is a direct phenotypic assortative mating (i.e., certain 

individuals are drawn to each other and marry because both 

have a strong propensity to become alcoholic). Further, in 

these cases where both spouses are alcoholic, transmission 

to offspring is significantly increased (Steinglass et al., 

1987). 

Adoption studies using the multifactorial model have 

reported two subtypes of alcoholism. The less common and 

more severe subtype is a male-limited form with a 90% 

heritability which is associated with adolescent onset of 



alcohol abuse, extensive treatment for alcohol abuse, and 

criminality in the biological father. This form is 

unaffected by environmental variables, and presents a 

ninefold increase in risk regardless of postnatal 

environment (Russell et al., 1985). 
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In "milieu-limited" alcoholism, a more common form, 

environmental factors, in addition to an inherited 

predisposition, are necessary for alcoholism to develop and 

determine the frequency and severity of its expression. 

The prenatal variables involved in this form of alcoholism 

are mild alcoholic abuse and an absence of criminal 

behavior in both parents. Postnatal factors that relate to 

an increase in the severity of expression include: (a) low 

occupational status in adoptive fathers, (b) remaining with 

the biological mother more than six months ( i.e., the risk 

increases one and one-half times), (c) older age at 

placement, and (d) a greater extent of hospital care prior 

to placement. Similar results were found in a study with 

women. Interestingly, it was the mother's alcoholism which 

significantly increased the risk for alcoholism in their 

daughters, although susceptibility in women could be 

inherited from either biological parent (Russell et al., 

1985). 
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A Family Systems Model of Alcoholism 

In spite of the reality that most alcoholics live in 

family systems, a model that views alcoholism as a family 

problem has only recently developed. Steinglass (1976) 

suggests that several factors explain the delayed interest 

of family systems researchers into the alcoholism field in 

addition to the apparent reluctance of family therapists to 

treat the alcoholic in the context of family. First, 

pejorative views of the alcoholic and cultural prejudices 

against alcoholism are embedded in the fabric of society 

and are almost invariably reinforced by personal 

experiences with alcoholism in families, in the workplace, 

or in social experiences. Second, it is sometimes 

difficult to distinguish between pathological patterns of 

drinking and social patterns of drinking. Third, family 

systems theorists and researchers have tended to focus on 

families where the symptomatology resides in the child 

generation (e.g., schizophrenia) rather than in the parent 

generation as alcoholism most often does. Lastly, 

intoxicated behavior makes many clinicians uncomfortable. 

The development of a model that views alcoholism as a 

family problem has been hindered by the lack of cooperative 

exchange between various fields investigating the etiology, 



treatment, and prevention of alcoholism until recently 

(Kaufman, 1985). 

40 

Although the importance of examining the family 

constellation of the alcoholic was stressed as early as 

1937, most early research on alcoholism focused primarily 

on the alcoholic individual in isolation rather than upon 

the family as a dynamic system (Steinglass, Weiner, & 

Mendelson, 1971a). The physiological and medical 

consequences of alcohol addiction were frequently the focus 

of early alcoholism research. When behavioral studies were 

conducted, they focused on the psychological concomitants 

of chronic alcoholism in memory deficit rather than on the 

alcoholic's interactions with family members (Steinglass, 

1977). In 1945 Bacon, in one of the earliest papers on 

alcoholism, called attention to the alcoholic marriage by 

suggesting that excessive drinking patterns preclude the 

close interpersonal relationship that constitutes intimacy 

(cited in Ablon, 1976). 

In the 1950's, researchers begin to investigate the 

contribution that family members might make to the 

alcoholic's problem. These early studies focused on the 

male alcoholic and his wife and were based on two different 

hypotheses. The first hypothesis, grounded in psychiatry, 

viewed the alcoholic's wife as someone whose severe, 



41 

chronic psychopathology antedated the marriage and led her 

to choose an alcoholic or a male with a predisposition to 

alcoholism as a mate. The second hypothesis, based in 

sociology, emphasized the role of stress by proposing that 

the wife of the alcoholic or the non-alcoholic spouse 

developed psychopathology in response to the repetitive 

stresses which the alcoholic's drinking placed upon the 

marriage (Steinglass, 1976). 

Research suggests there is no evidence of the 

alcoholic's wife fitting a particular personality type, nor 

is there a homogeneous picture of the alcoholic or the 

alcoholic family (Ablon, 1976; Steinglass et al., 1971a). 

Another difficulty with these hypotheses is that the 

alcoholic family is seen from a static perspective rather 

than a dynamic one. Additionally, these two views stress 

linear causality (i.e., the wife is seen as causing the 

husband's alcoholism or the husband is seen as causing the 

wife's psychopathology) (Kaufman, 1985; Steinglass et al., 

1971). 

In 1954, Gliedman contributed to the development of a 

family model of alcoholism by including the alcoholic's 

wife in treatment and including marital satisfaction and 

symptom reduction in both spouses (i.e., alcoholism in the 

husband and depression in the wife) as appropriate outcome 
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measures (cited in Steinglass, 1976). In 1959, Bullock and 

Mudd found a high degree of conflict in alcoholic couples. 

They also speculated that alcohol plays a role in the 

increased conflict in alcoholic couples and that the wife 

has an investment in maintaining the alcoholism (cited in 

Ablon, 1976). 

In 1954, Joan Jackson expanded the focus to include 

the family system dynamics by identifying seven stages that 

the alcoholic family passes through as it attempts to cope 

with alcoholism (cited in Moos & Moos, 1984). These 

include: (a) using denial and minimization to cope, 

(b) attempting to eliminate alcohol by controlling family 

structure, (c) organizing the family focus around alcoholic 

behavior, (d) experiencing deterioration in the marital 

relationship as tension rises and confidence falls, 

(e) yielding control as drinking continues, (f) suffering a 

disintegration in family structure, and (g) reorganizing 

family structure to exclude the alcoholic (cited in Russell 

et al., 1985). 

Ewing and Fox presented the first integration of 

family theory and alcoholism therapy in 1968 by adapting 

Don Jackson's idea of homeostasis. They suggested that a 

homeostatic mechanism (i.e., a tendency to establish and 

maintain a balance and stability which is very resistant to 
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change) becomes established in alcoholic marriages (cited 

in Ablon, 1976; Steinglass, 1976). The alcoholic couple 

strikes an implicit bargain to defend against the anxiety 

arising from their dependency needs. The wife becomes over 

responsible while the alcoholic becomes irresponsible. 

Each spouse's behavior rigidly controls the other and 

contributes to the equilibrium of the alcoholic system 

(Ablon, 1976; Steinglass, 1976). 

Bowen (1974) also contributed to a family system 

perspective of alcoholism. He suggested that alcoholism is 

a symptom associated with anxiety in the family that arises 

when an undifferentiated individual chooses a spouse who 

has approximately the same level of differentiation. 

Together they experience themselves as more complete 

initially. Yet this lack of separateness in identity 

encourages a role complementarity that has high potential 

for the alcoholic to underfunction and the spouse to 

overfunction in the marital relationship. Initially 

drinking relieves anxiety in the system that is created by 

this imbalance in family functioning; however, in response 

to the drunkenness, anxiety increases. 

Over the last decade, Peter Steinglass and his 

colleagues have developed a comprehensive interactional 

model of alcoholism based on general systems concepts of 
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family functioning and incorporating a developmental 

perspective. Steinglass's model evolved from hypotheses 

based upon observations of the interactional behavior of 

alcoholic familial dyads during periods of experimentally 

induced intoxication in a series of laboratory studies 

(Steinglass, Davis, & Berenson, 1977; Steinglass & 

Robertson, 1983). Steinglass reported major differences in 

patterns of interactional behavior during periods of 

intoxication and sobriety and concluded that sober 

interactional states and intoxicated interactional states 

are distinctly different (Steinglass et al., 1971a, 1971b). 

These observations led Steinglass to suggest that 

alcoholism might unconsciously be used as a stabilizing 

rather than disruptive influence in that drinking behavior 

can be a problem-solving strategy and temporary solution 

when couples face repetitive and chronic problems 

(Steinglass, 1976). 

Davis and his colleagues (1974) found that alcoholism 

is an adaptive response for three patterns of problem

solving activities including: (a) psychopathology in a 

single member, (b) unresolved interpersonal conflict in the 

couple, and (c) a family's difficulty adjusting to its 

immediate social environment. Alcohol can be viewed as 

having adaptive consequences which are sufficiently 
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reinforcing to maintain the drinking regardless of the 

underlying causation (Davis, Berenson, Steinglass, & Davis, 

1974; Steinglass et al., 1977). 

Steinglass et al. (1971a, 1971b) proposed that alcohol 

abuse can best be understood in the context of how it 

contributes to system maintenance (i.e., the role of 

alcohol in stabilizing the couple's interactions). Abusive 

drinking serves one of two functions for the system. One 

function that alcohol can perform is to signal stress 

within the family system (i.e., conflict between spouses is 

acted out by the drinking behavior of one person to relieve 

stress within the malfunctioning system or to solicit help 

from outside resources). A more permanent function occurs 

when the drinking behavior begins to play a functional role 

in system maintenance by virtue of its behavioral, 

physical, and cultural consequences (Steinglass et al., 

1977). In the latter case, where alcohol begins to play a 

critical role in day-to-day behavior, and patterns of 

interactional behavior become organized around drinking 

behavior, the family has become an alcoholic system 

according to Steinglass (1980). 

In refining his model, Steinglass integrated stages of 

family development and phases of alcoholism into a life 

history model of an alcoholic family. He suggests that 



46 

alcohol is an organizing principle for interactional 

behavior during two levels of alcohol cycles (Steinglass, 

1980). The first level is an alternation between 

physiological intoxication and sobriety. On a more 

macroscopic level, the alcoholic family cycles through 

extended periods of active drinking and sobriety that 

Steinglass labels "wet" (active alcoholism) and "dry" 

(extended sobriety) respectively. In between an active wet 

phase and an active dry phase, the alcoholic family cycles 

through a transitional phase. Steinglass hypothesized that 

each of these phases is associated with unique 

interactional patterns and that alcohol plays a different 

role in each phase (Steinglass, 1981; Steinglass & 

Robertson, 1983). 

A longitudinal study of the interactional behavior of 

32 alcoholic families in their homes investigated 

Steinglass's hypothesis that certain family level 

properties are sensitive to the unique cyclical nature of 

chronic alcoholism. Steinglass believed that daily 

routines reflect a family's basic regulatory structures; 

therefore, he measured five dimensions of routine family 

interaction including: (a) intra-family engagement, 

(b) extra-family engagement, (c) structure variability, 

(d) distance regulation, and (e) content variability 
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(Steinglass, 1981; Steinglass et al., 1987). 

Steinglass concluded that only some aspects of 

interactional behavior (i.e., distance regulation and 

content variability) appear to be associated with family 

alcohol phase. These aspects contribute to interactional 

patterns that are related with family alcohol phases. The 

wet phase is associated with a high degree of distance 

regulation (i.e., family members maintain physical 

distance) and a mid-range degree of variability in the 

content, purpose, and affective level of verbal 

interactions. The dry phase is associated with high 

content variability and a mid-range distance regulation. 

Dry families had higher rates of decision making behavior 

and greater affective expression, including more expression 

of conflict. The transitional phase is associated with low 

distance regulation and a moderate decrease in content 

variability. Transitional families manifested the most 

physical closeness and the narrowest range of task and 

affect. These results suggest that alcoholic families' 

abilities to make decisions and to solve problems is 

related to its alcohol phase (Steinglass, 1981; Steinglass 

& Robertson, 1983). 

To further define the regulatory mechanisms associated 

with alcoholism, Steinglass and his colleagues (1979) 
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investigated the dimensions of configuration (i.e., family 

problem-solving effectiveness) and coordination (i.e., 

similarity of behavior in individual family members) with 

these families. They found a rigidity of interactional 

behavior during the dry phase when togetherness, 

solidarity, and uniformity are emphasized and problem

solving effectiveness is diminished. Problem-solving 

effectiveness appears to improve during the wet phase 

(Steinglass & Robertson, 1983). Intrafamily engagement, a 

regulatory behavior influencing a family's problem-solving 

style, was reported to be the single best predictor of 

long-term marital stability by Steinglass, Tislenko, and 

Reiss (1985) in a follow-up study of 31 of the 32 families 

in the home experiment. 

Steinglass suggests that family identity is another 

important regulatory structure in a family. Family rituals 

are highly patterned, symbolic, rule-governed activities 

which convey to all family members the important facts 

about family identity. Therefore, family rituals have been 

used to measure family identity in studies investigating 

the transmission of alcoholism (Steinglass et al., 1987). 

Wolin, Bennett, Noonan, and Teitelbaum (1980) found 

that subsumptive families (i.e., those who altered ritual 

behavior to accommodate to the alcoholic's needs and 
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demands) manifested significantly greater incidence of 

intergenerational continuity of alcoholism than distinctive 

families (i.e., those who protected ritual behavior from 

the consequences of alcoholic behavior) (Bennett et al., 

1987). Bennett and her colleagues (1987) reached a similar 

conclusion about the protective influence of family rituals 

in a study that identified several factors associated with 

the intergenerational transmission of alcoholism.' In 

addition to maintaining distinctive ritual behavior in each 

spouse's family of origin, deliberateness in choosing a 

non-alcoholic family heritage during the early phase of 

marriage was reported as a protective factor. Maintaining 

a high degree of contact with the alcoholic family of 

origin was reported to increase the risk of alcoholism 

continuity in the next generation. 

In summary, Steinglass's model suggests that 

alcoholism compromises a family's resources as it passes 

through a series of life cycle stages (Steinglass, 1980). 

The alcoholic marriage is viewed as an operational system 

in which spouses select each other, adjust their own 

behavior, and manipulate their spouse in a manner that 

creates and maintains a complementary relationship of 

psychopathology, needs, strengths, and cultural values. In 

the early stage of marriage the bargaining for roles and 
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power, establishing rules, and solidifying of interactional 

patterns which occur make the family more vulnerable to 

alcoholism (Steinglass, Weiner, & Mendelson, 1971). 

Research by Steinglass and his colleagues is regarded 

as a major advance in alcoholism research, because it 

clearly demonstrates that alcoholism alters family 

interactions. Yet, it lends no empirical support for a 

systems approach to alcoholism, because it has yet to 

demonstrate the bi-directional relationship between 

alcoholism and family interactions (Campbell, 1986). 

Other researchers have been interested in the 

communication patterns in alcoholic families. Gorad (1971) 

suggested that drunkenness is an attempt to control the 

relationship through indirect, responsibility-avoiding 

communication. He investigated the communication patterns 

in alcoholic couples and reported that wives of alcoholics 

communicate with their spouses in a direct, 

responsibility-accepting manner similar to normals. In 

contrast, he found that alcoholic men communicate with 

their wives in a responsibility-avoiding manner, and 

alcoholic couples tend to compete with one another for 

control in an escalating manner that precludes the risk 

necessary to function together for mutual benefit. Kennedy 

(1976), on the other hand, found both competitive and 
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cooperative styles of communication between alcoholic 

spouses and concluded that no consistent pattern of 

behavioral communication exists for alcoholic couples. 

Billings et al. (1979) also examined the interactions of 

alcoholic couples and reported that they are similar to 

non-alcoholic, maritally-distressed couples and dissimilar 

to non-alcoholic, non-distressed couples (Kaufman, 1985). 

Several studies have compared the structure and 

functioning of alcoholic families before and after 

treatment and recovery. Preli and Protinsky (1988) report 

that the hierarchical structure is more often reversed in 

actively alcoholic families than in recovered or control 

families. Mothers and children in alcoholic families 

occupy lateral positions and are engaged in cross

generational coalitions significantly more often than 

mothers and children in recovering and control families. A 

high level of cohesiveness and a low level of conflict are 

highly correlated with good treatment outcome (Moos & Moos, 

1984; Orford et al, 1976). 

In review, there seems to be mounting evidence that 

alcoholism has a significant impact upon family system 

functioning and dynamics. Alcoholism emerges as a 

functional element of a family system indicating internal 

stress on the system or serving as a problem solving 



strategy. Alcoholism appears to affect overall family 

competence by impairing problem solving capacities; 

increasing conflict; and fostering indirect, 

responsibility-avoiding communication, competition and 

control. Cohesiveness seems to be affected. All family 

members respond to the alcoholism, and it is important to 

gather information about alcoholism's impact upon the 

family system from as many vantage points as possible. 
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This study will endeavor to examine the impact of 

alcoholism from the vantage point of the adult children who 

grew up with an alcoholic parent. 

Coping Strategies Among Adult Children of Alcoholics 

Adult children from alcoholic families are at greater 

risk for psychological and social problems and for 

transmitting alcoholism to their children; yet, currently 

there is no clear understanding of why some offspring of· 

alcoholics seem to be invulnerable to the impact of alcohol 

abuse in their family while others become its victims. 

Dohrenwend and Dohrenwend (cited in Clair & Genest, 1987) 

emphasize the important role stress plays in victimization 

and suggest that situational factors and psychological 

factors (e.g., coping behaviors) mediate an individual's 

reactions to stress. Coping behaviors selected by ACA to 

deal with the stress of parental alcoholism suggest one 
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possible explanation for the variability in outcome among 

ACA and between ACA and offspring from non-alcoholic 

environments. Coping strategies adopted by ACA have 

received little attention to date; thus there is little 

information about which type of coping behaviors lessen or 

exacerbate the impact of being a child in an alcoholic 

family environment. Coping behaviors merit attention, 

because they are behaviors over which ACA have some degree 

of control. 

Research has shown that coping strategies have an 

effect upon individual adjustment in various forms of 

stressful life circumstances (e.g., heart disease) (Holahan 

& Moos, 1987b). Although there is little empirical data to 

support the idea, Claudia Black (1981) suggests that ACA 

adopt survival roles (e.g., the responsible child, the 

placater, the adjuster) as a coping behavior. 

Lazarus and Launier (cited in Clair & Genest, 1987) 

report that the choice of coping strategies in responding 

to a stressful situation is influenced by the judgments a 

person makes about what is at stake and what coping 

strategies are available. When an individual perceives an 

event to be changeable, she/he is more likely to use 

problem-focused coping strategies; when the event is 

perceived as unchangeable and requiring acceptance, an 
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individual is more likely to use emotion-focused coping. 

In an alcoholic family ACA may learn that they have little 

control over the problems that alcohol abuse creates; 

therefore, these offspring may be more likely to use 

emotion-focused coping than children from non-alcohol 

abusing families. Additionally, clinical data suggest that 

children in alcoholic families often learn avoidant coping 

strategies (e.g., drinking, denial) which are modeled by 

their parents, and perhaps use these coping behaviors to a 

greater degree than children raised in family environments 

in which alcohol was not a problem. 

Clair and Genast (1987) report that 93.2% of ACA 

perceived problems as beyond their control while 81.9% of 

non-ACA believed they had no control over problems. The 

offspring of alcoholics used more emotion-focused coping 

(e.g., wishful thinking) and avoidant strategies (smoking, 

drug use, eating) than other adults. Other researchers 

report that children of alcoholics have less varied methods 

to cope with anxiety and depression than do children of 

non-alcoholics (Russell et al., 1985). 

These findings appear consistent with the findings of 

some of the family researchers who are investigating the 

factors involved in transmission of alcoholism across 

generations. Bennett, Wolin, Reiss, and Teitelbaum (1987) 



predict that offspring who adopt active strategies to 

protect their family from alcoholism (i.e., reducing 

contact with the alcoholic family of origin and creating 

and deliberately carrying out family rituals which are 

different from those in the alcoholic family of origin) 

will fare better than offspring who adopt a less planful 

approach. If coping strategies and behaviors can be 

identified as factors associated with the transmission of 

alcoholism, mental health professionals will have gained 

valuable information about preventive treatment, because 

coping strategies and behaviors can be taught to children 

of alcoholics once they have been identified. 

Statement of the Purpose 

The primary purpose of this study is twofold: 
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1) to investigate the characteristics of family environment 

measures that discriminate ACA from non-ACA, and 2) to 

determine if the coping strategies reported by ACA differ 

from those reported by non-ACA and if the coping strategies 

reported by ACA psychotherapy participants differ from the 

coping strategies reported by ACA who are not in 

psychotherapy. A secondary purpose is to gather 

demographic information which will facilitate a description 

of this population. 

More specifically, the following research 
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hypotheses will be investigated: 

1. ACA will report that their family of origin 

demonstrated significantly less overall competence 

than non-ACA as measured by the Health subscale of the 

Self-Report Family Inventory (SFI). 

2. Using the SFI measure of Conflict, ACA will report 

that their families of origin demonstrated 

significantly less competence in openly expressing 

anger and aggression and in resolving conflict when 

compared to families of non-ACA. 

3. ACA are expected to report less cohesion between 

family members than offspring from non-ACA families 

are expected to report based on the SFI's Cohesion 

subscale. 

4. ACA are expected to report less directive leadership 

in their families of origin as measured by the 

Leadership subscale of the SFI than non-ACA report 

for their families of origin. 

5. Using the SFI measure of Expressiveness, it is 

likewise expected that ACA will report that their 

families of origin were significantly less competent 

in expressing feelings directly and in encouraging 

overt actions among members than non-ACA report. 

6. Non-ACA are expected to report fewer avoidance coping 
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strategies than ACA. 

7. ACA who are receiving psychotherapy are expected to 

report fewer avoidance coping strategies than ACA who 

are not receiving psychotherapy. 

8. A positive correlation is expected between the use of 

avoidance coping strategies and the following 

subscales of the SFI including: Health/Competence, 

Conflict, Communication, Cohesion, Leadership, and 

Expressiveness. 



Definition of Terms 

CHAPTER TWO 

METHOD 

Adult child of fill alcoholic is an individual over the 

age of 22 years, who grew up in a family in which alcohol 

abuse was a primary or central issue (Gravitz & Bowden, 

1985). 

Alcoholic father is an individual whose use of alcohol 

resulted in one or more of the following: 

a) impaired ability to carry out daily 

responsibilities; 

b) diagnosis of alcoholism by a specialist; 

c) alcoholism treatment; 

d) attendance at Alcoholics Anonymous. 

Health is an index of overall family systemic 

functioning. Functioning ranges from low to high 

competence in tolerating the open expression of a wide 

variety of feelings, communicating individual feelings and 

thoughts rather than family-wide ones, resolving conflict, 

and creating leadership which enhances the family's 

survival. 

Conflict is the degree of competence in openly 

expressing anger and assertiveness and in tolerating 
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and resolving conflict. 

Communication is the degree of competence in 

articulating one's individual thoughts and feelings to 

others in the family ranging from direct communication to 

indirect communication. 

Cohesion is a measure of family togetherness. 
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Cohesion extends over a range from enmeshment (i.e., family 

idealization, depending predominantly upon resources inside 

the family such as closeness and supportiveness) to 

disengagement (i.e., less family idealization and reliance 

on resources external to the family for support). 

Leadership is the degree of competence within the 

family system to allocate authority to one or both parents 

in order to provide the clarity in structure and 

organization necessary to facilitate family activities and 

responsibilities. Leadership may range from direct to 

laissez-faire. 

Expressiveness is the degree of competence among 

family members to express their feelings directly and to 

act overtly along a range from low to high expression. 

Coping is a cluster of responses that includes 

intrapsychic processes (e.g., denial) as well as cognitive 

and behavioral responses by which individuals attempt to 

protect themselves, deal with external stressors, or avoid 
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problems (Billings & Moos, 1981). 

Avoidance Coping is a cluster of strategies used to 

respond to threatening situations when personal and 

contextual resources are scarce by avoiding confronting the 

problems or by indirectly reducing tension (Holahan & Moos, 

1987a). 

Subjects 

The sample consisted of 122 females between the ages 

of 21 and 42 who volunteered to participate in this study. 

Forty-two of the participants were adult daughters of 

alcoholic fathers and were classified as ACA. Previous 

studies have failed to control for sex of the alcoholic and 

sex of the offspring, and this study chose to restrict the 

ACA classification to daughters of alcoholic fathers in 

order to improve upon previous methodology (Russell et al, 

1985; Wilson & Orford, 1978). Of these 42 ACA respondents, 

27 were concurrently participating in psychotherapy, and 15 

had not received psychotherapy within the last five years. 

Eighty of the participants were daughters of non-alcoholic 

fathers and were classified as non-ACA. Forty-seven of the 

non-ACA participants were concurrently in psychotherapy, 

and 33 had not received psychotherapy within the last five 

years. 
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Sampling. Approximately 80 research packets were 

distributed by therapists to female clients receiving 

psychological services in mental health agencies within a 

50 mile radius of Dallas and by a private physician in 

Dallas (see Appendix A). Another 40 research packets were 

left in the waiting room of a college counseling center for 

students to pick up. Approximately 230 research packets 

were distributed through churches in the Dallas area. The 

contents of the "Letter to Participants" (see Appendix B) 

were read by Sunday School teachers or by the researcher to 

church attendants, and research packets were left in the 

classrooms for volunteers to pick up. 

Although this sampling procedure was less rigorous 

than is desirable, it represented an improvement over many 

studies with adult children of alcoholics that surveyed 

only offspring of alcoholics in a clinical population and 

was a compromise between practical considerations and ideal 

methodology. The researcher agreed to mail each subject 

the results of the study for her participation. 

Instruments 

The Health and Daily Living Adult Form~- In order to 

measure the variable of avoidance coping strategies, this 

study used indices of active-cognitive, active-behavioral, 

and avoidance coping strategies drawn from the Health and 
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Daily Living (HDL) Adult Form B (Moos, Cronkite, Billings, 

& Finney, 1987). The HDL is a structured assessment 

procedure that can be used with both patient and community 

populations in either interview or questionnaire form. The 

HDL questions cover sociodemographic factors, health

related and social functioning, life stressors, coping re

sponses and social resources. The measures in the HDL 

discriminate between recovered and relapsed alcoholics and 

matched community controls in a predictable manner (Moos, 

Finney, & Chan, 1981). Cross validation studies indicate 

that the measures relate to functioning in a clinically 

depressed sample and discriminate predictably between 

remitted and non-remitted depressed patients and matched 

community controls (Billings & Moos, 1984, 1985). 

Moos and his colleagues selected items for their 

inventory of coping strategies from a previous inventory 

developed by Sidle, Moos, Adams, and Cady in 1969. Items 

were grouped into the following three method of coping 

categories: (1) active-cognitive, (2) active-behavioral, 

and (3) avoidance. Items were categorized according to 

cluster analysis, the ratings of several judges, and 

previous research (Billings & Moos, 1984). 

A section of the HDL Adult Form B was selected for the 

purposes of this study. This section covers a set of 
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coping response indices which consists of 32 items rated on 

a 4-point scale varying form zero to three. Eleven indices 

of active-cognitive coping, 13 indices of active-behavioral 

coping, and 8 indices of avoidance coping comprise the 

coping scale (Moos et al., 1987). The active-cognitive, 

active-behavioral, and avoidance coping items are shown in 

Appendix C. These items were re-titled for this study and, 

hereafter, are referred to as Responses to Stressful Life 

Events (RSLE). 

Instructions in the HDL Adult Form Bask respondents 

to pick the most important problem that they faced during 

the previous year and to indicate how frequently they used 

each strategy from not· at all (0) to fairly frequently (3). 

The score for each set of coping strategies is the sum of 

scores for the items indicative of that strategy. Internal 

consistencies (Cronbach's alpha) for the coping strategies 

among 424 depressed patients were .66 for active-cognitive 

coping, .76 for active-behavioral coping, and .55 for 

avoidance coping. Among the 424 adults in the community 

sample the Cronbach's alpha were .62 for active-cognitive 

coping, .74 for active-behavioral coping, and .60 for 

avoidance coping (Moos et al., 1987). In interpreting the 

internal consistency of the coping index, it is important 

to remember that an upper limit may be placed on the 
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internal consistency coefficients by the fact that the use 

of one coping response may be sufficient to reduce stress 

and thus lessen the need to use other responses from either 

the same or other categories of coping. The relatively low 

average of the intercorrelations (0.21) among the three 

methods of coping categories indicates that the categories 

are relatively independent (Billings & Moos, 1981). 

The Self-Report Family Inventory. The Self-Report 

Family Inventory (SFI) was used to provide a quantitative 

index of each participant's perceptions regarding her 

family of origin's functioning. The SFI is a 36-item 

self-report instrument designed to evaluate an individual's 

perception of family Health/Competence, Conflict, 

Communication, Cohesion, Directive Leadership, and 

Expressiveness. The instrument was designed to assess 

dimensions of family functioning described by Beavers 

Systems Model. The six factors were collapsed into three 

second order factors including Health/Competence, Style, 

and Expressiveness (Hulgus, Hampson, Beavers, & Beavers, 

1988). 

Tests of reliability include test-retest reliability 

and internal consistency. Over thirty- and ninety-day 

periods, SFI reports adequate test-retest reliability with 

coefficients ranging from a high of .85 for Family Health 



to a low of .39 for Communication and averaging .60. 

Internal consistency (Cronbach's alpha) is between .84 

and .88 for the SFI (Hulgus, Hampson, Beavers, & Beavers, 

1988). 
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The SFI has moderate concurrent validity (R=.62) with 

the Beavers System's observational ratings of Competence 

and Style. Responses on the SFI do not appear to be 

significantly related to giving socially desirable 

responses. The SFI shows good convergence with other 

measures of family functioning, such as FACES, the Family 

Assessment Device, the Family Environment Scale, and the 

Bloom Family Evaluation Scale. Additionally, the 

Health/Competence and Expressiveness factors identified 

previously-rated high and low functioning families 

(Hampson, Beavers & Hulgus, 1988). 

Procedure 

During the Spring and Summer of 1989 female volunteers 

between the ages of 21 and 42 were sought through mental 

health agencies and churches within fifty miles of Dallas. 

Research packets were distributed to potential participants 

in several ways: (a) therapists in cooperating mental 

health agencies handed research packets to female clients; 

(b) volunteers obtained research packets in the waiting 

area of one mental health agency; (c) a family physician 
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handed research packets to female patients; (d) and 

research packets were available for participants to pick up 

in Sunday School classes of several churches in the Dallas 

area following a brief announcement about the study. 

Research packets included: (a) a letter briefly 

explaining the study and requesting participation (Appendix 

B); (b) two copies of an informed consent form (Appendix 

D); (c) a demographic data questionnaire (Appendix E) on 

family of origin income, membership, ages, ethnicity, 

education, physical abuse, sexual abuse, current alcohol 

use, and previous psychological services; (d) the Responses 

to Stressful Life Events (RSLE) questionnaire; (e) the SFI 

questionnaire; and (f) a stamped postcard addressed to the 

researcher with which participants could request that the 

results of the study be mailed to them. In addition, when 

appropriate, two stamped envelopes addressed to the 

researcher were included for the purposes of returning one 

copy of the signed consent form and the three 

questionnaires separately. In some cases, the consent form 

and the questionnaires were returned to the participant's 

therapist, and the researcher retrieved the data from the 

cooperating agency. 

Subjects were classified as ACA or non-ACA according 

to their response to simple direct inquiry about parental 



alcoholism based upon the following criteria which were 

included in the demographic questionnaire. An alcoholic 

father was defined as an individual whose use of alcohol 

resulted in one or more of the following: 
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a) impaired ability to carry out daily responsibilities; 

b) diagnosis of alcoholism by a specialist; 

c) alcoholism treatment; 

d) attendance at Alcoholics Anonymous. 

This direct measure was found to be significantly 

associated with the Children of Alcoholics Screening Test 

(Jones, 1987) in a pilot study conducted by the researcher. 

In order to control for the confounding effects of the sex 

of the alcoholic parent and sex of the offspring, only 

female volunteers were recruited, and inclusion in the ACA 

group was restricted to females who reported an alcoholic 

father (Russell et al., 1985). 

Since the subjects were adult offspring, the SFI was 

used as a retrospective measure. Although it is desirable 

to administer measures during the period of interest, there 

is evidence to indicate that subjects are capable of 

accurately reporting past problem situations, their 

reactions to events, and their sources of support (Billings 

& Moos, 1981; Menaghan, 1982). 

Completion of the demographic data, the Self-Report 
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Family Inventory, and the Responses to Stressful Life 

Events questionnaires took approximately one hour. 

Respondents completed the three forms at their convenience 

and returned them anonymously to the researcher. In 

addition to the personal satisfaction of contributing to 

scientific knowledge about adult children of alcoholics, 

participants were given the opportunity to request the 

results of this study. 

Data Analysis 

A database was created from the demographic 

questionnaire, SFI scores, and Responses to Stressful Life 

Events scores. There were 24 demographic variables, 6 SFI 

variables, and 3 RSLE variables. 

Summary statistics were calculated on the age and 

income demographic variables. Frequency tables were 

calculated for the following demographic variables: age, 

race, religion, level of education, marital status, family 

constellation, participation in psychotherapy, substance 

abuse, and presence of physical and sexual abuse in the 

family of origin. The hypotheses stated in Chapter One 

were tested using ANOVA's and Pearson's product moment 

correlation coefficients. 

Two-way ANOVA's were run with five of the six family 

environment measures from the SFI (Health, Conflict, 
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Cohesion, Leadership, Expressiveness) and one coping 

strategy from the RSLE (Avoidance) as dependent variables. 

The Communication measure for the SFI was not analyzed 

because prior research indicates it is an unreliable 

measure (J. Hulgus, personal communication, April 1989). 

The two independent variables were ACA status and 

psychotherapy participation. Each independent variable had 

two levels (Yes or No). As described in Chapter One, the 

significance level was set at .01 to help control for the 

inflation of the Type I Error rate. The F-statistic value 

for the ANOVA and corresponding p-value were reported. 

Pearson's product moment correlation coefficient was 

calculated and used to test the pairwise correlations in 

Hypotheses Eight between Avoidance and the variables 

Health, Conflict, Cohesion, Leadership, and Expressiveness. 

Correlation coefficients were reported as well as one-sided 

p-values. 

Additional to the required analyses, Pearson's Chi

Square test for association in contingency tables was used 

to test the following two hypotheses: (a) an association 

exists between ACA classification and physical abuse, and 

(b) an association exists between ACA classification and 

sexual abuse. The Chi-Square test statistic and 

corresponding p-value were reported. SAS computer software 
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was used for the analysis of the data. 



CHAPTER THREE 

RESULTS 

The purpose of this study was to compare: 

a) family environment measures for adult females whose 

fathers were alcoholic (ACA) and adult females whose 

fathers were not alcoholic (non-ACA); b) and avoidance 

coping strategies between ACA and non-ACA and between ACA 

who have received psychotherapy and those who have not 

received psychotherapy. Demographic information was 

gathered to facilitate a description of the sample. 

There were 350 research packets distributed. The data 

includes 122 responses. It should be noted that although a 

non-response rate is usually calculated from this, it is 

not appropriate in this situation for the following reason: 

packets were given to clients at mental health agencies and 

at the agency's discretion; hence it cannot be determined 

whether each of the 350 packets was offered to a possible 

respondent. 

Characteristics of the sample are presented in Table 

One. There were 122 females between the ages of 21 and 42 

in the study. The mean age was 29.31 years (SD=4.02). The 

mean age for the non-ACA group was 28.66 years (SD=3.79), 

and the mean age for the ACA group was 30.55 years 
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Table 1 

Frequencies and Percentages of the Demographic Variables 

for the Sample 

Variable Group 

Total ACA Non-ACA 

Race 

White 90.2% 88. 1 % 91.3% 

( 11 0) (37) (73) 

Black 4.9% 2.4% 6.3% 

( 6) ( 1 ) ( 5) 

Hispanic 3.3% 7. 1 % 1 . 3% 

( 4) ( 3) ( 1 ) 

Other 1. 6% 2.4% 1. 3% 

( 2) ( 1 ) ( 1 ) 

(table continues) 
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Variable Group 

Total ACA Non-ACA 

Religion 

Methodist 30.8% 24.4% 34.2% 

(37) ( 1 0) (27) 

Christian 30.8% 39% 26.8% 

(37) ( 1 6) ( 21 ) 

Catholic 17.5% 17. 1 % 17.7% 

( 21 ) ( 7) ( 1 4) 

Baptist 8.3% 2.4% 11. 4% 

( 1 0) ( 1 ) ( 9 ) 

Jewish 1 . 7% 2.4% 1. 3% 

( 2 ) ( 1 ) ( 1 ) 

None 10.8% 14.7% 8.9% 

( 1 3) ( 6) ( 7) 

No response ( 2) 

(table continues) 
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Variable Group 

Total ACA Non-ACA 

Educational level 

Some H.S. 1 . 6% 4.8% 0.0% 

( 2) ( 2 ) 

H.S. graduate 5.7% 7. 1 % 5.0% 

( 7 ) ( 3) ( 4) 

Some college 28.7% 33.3% 26.3% 

(35) ( 1 4) ( 21 ) 

College 34.4% 35.7% 33.8% 
degree 

(42) ( 1 5) (27) 

Some 12.3% 4.8% 16.3% 
graduate 
school ( 1 5) ( 2) ( 1 3) 

Graduate 17.2% 14.3% 18.8% 
degree 

( 21 ) ( 6 ) ( 1 5) 

(table continues) 
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Variable Group 

Total ACA Non-ACA 

Work 

Employed 81% 88% 77.5% 

(99) (37) (62) 

Student 13% 5% 17.5% 

( 1 6) ( 2) ( 1 4) 

Homemaker 2% 2% 2.5% 

( 3) ( 1 ) ( 2) 

Unemployed 2% 5% 0.0% 

( 2) ( 2) ( 0) 

Blank 1. 6% 0% 2.5% 

( 2) ( 0 ) ( 2) 

Number of marriages 

0 45. 1 % 28.6% 53.8% 

(55) ( 12) (43) 

1 42.6% 50.0% 38.8% 

(52) ( 21 ) ( 31 ) 

2 or more 12.3% 21 . 4% 7.5% 

( 1 5) ( 9) ( 6) 

(table continues) 
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Variable Group 

Total ACA Non-ACA 

Alcohol consumption 
(# of drinks per day) 

None 29.5% 47.6% 20.0% 

(36) (20) ( 1 6) 

< 1 59.8% 45.2% 67.5% 

(73) ( 1 9) (54) 

1-2 4. 1 % 2.4% 5.0% 

( 5 ) ( 1 ) ( 4 ) 

2+ 6.6% 4.8% 7.5% 
or 
5+ at one time (8) ( 2) ( 6) 

Alcohol problem 

Yes 12.3% 21 . 4% 7.5% 

( 1 5) ( 9) ( 6 ) 

No 46.7% 45.2% 47.5% 

(57) ( 1 9) (38) 

No response 41. 0% 33.3% 45.0% 

(50) ( 1 4) (36) 

(table continues) 
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Variable Group 

Total ACA Non-ACA 

Drug problem 

Yes 9.8% 16. 7% 7.5% 

( 1 2) ( 7 ) ( 5) 

No 49.2% 50.0% 48.8% 

(60) ( 21 ) (39) 

No response 41.0% 33.3% 45.0% 

(50) ( 1 4) (36) 

Eating disorder 

Yes 32.8% 50.0% 22.5% 

(39) ( 21 ) ( 1 8) 

No 27.0% 16. 7% 32.5% 

(33) ( 7 ) (26) 

No response 41 . 0% 33.3% 45.0% 

(50) ( 1 4) (36) 

(table continues) 
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Variable Group 

Total ACA Non-ACA 

Family of origin 
disruptions 

Death of parent 

No 92.6% 90.5% 93.8% 

( 11 3) (38) (75) 

Yes 7.4% 9.5% 6.3% 

( 9) ( 4 ) ( 5 ) 
Divorce 

No 77.0% 71.4% 80.0% 

(94) (30) (64) 

Yes 23.0% 28.6% 20.0% 

(28) ( 1 2) ( 1 6) 
Step-parents 

No 91 . 0% 90.5% 91.3% 

( 111 ) (38) (73) 

Yes 9.0% 9.5% 8.8% 

( 11 ) ( 4 ) ( 7) 

(table continues) 
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Variable Group 

Total ACA Non-ACA 

Physical abuse 

Yes 31 . 2% 59.5% 16. 3% 

(38) (25) ( 1 3) 

No 68.9% 40.5% 83.8% 

(84) ( 1 7) (67) 

Sexual abuse 

Yes 22.3% 45.2% 1 0. 0% 

(27) ( 1 9) ( 8) 

No 77.7% 52.4% 90.0% 

(94) (22) (72) 

No response ( 1 ) 

Psychotherapy 

Yes 60.7% 64.3% 58.8% 

(74) (27) (47) 

No 39.3% 35.7% 41 .3% 

(48) ( 1 5) (33) 

Mean income $22,304. $25,986. $20,438. 

Mean age 29 31 29 

Note. n=122, ACA n=42, Non-ACA n=BO. 
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(SD=4.19). Forty-five percent (n=SS) were never married; 

28.6% (n=12) of ACA had never been married; and 53.8% of 

non-ACA had never been married. Of the total sample, 43% 

(n=52) had been married once; 50% (n=21) of the ACA and 

38.8% (n=31) of the non-ACA had been married only one time. 

Twelve percent (n=S) of the sample had been married two or 

more times; 21.4% (n=9) of the ACA and 7.5% (n=6) of the 

non-ACA had been married two or more times. Pearson's 

Chi-Square test for association in contingency tables was 

conducted, and results indicate an association exists 

between ACA classification and marital status (Yes/No) 

(~2=7.05, ~<.01). Fewer ACA in Psychotherapy were 

unmarried than expected, and more ACA who were not in 

Psychotherapy were unmarried than expected. 

In terms of the highest level of education two percent 

(n=2) of the subjects had not completed a high school 

education; and 6% had completed a high school education. 

Five percent (n=4) of the non-ACA group completed high 

school; and 7% (n=3) of the ACA group completed high 

school. Sixty-three percent (n=77) of all respondents 

attended college. Sixty percent (n=48) of the non-ACA 

group attended college, and 69% (n=29) of the ACA group 

attended college. Thirty percent of the subjects (n=36) 

attended graduate school. Thirty-five percent (n=28) of 
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the non-ACA attended graduate school, and 19% (n=B) of the 

ACA attended graduate school. 

Ninety percent (n=110) of the subjects were White; 5% 

were Black; and 3% were Hispanic. Ninety-three percent 

(n=113) reported religious affiliation in 16 churches. 

Nearly one third of the sample were Methodist. 

Eighty-one percent (n=99) were employed; 13% (n=16) 

were students; 2% (n=3) were homemakers; and 2% (n=2) were 

unemployed. The mean annual income, excluding those who 

reported $0 income or who did not respond, was $22,304 

(SD=13159) (n=110). 

Sixty percent (n=73) of the subjects reported that 

they drink on the average less than one alcoholic drink a 

day; 30% (n=36) reported that they do not drink alcohol; 

and 11% (n=13) reported that they drink more than one drink 

a day or that they drank more than 5 drinks on a single 

occasion during the month preceding their participation in 

this study. Forty-seven percent (n=57) of the subjects 

reported that they do not abuse alcohol. Forty-seven 

percent (n=38) of the non-ACA group and 45% of the ACA 

group reported having no problems with alcohol. Twelve 

percent of the subjects (n=15) reported having problems 

with alcohol. Seven percent of the non-ACA group and 21% 

of the ACA group responded "Yes" to having a problem with 
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alcohol. Forty-one percent of all the subjects (n=SO) left 

the question blank. No further analysis was performed due 

to the bias the blank responses would have introduced. 

Inquiry was made about other addictions. Forty-nine 

percent (n=60) reported that they do not abuse other drugs; 

10% (n=12) reported having problems with other drugs; and 

41% (n=SO) did not respond to the question. Thirty-two 

percent (n=39) of the respondents reported having an eating 

disorder; 27% (n=33) reported having no eating disorder; 

and 41% (n=SO) left the question blank. 

Questions concerning the family constellation were 

included in the demographic questionnaire. Twenty-three 

percent (n=28) reported parental divorce during childhood. 

Twenty percent (n=16) of the non-ACA subjects and 29% 

(g=12) of the ACA subjects reported parental divorce during 

childhood. Seven percent (g=9) reported having a parent 

die during their childhood. Six percent (n=S) of non-ACA 

subjects and 10% (g=4) of ACA subjects reported having a 

parent die during their childhood. Nine percent (n=11) 

lived with a step-parent in the home during part of their 

childhood. Pearson's Chi-Square test for association in 

contingency tables were conducted to determine if an 

association exists between ACA classification and the 

family constellation variables including parental divorce, 
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death of a parent, and the presence of a step-parent. No 

significant results were found. 

Physical violence in the family of origin was reported 

by 31% (n=38)of the total sample. Among the non-ACA 

subjects 16.3% (n=13) reported physical violence in the 

family of origin, while 59.5% (n=25) of the ACA reported 

physical violence in the family of origin. The occurrence 

of sexual abuse in the family of origin was reported in 22% 

(n=27) of the total sample. Sexual abuse in the family of 

origin was reported by 10% (n=B) of the non-ACA group and 

by 46.3% (n=19) of the ACA group. One person.did not 

respond to the question about se·xual abuse. Seventeen 

percent (n=20) of the total sample responded that both 

physical violence and sexual abuse had occurred in their 

families of origin. 

Further analyses, Pearson's Chi-Square test for 

association in contingency tables, were conducted to test 

two additional hypotheses: (a) an association exists 

between ACA classification and physical abuse; (b) an 

association exists between ACA classification and sexual 

abuse. Results indicate that an association exists between 

ACA classification and physical abuse (X2=24.05, Q<.0001). 

Results also indicate that an association exists between 

ACA classification and sexual abuse (X2=20.65, Q<.0001). 
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Tables 2 and 3, the contingency tables for the Pearson 

Chi-square tests, show that more ACA subjects experienced 

physical violence and sexual abuse in their families of 

origin than would be expected if no association existed. 

Two-way analyses of variance (ANOVA's) were run to 

test each of the first six hypotheses. The independent 

variables were ACA or non-ACA and psychotherapy or no 

psychotherapy. The dependent variables were Health, 

Conflict, Cohesion, Leadership, Expressiveness, and 

Avoidance Coping Strategies. ANOVA results are presented 

in Tables 4 and 5. 

The first ANOVA tested Hypothesis One which stated 

that ACA would report that their family of origin 

demonstrated significantly less overall competence than 

non-ACA as measured by the Health subscale of the SFI. 

Lower scores on the Health scale indicate more competence 

and overall family health. Results revealed that the main 

effects were significant and the interaction was 

negligible. The E for the ACA factor was 22.84 at 2=.0001, 

and the E for the Psychotherapy factor was 20.80 at 

2=.0001. The higher Health mean for ACA (3.45 vs. 2.65 for 

non-ACA) indicates the ACA Health scores were significantly 

higher (i.e., less competent in overall family 



TABLE 2 

Frequencies and Percents of ACA and non-ACA Reporting 

Physical Violence 

ACA 

No 

Yes 

Total 

Physical Violence 

No 

67 

(55.1) 

83.8% 

17 

(28.9) 

40.5% 

84 

Yes 

13 

(24.9) 

16. 2% 

25 

(13.1) 

59.5% 

38 

Total 

80 

42 

122 

Note. Expected values are shown in ( ). 

x 2=24.05, 2<.0001 
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TABLE 3 

Frequencies and Percents of ACA and non-ACA Reporting 

Sexual Abuse 

ACA 

Blank 

No 0 

Yes 1 

Total 

Sexual Abuse 

No 

72 

( 62. 1 ) 

90.0% 

22 

(31.9) 

53.7% 

94 

Yes 

8 

(17.9) 

10.0% 

19 

( 9. 1 ) 

46.3% 

27 

Total 

80 

41 

121 

Note. Expected values are shown in ( ). Frequency 

missing=1. 

x2=20.65, 2<.0001 

86 
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Table 4 

ANOVA Summary for the Dependent Measures 

Dependent variable: Health 

Source df ss MS F 

ACA 1 17.30 22.84* 

PSYC 1 15.75 20.84* 

ACA*PSYC 1 0.42 0.55 

ERROR 118 89.34 0.76 

TOTAL 121 122.81 

Dependent variable: Conflict 

Source df ss MS E 

ACA 1 9.91 21.47* 

PSYC 1 7.81 16.92* 

ACA*PSYC 1 0.55 1 . 19 

ERROR 118 54.48 0.46 

TOTAL 121 72.75 

(table continues) 
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Dependent variable: Cohesion 

Source df ss MS F 

ACA 1 6.94 1 0. 1 7** 

PSYC 1 6.02 8.82** 

ACA*PSYC 1 0.00 0.00 

ERROR 118 80.45 0.68 

TOTAL 1 21 93.46 

Dependent variable: Leadership 

Source df ss MS F 

ACA 1 4.64 4.92 

PSYC 1 0.00 0.00 

ACA*PSYC 1 0.00 0.00 

ERROR 11 8 111.11 0.94 

TOTAL 1 21 115.77 

(table continues) 



Dependent variable: Expressiveness 

Source df 

ACA 1 

PSYC 1 

ACA*PSYC 1 

ERROR 118 

TOTAL 121 

ss 

13.68 

17.83 

0.31 

151.07 

1 82. 89 

Dependent variable: Avoidance 

Source df ss 

ACA 1 37.60 

PSYC 1 302.64 

ACA*PSYC 1 11 . 01 

ERROR 118 1297.68 

TOTAL 121 1648.89 

Note. *£=.0001. **£ <.01 

89 

MS F 

10.68** 

13.93** 

0.24 

1. 28 

MS F 

3.42 

27.52* 

1 . 00 

11 . 00 



Table 5 

Cell and Marginal Means for the Dependent Measures 

Dependent measure: Health 

Yes 

Psyc 

No 

Marginal 

Yes 

3.76 

2.86 

3.45 

ACA 

Dependent measure: Conflict 

ACA 

Yes 

Yes 3.23 

Psyc 

No 2.52 

Marginal 2.98 

No 

2.96 

2.27 

2.65 

No 

2.55 

2. 13 

2.38 

Marginal 

3.23 

2.46 

Marginal 

2.80 

2.25 

(table continues) 
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Dependent measure: Cohesion 

ACA Marginal 

Yes No 

Yes 3.61 3. 14 3.31 

Psyc 

No 3. 16 2.68 2.83 

Marginal 3.45 2.95 

Dependent measure: Leadership 

ACA Marginal 

Yes No 

Yes 2.88 2.47 2.62 

Psyc 

No 2.87 2.46 2.58 

Marginal 2.87 2.46 

(table continues) 



Dependent measure: Expressiveness 

ACA Marginal 

Yes No 

Yes 3.65 2.91 3. 18 

Psyc 

No 2.72 2.20 2.36 

Marginal 3.32 2. 61 

Dependent measure: Avoidance 

ACA Marginal 

Yes No 

Yes 7.22 6.72 6.91 

Psyc 

No 4.87 3.06 3.63 

Marginal 6.38 5.21 

Note. ACA = classification as adult daughter of an 

alcoholic father (Yes or No). Psyc = psychotherapy 

participant (Yes or No). 

92 
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functioning). The higher Health mean for psychotherapy 

participants (3.23 vs. 2.46 for no-psychotherapy) indicates 

the Health scores were significantly higher (i.e., less 

competent) for individuals in psychotherapy. All groups 

are significantly different, and an examination of the cell 

means reveals that the groups can be rank ordered on the 

Health measure from the highest scores (i.e., least 

competence) to the lowest scores (i.e., most competence) in 

the following manner: (a) ACA and psychotherapy, (b) non

ACA and psychotherapy, (c) ACA and no psychotherapy, and 

(d) non-ACA and no psychotherapy. 

A second ANOVA was used to test Hypothesis Two. 

Hypothesis Two stated that ACA would report that their 

families of origin demonstrated significantly less 

competence in openly expressing anger and aggression 

and in resolving conflict when compared to families of 

non-ACA. In other words, Conflict scores for the ACA 

group would be higher than non-ACA Conflict scores. 

The F statistic for the ACA factor was significant 

(F=21.47, 2=.0001), and the E statistic for the 

Psychotherapy factor was significnt (E=16.92, 

2=.0001). The interaction was insignificant. The 

Conflict mean for ACA was 2.98, and the Conflict mean 

for non-ACA was 2.38. The higher Conflict mean for 



94 

ACA compared to non-ACA indicates significantly higher 

scores (i.e., less competence) for ACA. The higher 

Conflict mean for psychotherapy participants (2.80 vs. 2.25 

for no-psychotherapy) indicates the Conflict scores were 

significantly higher for individuals in psychotherapy. All 

groups are significantly different, and an examination of 

the cell means reveals that the groups can be rank ordered 

on the Conflict measure from the highest scores (i.e., 

least competence) to the lowest scores (i.e., most 

competence) in the following manner: (a) ACA and 

psychotherapy, (b) non-ACA and psychotherapy, (c) ACA and 

no psychotherapy, and (d) non-ACA and no psychotherapy. 

ANOVA was used to test Hypothesis Three that ACA were 

expected to report less cohesion between family members 

than offspring from non-ACA families were expected to 

report. Since low scores on Cohesion indicate greater 

cohesion than higher scores, ACA Cohesion scores were 

expected to be higher than non-ACA Cohesion scores. 

Results indicated that both the ACA and the Psychotherapy 

main effects were significant and the the interaction was 

insignificant. The K statistic for the ACA factor was 

10.17 (Q<.01), and the K statistic for the Psychotherapy 

factor was 8.82 (Q<.01). The Cohesion mean (3.45) for the 

ACA group was significantly higher (i.e., less cohesion) 
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than the Cohesion mean for non-ACA (2.95). The higher 

Cohesion mean for psychotherapy participants (3.31 vs. 2.83 

for no-psychotherapy) indicates the Cohesion scores were 

significantly higher for individuals in psychotherapy. All 

groups are significantly different, and an examination of 

the cell means reveals that the groups can be rank ordered 

on the Cohesion measure from the highest scores (i.e., 

least competence) to the lowest scores (i.e., most 

competence) in the following manner: (a) ACA and 

psychotherapy, (b) ACA and no psychotherapy, c) non-ACA and 

psychotherapy, and (d) non-ACA and no psychotherapy. 

ANOVA was used to test Hypothesis Four which predicted 

that ACA would report less directive leadership in their 

families of origin than non-ACA report for their ACA 

families of origin. Low scores on Leadership indicate more 

directive Leadership; therefore Leadership scores were 

expected to be significantly higher than non-ACA Leadership 

scores. No significant difference was found. The [ 

statistics were: 4.92 (2=.03) for the ACA factor, 0.00 

(2=.95) for the Psychotherapy factor, 0.00 (2=.99) for the 

interaction. There may be no significant difference 

between the Leadership scores in ACA and non-ACA groups. 

A fifth ANOVA was used to test Hypothesis Five. 

Hypothesis Five stated that ACA would report that their 
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families of origin were significantly less competent in 

expressing feelings directly and in encouraging overt 

actions among members than non-ACA. Low scores on the 

Expressiveness scale indicate more emotional 

expressiveness; consequently ACA Expressiveness scores were 

expected to be significantly higher than non-ACA 

Expressiveness scores .. The ACA and Psychotherapy factors 

were significant (~=10.68, 2= <.01; ~=13.93, 2<.001 

respectively), and the interaction was insignificant. The 

Expressiveness mean for the ACA group was 3.32. The 

Expressiveness mean for the non-ACA group was 2.61. ACA 

Expressiveness scores were significantly higher (i.e., less 

emotional expressiveness) than non-ACA Expressiveness 

scores. The higher Expressiveness mean for psychotherapy 

participants (3.18 vs. 2.36 for no-psychotherapy) indicates 

the Expressiveness scores were significantly higher for 

individuals in psychotherapy. All groups are significantly 

different, and an examination of the cell means reveals 

that the groups can be rank ordered on the Expressiveness 

measure from the highest scores (i.e., least competence) to 

the lowest scores (i.e., most competence) in the following 

manner: (a) ACA and psychotherapy, (b) non-ACA and 

psychotherapy, (c) ACA and no psychotherapy, and (d) non

ACA and no psychotherapy. 
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A final ANOVA was run to test Hypotheses Six and 

Seven. Hypothesis Six predicted that the non-ACA group 

would use fewer avoidance coping strategies than the ACA 

group. The ACA factor was not significant (E=3.42, 2=.07); 

consequently there may be no significant difference between 

ACA and non-ACA on the use of avoidance coping strategies. 

Results also failed to support Hypothesis Seven, which 

predicted that the ACA Psychotherapy group would use fewer 

avoidance coping strategies than the ACA non-Psychotherapy 

group. The E value for the Psychotherapy factor was 

significant (E=27.52, 2=.0001). The interaction between 

the ACA and psychotherapy variables was not significant; 

consequently the marginal means were examined to determine 

whether the Psychotherapy group or the non-Psychotherapy 

group scored higher on the measure of Avoidance Coping. 

Avoidance Coping scores were significantly higher for the 

Psychotherapy group than for the non-Psychotherapy group. 

The cell means for the ACA non-Psychotherapy group (4.87) 

compared to the cell means for the ACA Psychotherapy group 

(7.22) indicate significantly higher scores for the ACA 

Psychotherapy group on the measure of Avoidance Coping; 

however the results were in the opposite direction of 

Hypothesis Seven's prediction. 

Pearson's product moment correlation coefficient was 
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calculated to test the pairwise correlations in Hypothesis 

Seven between avoidance coping strategies and the variables 

Health, Conflict, Cohesion, Leadership, and Expressiveness. 

Hypothesis Seven predicted a positive correlation between 

avoidance coping strategies and these SFI variables Health. 

The results are reported in Table 6. There is a 

significant positive relationship between Avoidance scores 

and Health scores, Conflict scores, Cohesion scores, and 

Expressiveness scores. There may be no relationship 

between Avoidance scores and Leadership scores. The 2-

values given in the "p" column are from the one-sided 

tests. 



TABLE.§ 

Results of Pearson Correlation Tests Between Avoidance 

Coping Strategies and Five Family Environment Measures 

Variable 

Health 

Conflict 

Cohesion 

Leadership 

Expressiveness 

r 

0.4098 

0.4026 

0.3298 

0.1104 

0.4366 

p 

0.0001* 

0.0001* 

0.0001* 

0.1130 

0.0001* 

Note. The p-values given in the "p" column are from 

the one-sided tests. 

*2 <.0001 
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CHAPTER FOUR 

DISCUSSION 

The consensus of information about parental alcoholism 

indicates that it negatively effects offspring functioning; 

however relatively little information exists about 

mediating variables or the duration of negative effects 

(Moos & Billings, 1982). This study addressed these issues 

in two ways: (a) by examining differences in family 

functioning and interactional patterns in alcoholic and 

non-alcoholic families as reported by adult daughters, and 

(b) by examining the relationship between paternal 

alcoholism and adult daughters's use of avoidance 

coping strategies. 

Findings support previous research which indicates 

that the structure and functioning in alcoholic families is 

impaired (Preli & Protinsky, 1988; Steinglass et al., 

1987). The hypothesis that adult females whose fathers 

were alcoholic (ACA) would differ from adult females whose 

fathers were not alcoholic (non-ACA) was strongly supported 

on several measures of family interactional patterns 

including: Health, Conflict, Cohesion, and Expressiveness. 

In addition, the Avoidance coping strategies measure was 

found to be significantly associated with scores on these 

100 
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same Self-Report Family Inventory (SFI) measures. No 

significant differences were found on the Leadership 

measure between ACA and non-ACA. Psychotherapy 

participants were found to use significantly more avoidance 

coping strategies; and an examination of the cell means 

revealed ACA in psychotherapy were found to use more 

avoidance coping strategies than ACA who had not received 

psychological treatment for five years rather than fewer as 

had been hypothesized. 

Scores on the SFI Health measure indicate that ACA 

perceived that their families of origin functioned with 

significantly less overall competence than the non-ACA 

families of origin. These results lend additional 

empirical support to the emerging profile of an alcoholic 

family as less competent in its interactional patterns than 

a typical non-alcoholic family (Steinglass et al., 1987). 

Spouses in alcoholic marriages experience more unresolved 

conflict and are more dissatisfied with their marriages 

than spouses in non-alcoholic marriages. Structural 

dysfunctions include rigid boundaries, and cross

generational alliances (Watson, 1987). 

ACA reported more conflict and less cohesion and 

expressiveness in their families of origin than non-ACA 

reported. Results of the ANOVA on the Conflict subscale of 
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the SFI revealed that ACA believe that their families of 

origin functioned with significantly less competence in 

openly expressing anger and aggression and in resolving 

conflict than non-ACA families of origin. ANOVA results 

also indicated that ACA experienced their families of 

origin as significantly less cohesive and lacking in a 

sense of family togetherness than non-ACA experienced their 

families of origin. ACA had to rely upon resources 

external to their family for support more than non-ACA. 

Adult females from alcoholic families viewed their families 

of origin to be significantly less competent in directly 

expressing feelings than non-ACA viewed their families of 

origin. These results are consistent with the findings of 

Moos and Billings (1982), where spouses of relapsed 

alcoholics reported more conflict and less cohesion and 

expressiveness on the Family Environment Scale, another 

measure of family functioning. 

The findings of this study did not support every 

hypothesis. The hypothesis that leadership in ACA families 

of origin would be less directive than in non-alcoholic 

families of origin was not supported. At present, no clear 

picture emerges concerning leadership in alcoholic 

families. Gorad (1971) reported that alcoholic couples 

tend to compete with one another for control in an 
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escalating manner. In contrast, Watson (1987) reported 

that alcoholic families typically have a dominant leader 

who assumes almost absolute control, and that the spouses 

are in complementary dominance-submission roles. 

It may be that leadership in the alcoholic family 

fluctuates with periods of intoxication and sobriety as 

well as with the stage of the alcoholism. For example, 

alcohol abuse may emerge in one spouse as a problem solving 

strategy to ameliorate anxiety that occurs in one or both 

spouses when conflict arises; however, as the alcoholism 

progresses the alcoholic spouse tends to underfunction in 

some areas (e.g., emotionally) (Bowen, 1974). To maintain 

balance in the system the non-alcoholic spouse responds to 

the alcoholic's underfunctioning by overfunctioning; 

consequently the overfunctioning spouse gains power and 

overt leadership (Ablon, 1976; Steinglass, 1976). Yet, 

this power is temporary and somewhat illusive, because the 

alcoholic regains power and covert leadership during 

periods of intoxication. 

On the SFI measures of Health, Conflict, Cohesion, and 

Expressiveness, the [ statistics for both the ACA and 

psychotherapy factors are significant, indicating that all 

groups are significantly different. Using the cell means, 

the groups can be ranked from most competent to least 
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competent on the family variables of Health, Conflict, and 

Expressiveness in the following manner: (a) non-ACA and no 

psychotherapy, (b) ACA and no psychotherapy, (c) non-ACA 

and psychotherapy, and (d) ACA and psychotherapy. Some ACA 

perceive their families of origin as significantly 

healthier and more competent than others. The interaction 

of genetic and environmental protective factors (i.e., 

adequate intelligence and positive temperament of the child 

in combination with on-going attention of one parent and 

the absence of siblings and parental conflict in the 

child's first two years) may increase resilience to the 

negative impact of alcoholism in some ACA; or some 

alcoholic families may function significantly better than 

others (Werner, 1986; Bennett et al., 1987). 

A goal of this study was to determine some contextual 

determinants of one important type of coping response, 

avoidance. Individuals have been found to employ avoidance 

coping strategies, when they perceive situations or events 

as threatening and themselves as lacking in personal and 

environmental resources (Holahan & Moos, 1987b). Avoidance 

coping strategies are associated with negative life events, 

but not with positive ones; whereas active coping 

strategies are associated with both positive and negative 

life events (Holahan & Moos, 1987b). Alcoholism, a 
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chronically negative and threatening situation in family 

life which depletes resources within the family 

environment, challenges children's coping strategies before 

their personal resources have fully developed. Therefore, 

this study hypothesized that ACA would report using more 

avoidance coping strategies than non-ACA. 

Since Clair and Genast (1987) reported that college

age offspring of alcoholics used more avoidance strategies 

(smoking, eating, drinking) than other young adults, and 

Holahan and Moos (1987a) found a patient population was 

twice as likely as a non-patient population to report 

avoidance coping; this study hypothesized that ACA who are 

participating in psychotherapy would report using fewer 

avoidance coping strategies than ACA who are not receiving 

psychotherapy. This hypothesis was not supported. This 

study's results indicate that the overall group of subjects 

in psychotherapy reported using significantly more 

avoidance coping strategies than the non-psychotherapy 

group reported using, rather than fewer as was predicted. 

Several possibilities may explain the results in this 

study. People in psychotherapy may seek help because their 

reliance upon avoidance coping strategies creates problems 

and crises that they feel under-equipped to handle; · or it 

may be that individuals who rely heavily upon avoidance 
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coping strategies and are not in psychotherapy are unable 

·to respond affirmatively to items that explore avoidance 

(e.g., refused to believe it was happening, or tried to 

reduce tension by drinking) because of denial. More 

sensitive measures to assess avoidance coping may need to 

be developed. Additionally, the cells means revealed that 

ACA psychotherapy participants reported higher scores 

(i.e., more avoidance) on avoidance coping strategies than 

any other group including ACA who were not in 

psychotherapy. This group's participation in psychotherapy 

may be associated with greater impairment in some alcoholic 

families' functioning that might require and include 

greater reliance upon avoidance coping strategies. 

Avoidance coping strategies utilized in the face of 

life stressors present a significant risk factor. They 

have been associated with adverse health concomitants, a 

decrease in personal and environmental resources, and the 

lack of family support (Holahan & Moos, 1987a). 

The results of the Pearson's correlations from this 

study reveal the use of avoidance coping strategies is 

associated with family environment and interactional 

patterns. A significant positive association was found 

between the use of avoidance coping strategies and scores 

on several family interactional measures including: Health, 
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Conflict, Cohesion, and Expressiveness. High scores on 

these SFI measures, which were associated with an increase 

in the use of avoidance coping strategies, indicate less 

competent functioning while low scores relate to more 

competent functioning in these family interactional skills. 

As overall family competence and healthy functioning 

declines, the use of avoidance coping strategies increases. 

The significant association found between avoidance 

coping strategies and conflict indicates that the use of 

avoidance coping strategies increases with high levels of 

overt conflict. The ability to tolerate the expression of 

anger, the freedom to express anger assertively and with 

openness, and the use of conflict resolution skills 

decreases the reliance upon avoidance coping strategies. 

A significant association was found between avoidance 

coping strategies and cohesion. This suggests that family 

members increase their use of avoidance coping strategies 

when they experience little family togetherness and have to 

depend upon resources external to the family for support 

rather than being able to feel close to one another and 

extend support to one another. Holahan and Moos (1987a) 

reported similar findings. They found that individuals 

with more social support and personal resources are less 

likely to rely on avoidance coping strategies than 



individuals with fewer social supports and personal 

resources. 
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Expressiveness was also significantly associated with 

avoidance coping strategies. When a family's implicit 

rules restrict the direct expression of emotions, 

individuals depend upon avoidance coping strategies to a 

greater degree. These results support and amplify Holahan 

and Moos's (1987b) report that family support (i.e., 

emotional openness and cohesion) is the parental variable 

most strongly linked to psychological and physical distress 

among children. Maternal dysfunction (i.e., depression, 

physical symptoms, and avoidance coping) is another 

predictor of psychological and physical distress among 

children. Along with negative life events, avoidance 

coping has been determined to be a risk factor for 

psychological and physical health (Holahan & Moos, 1987b). 

Avoidance coping strategies are associated with the 

interactional patterns in which ACA report that their 

families of origin are significantly less competent than 

non-ACA families of origin. As family health diminishes 

and competence diminishes in expressing emotions openly and 

in expressing and resolving conflict, the use of avoidance 

coping strategies increases. The use of avoidance coping 

strategies also increases as a sense of family cohesion and 
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togetherness diminishes, and as the family fails to offer 

emotional support to individual members. Therefore, it 

appears that the interactional patterns in the alcoholic 

family may be contextual risks for increasing ACA's 

likelihood of relying upon avoidance coping strategies. 

Alcoholism may deplete a family's ability to provide 

support and to instill' personal resources within its 

members. 

The findings of this study also support previous 

research that indicates children in alcoholic families are 

at greater risk for physical and sexual abuse than children 

from non-alcoholic families (Liles & Childs, 1986; Russell 

et al., 1985). Pearson's Chi-Square test was used to test 

two additional hypotheses concerning physical and sexual 

abuse. Adult daughters of alcoholic fathers reported 

physical abuse (59.5%) and sexual abuse (46.3%) in their 

families of origin significantly more often than adult 

daughters with non-alcoholic fathers reported physical 

abuse (16.2%) and sexual abuse (10.0%) in their families of 

origin. These results amplify the picture of the alcoholic 

family as being less competent and functional than the 

non-alcoholic family. The results suggest that this 

diminished competence is not limited to neglecting 

children's normal dependency needs (e.g., trust) that are 
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vital to the development of self-esteem and a sense of 

self, but extends to behaviors that traumatize children and 

cause serious and harmful psychological consequences 

including depression, suicide, and alcoholism (Courtois, 

1988; Finkelhor, 1984; Maltz & Holman, 1987). 

In summary, the picture that emerges of the alcoholic 

family environment in which the ACA is raised helps support 

clinical data. ACA report a family environment in which 

assertiveness and the open expression of anger is neither 

encouraged nor tolerated. This restriction in emotional 

expression could be expected to impair conflict resolution, 

and Watson (1987) reports that alcoholic families have 

poorer conflict resolution and negotiation skills than 

non-alcoholic families. The difficulty alcoholic families 

have in expressing anger and resolving conflict may impair 

their ability to teach their offspring the skills necessary 

for conflict resolution. The lack of these skills may be 

detrimental to family unity. 

The alcoholic family described by the ACA lacks 

cohesiveness. This deprives ACA from experiencing a sense 

of family togetherness and belonging. Consequently, ACA 

must find sources of support outside the family system if 

they experience support at all. 

According to ACA, alcoholic family members have 
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difficulty expressing feelings directly to others. The 

implication of this deficit is that ACA failed to receive 

the support and acceptance of their feelings which teaches 

them to identify the internal experience of feelings and to 

experience themselves as having inherent value and self

worth. The lack of cohesion and the restricted expression 

of emotion may lead to the sense of isolation commonly 

experienced by ACA. These results illustrate how 

impairment in family interactional patterns in alcoholic 

families depletes their ability to instill personal 

resources within their members. 

Critique 

Limits on the inferences from this study should be 

pointed out. First and perhaps most obvious is that only 

females were studied. They tended to be White, middle

class, and church-attending women. 

Also, status as an Adult Child of an Alcoholic (ACA) 

was determined only by the alcoholic status of the father. 

Consequently, some subjects may have been classified as 

non-ACA who were in truth ACA because of an alcoholic 

mother. If enough such subjects were part of the study, 

differences between ACA and non-ACA could have been 

obscured or been undetectable since ACA subjects due to a 

mother's alcoholism would have been classified as non-ACA. 



However, a number of significant differences and 

associations were detected even in the presence of this 

possible blurring of categories. Hence, this does not 

appear to have inhibited the ability of the statistical 

tests to find significant results. 
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Distribution of the research packets at most of the 

counseling centers was the responsibility of the 

therapists. It cannot be determined whether all possible 

respondents were offered a research packet; therefore a 

non-response rate was not calculated. 

Blank responses to the questions regarding substance 

abuse (demographic question 11) should not be interpreted 

as refusal to respond. The wording of the question makes 

it possible for the blanks to mean either no problem with 

abusing the substance or a refusal to respond. 

Consequently, no statistical analysis was run to determine 

if significant differences existed between groups on eating 

disorders and alcohol and drug problems. 

Conclusions 

Past research demonstrated that the severity of 

parental alcoholism is only moderately associated with the 

degree of disturbance among children and suggested further 

exploration of factors relating to offspring functioning 

was necessary (Moos & Billings, 1982). This research 



enriches the understanding of some contextual risks for 

offspring from alcoholic families and supports a multi

dimemsional model for understanding the development, 

maintenance, and transmission of alcoholism. 
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The findings indicate that ACA grow up in families 

with diminished health and limited competence in several 

interactional patterns which contribute to family 

competence. These limitations in skills relating to: (a) 

family health and competence, (b) conflict resolution, (c) 

the experience of family togetherness and cohesiveness, and 

(d) the open expression of emotion are associated with an 

increase in the use of avoidance coping strategies. 

Avoidance coping strategies have been established as a risk 

factor for physical and psychological functioning (Holahan 

& Moos, 1987a; Vallant, 1977). Therefore, the link between 

an increase in avoidance coping strategies and a decrease 

in competence in these family interactional patterns 

suggests that impairment in these areas should be 

considered a risk factor for ACA. 

Based upon the results of this study, suggestions can 

be made to clinicians who treat ACA and alcoholic families. 

The treatment model should include both psychoeducational 

and psychodynamic intervention strategies that can be used 

with both ACA and alcoholic families. This study's 
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findings imply that individuals in alcoholic family systems 

avoid dealing with difficulties in family relations. They 

avoid expressing feelings, particularly anger, directly to 

other family members, and they avoid overt conflict. In 

addition, they avoid the family cohesiveness necessary for 

intimacy. Because alcoholism eventually becomes a 

functional and stabilizing mechanism in family functioning, 

intervention strategies need to address difficulty in these 

problematic family interactional patterns at three levels: 

(a) the affective level, (b) the cognitive level, and (c) 

the behavioral level. Psychoeducational interventions 

should be the foundation of the treatment program. 

Psychoeducational interventions can provide valuable 

information to members from alcoholic families about 

functional emotional, intellectual, physical, and sexual 

boundaries as well as teach communication, negotiation, and 

conflict resolution skills. In addition to ameliorating 

skill deficits, interventions that teach family members to 

communicate their thoughts and feelings appropriately also 

serve to reduce the sense of isolation that exists among 

members of alcoholic families. These interventions also 

normalize affective experiences. 

In conjunction with the psychoeducational intervention 

strategies, psychodynamic intervention strategies (e.g., 
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reflective listening, affirming feelings, and positively 

reframing) validate family members' personal realities as 

well as provide and model the support that is lacking in 

alcoholic family systems. Support is an essential 

ingredient in facilitating the risk-taking that is 

necessary for individuals to expand their cognitive and 

behavioral flexibility. Psychodynamic interventions 

strategies can also provide the nurturing necessary for ego 

development that offspring from alcoholic families often 

miss. Therapeutic support also encourages and enables 

family members to risk identifying and expressing feelings 

more openly. Continually shifting between offering support _ 

and challenging dysfunctional cognitions, behaviors, and 

habits of feeling are necessary ingredients for therapeutic 

success. Therapy, particularly group treatment and family 

therapy, can be a training ground and practice arena for 

more functional patterns of interaction. In addition to 

therapeutic support, support groups (e.g., ACA, Al-Anon) 

can be useful to reinforce therapeutic progress and 

decrease the cost of over-all treatment. 

Within the last few years there has been an enormous 

growth of Twelve-Step self-help programs. Results of this 

study may shed some light on aspects of these programs that 

are potentially beneficial. Individuals raised in 
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alcoholic families where there is little cohesion and 

family support may be accustomed to turning to resources 

outside the family for support and may be drawn to the 

supportive group environment Twelve-Step meetings provide 

to reduce their sense of isolation. They may also benefit 

from the open expression of feelings that was discouraged 

in their families and is encouraged in Twelve-Step groups. 

In addition, this format may discourage the use of 

avoidance coping strategies and facilitate more active 

cognitive and behavioral coping strategies. 

In the initial phase of coping with overwhelming life 

stressors, a brief period of avoidance may allow 

individuals to mobilize personal resources; however, 

routine reliance upon avoidance (denial) prevents facing 

and solving problems directly and is associated with 

psychological dysfunction (Moos & Schaefer, 1984). 

Cognitive and behavioral coping strategies are more 

effective than avoidance coping strategies, and become more 

prevalent among individuals as levels of education and 

income rise (Holahan & Moos, 1987b). Hence, teaching more 

effective and active cognitive and behavioral coping 

strategies to ACA and to alcoholic families when they 

present for treatment can be an effective mode of 

intervention. Intervention strategies aimed at enhancing 
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adaptive coping strategies need to be identified and 

incorporated into treatment models. In addition, teaching 

adaptive cognitive and behavioral coping strategies could 

be beneficial to ACA and alcoholic families in terms of 

developing psychological buffers during periods of stress 

and to strengthen natural sources of support that can 

ameliorate future life stressors. · Training in adaptive 

cognitive and behavioral coping strategies would be 

valuable components of effective prevention programs that 

could be aimed at individuals and families at risk through 

schools, community education programs, and churches. 

Future research needs to examine the impact of 

teaching adaptive coping strategies to ACA and to 

recovering alcoholic families. Intervention programs aimed 

at helping ACA and alcoholic families in recovery develop 

specific skills such as identification and expression of 

feelings (particularly anger), active listening, 

negotiation and conflict resolution appear to be methods of 

teaching more active cognitive and behavioral coping 

strategies. Their effectiveness needs to be assessed. 
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ANO 

IIIAC:NO"I~ 

SUBJECT: "Adult Children Of Alcoholics' Perceptions of • 
Family of Origin Health and Functioningw 

This memorandum is to inform you of Edward Weiner, M.D.'s 
willingness to cooperate with you, Susan Gwaltney, in your 
data collection for your research project. I wish you good 
luck in you efforts and look forward to you sharing your 
results with me. 

Sincerely, 

: 
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DATE: 

TO: 

FROM: 

Southwest Family Institute 
A NON-PROFIT ORGANIZATION 

12532 Nuestra • Dallas, Texas 75230-1718 • 21 ◄ /960-0550 

February 22, 1989 

Susan Gwaltney 
Principal Investigator 
7420 · Gracefield 
Dallas, TX. 75248 

Ruth Bunt, Clinic Advisor 

SUBJECT: •Adult Children Of Alcoholics' Perceptions of 
Family of Origin Health and Functioning" 

This memorandum is to inform you of the Southwest 
Family Institute's willingness to cooperate with 
you, Susan Gwaltney, in your data collection for 
your research project. We wish you good luck in 
you efforts and look forward to you sharing your 
results with us. 

·Sincerely, 

~v;(,~-?J 
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-------------- tf~imid tfV'Vf«A ~ j/llf1I~ 

(21'1) 272-4429 

ELAINE PLY, M.A., L.PC. -451 W. AVENUE 0 
EXECUTIVE DIRECTOR GARLAND. TEXAS 75040 

D:\TE : :\pr i l 1 7 , 19 8 9 

TO : Sus on Gwo l t n c y 
Principal Investigator 
7420 Gracefield 

i"RQ\l: 

Da l l as , TX. i 5 2 4 8 

Elaine Ply, M.A., L.P.C. 
Executive Director 
The Gnlaxy Center 
461 W. Avenue D 
Gar l o II d , TX. 7 5 0 4 0 

St:B,JECT: Ee.mil~ QL Qr.i&:ia. 1:Y.n~li~rnin~ a.nd. UH. Q.( CQt2iD.~ 
Slr.fi!.g[ig~. 81:DQ.Il[ t\flY.11 09..Y.g:hl~u. 2.!. 6l~Q.h2.li~ 
Efl.lhQ..t~ 

This memorandum is to inform you of this 
rgcncy's willingness to cooperate with Susan 
GwnltnP.y's investigation by recruiting volunteers. 
We wish you good luck in your efforts and look to 
r E c e i vi n g i n for ma t i on ab o u t your r es u 1 ts • 

Sincerely, 

..... . (,,__, H--// 
Elaine Ply, M.A., L.P.C. 

A COMMUNITY COUNSELING AGENCY 

A UNITED WAY AFFILIATE 



Apr 11 18, 1989 

Hs. Susan Gwaltney 
'/420 Gracefield 
Dallas, Texas 75248 

Dear Susan, 

TEXAS WOMAN'S UNIVERSITY 
DENTON DALLAS 110\JSTON 

COUNSELING CENTER 
P.O. Bo11 22303, Offlton, Tuas 76204 817 /898-3801 

We have reviewed your proposal and agree to allov you to 
collect data for your dissertation at the TWU Counseling 
Center Oenton campus. When you have obtained a final 
approval from the Human Subjects Committee, ve would 
appreciate receiving a copy of that form. 

Good luck vith your research. 

Cordially, 

~&--
Don Rosen, Ph.D. 
Director 

susanok corrc 

1810 Inwood Ro,d, Room 116, Dallas. T,xu 752235 (214) 689-6#,55 
8194 Walnut Hill un, (rr~bytrrian C.mpus,1 Room 215. Dall~~. To11s 75231 (2141 361-8608 ,xt. 56 

P.O. Box 22303, [)fflton, Toas 76204 (8li) 89!1-3801 
1130 M.O. Andtrson Blvd., Room 723, Houston, T,11as n030 (it)) 794-2059 
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=='fcs 
Irving Youth/Family 
Counseling Services 
P.O. Box401 
Irving Tx. 75060 

DATE: 

10: 

FROM: 

April 14, 1989 

Susan Gwaltney 
Principal Investigator 
7420 Gracefield 
Dallas, TX. 75248 

Sandra Duncan, M.A., Executive Director 
Irving Youth/Family Counseling Services 
835 West Irving Blvd. 
Irving , Texas 75060 

SUBJECT: LfiIDlli 2!. Qtl~ln Eu.~ll2nin~ a.nd Us.~ 2!. CQ.~in~ 
~l~~l~~us. AtlJQn~ Adu.ll D~u.~hl~ts. QL Au2h2.li~ 
Etlh~~s. 

This memorandum is to inform you of this 
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agency's willingness to cooperate with Susan 
Gwaltney's investigation by recruiting volunteers. 
We wish you good lucking your efforts and look to 
receiving information about your results. 

Sincerely, 

Sandra Duncan 



@ 
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GREATER LEWISVILLE 

YOUTH & FAMILY SERVICES 
Coun,eli,,g S•vlcet 

DATE: 

TO: 

FROM: 

April 14, 1989 

Suson Gwaltney 
Principal Investigator 
7420 Grocefleld 
On 11 as , TX. 7 5 2 4 8 

Greater Lewisville Youth and Fomily Services 
P.O. Box 461 
Lew I s v I l l e , TX. 7 5 0 6 7 

SUBJECT: Ee!.IDil:t o.r. Otl~in EYnc..ll~rniCl~ and Us..e. 2!. CQp_io~ 
S.itlt~il~~ 00.JQil[ Ad~ll D~~[hl~t.l 2[ Al~2h2ll~ 
f§.1.ll~t.l 

This memorandum Is to Inform you of this 
agency's willingness to cooperate with Susan 
Gwaltney's Investigation by recruiting volunteers. 
We wish you good luck In your eftorts end look to 
receiving Information about your results. 

Sincerely, 

-;:~~~ 

P.O. IOX •St UWISIIILL(. TlXAS 75097 T.i.phone 139-8029 
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LETTER TO PARTICIPANTS 

Dear Friend, 

I am conduction my doctoral research project in psychology 
and would like you to participate. One purpose of this study is 
to compare family life in alcoholic families with family life in 
families that were not troubled by alcoholism. Another purpose 
is to look at whether having an alcoholic father makes a 
difference in coping responses that are used by adult women. 

If you are a woman between the ages of 22 and 35, I am 
asking you to spend about an hour filling out three 
questionnaires. You do not need to have had an alcoholic father 
to participate. One questionnaire asks for some basic 
information about things like your age, race, and religion. A 
second questionnaire asks you to report how you've coped with a 
recent problem. the third questionnaire asks you how you 
perceive the family in which you were raised. 

In addition, you will be asked to sign a consent form. 
Although your name will appear on the consent form, it will not 
appear on any of your questionnaire response forms. This 
information will be kept confidential, and you will remain 
anonymous. 

THANK YOU for agreeing to participate. Please sign one copy 
of the consent form and return it to me in one of the envelopes 
provided. Keep one copy of the consent form for yourself. 
Please complete the questionnaires and return them to me within 
three days. send your responses in the second envelope provided 
to ensure your confidentiality. If you would like to know the 
results of this study in which you are participating, return the 
stamped postcard addressed to me after you put your name and 
address on it. I will send the results to you sometime in the 
fall of 1989. 

THANK YOU FOR YOUR HELP! 

Susan H. Gwaltney 



APPENDIX C 

COPING STRATEGIES ITEMS 
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Coping Strategies Items 

Active-cognitive strategies 

Prayed for guidance and/or strength 
Prepared for the worst 
Tried to see the positive side of the situation 
Considered several alternatives for handling he problem 
Drew on my past experiences 
Took things a day at a time 

142 

Tried to step back from the situation and be more objective 
Went over the situation in my mind to try to understand it 
Told myself things that helped me feel better 
Made a promise to myself that things would be different 

next time 
Accepted it: nothing could be done 

Active-behavioral strategies 

Tried to find out more about the situation 
Talked with spouse or other relative about the problem 
Talked with friend about the problem 
Talked with professional person (e.g., doctor, lawyer, clergy) 
Got busy with other things to keep my mind off the problem 
Made a plan of action and followed it 
Tried not to act too hastily or follow my first hunch 
Got away form things for a while 
I knew what had to be done and tried harder to make things 

work 
Let my feelings out somehow 
Sought help from persons or groups with similar experiences 
Bargained or compromised to get something positive form the 

situation 
Tried to reduce tension by exercising more 

Avoidance strategies 

Took it out on other people when I felt angry or depressed 
Kept my feelings to myself 
Avoided being with people in general 
Refused to believe that it happened 
Tried to reduce tension by drinking more 
Tried to reduce tension by eating more 
Tried to reduce tension by taking more tranquilizing drugs 
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PARTICIPATION AND CONSENT EQfil1 

Project Title: 
Family of Origin Functioning and Use of Coping 
Strategies Among Adult Daughters of Alcoholics 

Investigator: Susan !L.. Gwaltney 

The following information is to be read to or read by the 
subject. One copy of this form, signed and witnessed, must 
be given to each subject. A second copy must be retained by 
the investigator for filing with the Chairman of the Human 
Subjects Review Committee. A third copy may be made for the 
investigator's files. 

1. I hereby authorize Susan Gwaltney, Ph.D. candidate, to 
perform ~ to supervise 1Name of personl ______________________ _._: in the 

following investigational procedure: 

Administration of: a) the Self-Report Family 
Inventory, b) the Coping Strategies Indices from 
the Health and Daily Living Adult Form B, and 
c) collection of demographic data. The Subject 
will respond to these pencil and paper inventories 
and all responses will be kept confidential. The 
Subject will be assigned a number to protect 
confidentiality and to refer to if she wants 
feedback about the results. 

2. I understand the purposes of this study are to 
identify: 

(1) family environment characteristics which may be 
associated with alcoholic family backgrounds, 
and 

(2) coping strategies associated with alcoholic 
family backgrounds. 

3. I understand that my participation in this 
investigational procedure will involve about one hour of 
my time reading and responding to the three paper and 
pencil questionnaires listed in paragraph one. I have 
heard that the investigator will read the questionnaires 
to me and record my responses if I am unable to read or 
have difficulty reading. 
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4. I understand the investigational procedure(s) listed in 
paragraph 1 involve the following possible risks or 
discomforts: 

(a) The emergence of memories or feelings that may be 
uncomfortable for me or that I may be unprepared to 
handle due to reflecting upon my family of origin 
background and my self-protective strategies. 

(b) The inconvenience and/or embarrassment of revealing 
personal information on the Self-Report Family 
Inventory, the Coping Strategies Questionnaire, 
and/or the demographic data sheet. 

(c) Embarrassment if I have difficulty reading or 
writing. 

5. I understand the investigational procedure described in 
Paragraph 1 have the following potential benefits to 
myself and/or others: 
(a) The personal satisfaction of contributing to 

scientific knowledge about adult children of 
alcoholics. 

(b) Increased awareness of my own family history. 

6. I understand that while participation is desired, it is 
not required. Furthermore, I understand that there is 
no penalty for withdrawing my consent at any time. 

7. I understand that no medical service or compensation is 
provided to subjects by Texas Woman's University as a 
result of injury from participation in research. 

8. I understand that I may receive a description of 
relevant details concerning the nature of this study 
and a summary of results in the fall of 1989 by 
completing and mailing a request card provided by the 
investigator. 

9. I understand that Susan Gwaltney, Ph.D. Candidate in 
Counseling Psychology will be available for 
consultation regarding problematic issues that arise 
from my completion of these questionnaires, and that I 
may reach her at (214) 458-0992. 

Subject's Signature Witness (one required) Date 
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PLEASE PROVIDE THE FOLLOWING DiFORMATZOH ABOUT YOURSELF. I:T WILL 
BE JCEPT CONFIDENTIAL. 

1 • TYPE OF EMPLOYMENT: 

2. ANNUAL INCOME:$ ----
3. DATE OF BIRTH: ----
4. SEX: M ___ F __ _ 

5. RACE: White Black __ _ Hispanic 

Other ----
6. RELIGION: 

7. HIGHEST EDUCATIONAL LEVEL: (check one) 

Some high school 
High school graduate __ 
Some college/tech school 
College/tech school graduate __ 
Some graduate school 
Graduate degree (M.A~h.D., etc.) 

Asian ---

8. SIGNIFICANT PHYSICAL CONDITIONS/MEDICATIONS (circle the 
appropriate response): 

Physical impairments? Yes 

Medications taken for condition? 

Name of medication/s? 

No 

Yes No 

· 1 

9. Have you sought or received any psychological or psychiatric 
services in the past 5 years? (circle one) 

Yes No 

If yes, what kind? 

10. Please estimate your typical alcohol consumption. (check one) 
No drinking __ _ 
Less than one drink per day-,---
An average of one to two drinks per day __ _ 
An average of two or more drinks pr day Q.!: 5 or more drinks 
on a single occasion at least once in the last month __ _ 
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11. Do you believe you have a problem with: (check any that apply) 

Alcohol ---Other drugs ___ Which? 
Eating disorder ---

FAMILY HISTORY: 

12. Was your childhood home broken by the death of one or both 
of your parents? Yes_ No_ By divorce? Yes_ No_ 

13. Were you raised by foster parents, adoptive parents or 

step-parents? Yes __ No __ 

14. List your family of origin members in birth order (i.e., 
parents, brothers, sisters, etc.), including yourself: 

Family Member Living? Education Marital Status 

15. Using the following criteria would you consider your father 
to be an alcoholic? 

An alcoholic father an individual whose use of alcohol 
resulted in one or more of the following: 

impaired ability to carry our daily responsibilities; 

diagnosis of alcoholism by a specialist; 

alcoholism treatment; 

attendance at Alcoholics Annonymous. 

Yes __ No __ 

16. Did physical violence occur in your family of origin? 

Yes No __ 

17. Did sexual abuse occur in your family of origin? 

Yes No __ 

18. How many times have you been married? 




