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Psychological Health and Substance Abuse in the Family System 

by Maryanne Watson 

August, 1987 

The Beavers-Timberlawn Family Evaluation Scale (BT) and the 

Locke/Wallace Marital Adjustment Inventory were utilized to assess the 

interactional dynamics and marital satisfaction of three groups of 

families; 37 alcoholic clinic, 43 nonalcoholic clinic, and 40 

nonalcoholic, nonclinic families. The alcoholic clinic and nonalcoholic 

clinic families were volunteer families from four local family therapy 

agencies. The nonalcoholic nonclinic families, were volunteer families 

from two local church congregations. Each family was given an 

unstructured task and videotaped for 10 minutes. These videotaped 

segments were then rated by blind raters to determine the family 

interactions. 

Results indicated that families from the alcoholic group differed 

from other types of families based on interactional measures. The 

normal families were rated significantly more competent on every scale 

of the BT. While there was some interactional overlap between the 

families in the alcoholic and clinic groups, and between the families in 

the normal and clinic groups, a consistent pattern emerged. On every BT 

subscale, the normal families demonstrated the most interactional 

competence, while the families in the alcoholic group demonstrated the 

least interactional competence. In addition, the clinic 
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families demonstrated significantly more competence than the families in 

the alcoholic group on the subscales that measure Overt Power, Parental 

Coalition, and Empathy. 

The husbands and wives in the alcoholic group reported 

significantly more dissatisfaction with their marriages than the 

husbands and wives in either other group reported. In addition, the 

wives in the alcoholic and clinic groups reported significantly more 

dissatisfaction with their marriages than the husbands in either group 

reported. 

Results of a multiple discriminate analysis revealed that the three 

groups were primarily discriminated on the basis of the subscales that 

measure Goal-Directed Negotiation, Mood and Tone, Mythology, Unresolved 

Conflict, Empathy, and Range of Feelings. Results of a classification 

analysis demonstrated successful prediction of group membership for 73% 

of the families in the alcoholic group, 78% of the families in the 

normal group, and 49% of the families in the clinic group. Results 

clearly indicate that there are distinct interactional dynamics that 

distinguish alcoholic from nonaloholic families. 
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CHAPTER ONE 

Alcohol abuse is a complex, costly, and far reaching problem. 

Approximately 20 percent of the population, or 40 million Americans are 

adversely affected either directly or indirectly by alcohol abuse 

(Schifrin, Hartsog, & Brand, 1980). Alcohol abuse brings with it a 

multitude of health and social problems. From 50,000 to 200,000 

(depending on which records one reads) individuals die each year in the 

United States from complications directly attributable to alcohol abuse. 

Furthermore, approximately 50 percent of all highway fatalities and 20 

to 33 percent of all auto accident injuries are directly attributable to 

alcohol abuse (Schifrin et al., 1980). 

The ill effects associated with alcohol abuse present a tremendous 

financial and social strain on the general population. Estimating 

conservatively, the economic cost of alcohol abuse in 1975 alone was 

42.9 billion dollars (Schifrin et al., 1980). This amount included 12.8 

billion dollars spent on health care costs attributable to alcohol 

abuse. Furthermore, rehabilitative programs cost the public an 

additional 2.7 billion dollars. 

Alcohol abuse exerts a tremendous toll on the family. Kenward and 

Rissover (1980) described alcohol abuse as a family disease which 

threatens the emotional, economic, social, and physical well-being of 
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the alcoholic and his/her family. In addition, forty-one percent of the 

marriages where one or more members are alcoholic are unstable; and, 

alcoholics are at least four times more likely to separate and divorce 

than nonalcoholics (Paolino, McCrady, & Diamond, 1978). Children are 

also adversely affected by the deleterious impact of alcohol abuse. For 

instance, the incidence of child abuse among alcoholic parents is high. 

Furthermore, children of alcoholic parents are twice as likely to become 

alcoholics as the children of nonalcoholic parents (Kenward & Rissover, 

1980). These children demonstrate fewer coping mechanisms than children 

of nonalcoholic parents. They have a higher incidence of school and 

learning problems, growth and developmental problems, emotional and 

behavioral problems, and socialization difficulties, compared to 

children of nonalcoholic parents (Kaufman & Pattison, 1983; Kenward & 

Rissover, 1980; Reilly, 1975). Families in which alcohol abuse occurs 

demonstrate a high incidence of suicides, homocides, rape, and other 

criminal behaviors associated with alcoholism and alcohol abuse (Bratter 

& Forrest, 1985). Finally, families with an alcoholic member are likely 

to suffer major disruptions in the family life cycle, due to the 

incapacitation of the alcoholic through illness, accidents, and injuries 

related to the drinking behavior. Clearly, alcoholism affects all 

members of the family and causes major health and social problems. 

Although it is evident that alcoholism is a family disease, 

treatment has focused almost exclusively on the individual. Numerous 

reasons have been advanced to account for this phenomenon. For one, 



alcoholism was viewed as a disease process (Steinglass, 1973). 

Treatment focused on the disease processes as they affected the 

individual, not the family members. When alcohol counselors expanded 

the treatment focus to include members of the family, they did so 

without training in family therapy. In addition, policy practices 

instituted by public social service agencies favored the traditional 

alcohol treatment models which tended to isolate individuals from the 

family unit (Kenward & Rissover, 1980). 

Family therapists also contributed to the focus on the individual. 
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Family therapists were reluctant to work with the alcoholic due to their 

lack of training in diagnosing and treating alcoholic families (Kenward 

& Rissover, 1980; Pattison, 1977). In spite of the need for research 

and training in this area, family therapists devoted little effort to 

the development of family techniques directed to the problems of 

alcoholism (Kaufman & Pattison, 1983). Additionally, little technical 

information was available in the existing literature for the family 

therapist interested in specialized techniques applicable to alcoholic 

families (Steinglass, 1973). Furthermore, very little evidence existed 

demonstrating the efficacy of family therapy by itself or the 

comparative value of family therapy versus more traditional forms of 

therapy in the treatment of alcoholism. Even today, most of the studies 

on alcohol and family therapy are pilot or exploratory and reflect 

inadequate sample size, absence of an appropriate control group, and 

lack of consistency in definition of subjects (Steinglass, 1979). 
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The issue of inadequate and poorly defined outcome measures also 

presented a problem. The traditional outcome measure for alcoholism 

treatment programs was the criterion of abstinence. One of the 

contributions of family therapy was to expand treatment outcome measures 

to include other aspects of individual functioning as well as aspects of 

interactional and social functioning. However, these measures were 

highly subjective in nature and varied from study to study (Steinglass, 

1980). It became apparent that in order for a more systematic 

investigation to take place, professionals competent in sophisticated 

research techniques and comprehensively grounded in the areas of 

alcoholism and family systems treatment had to be trained (Coleman & 

Davis, 1978). 

Today, alcoholism has been recognized by many professionals in the 

fields of family therapy and alcoholism treatment as a .. family disease, .. 

i.e., the problem of alcoholism is conceptualized as a problem embedded 

in the family system. Alcoholism can adversely affect family system 

function, and dysfunctional family patterns can promote and maintain 

alcoholic behavior (Kaufman & Pattison, 1983). Nonetheless, because of 

the lack of controlled studies and the fact that family therapy is not a 

single treatment technique but rather a diverse group of systems based 

interventions, it has not been possible to show that family treatment is 

better than other forms of treatment for alcoholism at this point 

(Janzen, 1977). 

Studies conducted over the last 20 years have suggested that 
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maladaptive, and perhaps unique, marital interactions characterize the 

alcoholic marriage (Billings, Kessler, Gomberg, & Weiner, 1979). 

Alcoholism has been described as both the cause and the consequence of 

the family's relationship difficulties (Berenson, 1976). Empirical 

investigations indicate that families with an alcoholic member have a 

much higher rate of divorce and marital dissatisfaction than 

nonalcoholic couples. And yet, there is no empirical evidence that 

shows that the interactions of the alcoholic family differ from other 

problematic, nonalcoholic families. Furthermore, uncontrolled clinical 

observations have provided most of our current knowledge about the 

nature of alcoholic couples' interactions. There are few research 

studies on the marital interactions of alcoholics that utilize reliable, 

systems based measures or appropriate control group comparisons. Thus, 

while many speculations have been offered regarding the functioning of 

alcoholic families, few empirical studies exist. Therefore, it is clear 

that a great deal more investigation is necessary to describe the 

maladaptive interactions of the alcoholic family. 

The difficulty in investigating the interactions of the family with 

an alcoholic member is the same difficulty that has plagued the family 

therapy field in general, i.e., the difficulty of assessing family 

system dynamics or interactions. One of the assumptions of family 

therapy is that the family system is the unit of change. One assumption 

that follows is that as the identified individual patient changes, the 

family dynamics also change. Or as the family dynamics change, the 



individual patient changes. In addition, the systems viewpoint 

incorporates individual, dyadic, and larger units of behavior. 

Therefore, to assess change, consideration must be given to the 

measurement of individual, dyadic, and system level functioning (Gurman 

& Kniskern, 1981). 

The measurement of system level functioning is a difficult task. 

6 

Systems information is obtained through the use of direct observation of 

family interactions and the use of individual self-report. The 

advantage of the self-report measure is the ease of administration and 

high reliability in scoring. However, assessment through self-report 

does not adequately assess the family interactions. To assess the 

interactions (communications) of the family, live observation in 

addition to self-report is indicated. Tramontana and Sherrets, (1983) 

spoke to this point when they recommended the direct assessment of 

family interaction both as a measure in appraising treatment effects and 

as a predictor of treatment outcomes. Furthermore, they recommended the 

use of the Beavers-Timberlawn Family Evaluation Scale (BT) (Lewis, 

Beavers, Gossett, & Phillips, 1976) as the best measure for assessing 

family dynamics and interactions. 

The BT is based on General Systems Theory (Beavers, 1977). The 

instrument was developed in order to identify and quantify the 

interactional, factors necessary for optimal functioning of families 

(Lewis et al., 1976). The assessment schema is based on the assumption 

that the family•s capacity to negotiate and resolve conflicts and 
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problems is healthy; and conversely, poor negotiation, unresolved 

conflict, and challenges and problems to which the family has not 

adapted, indicate a family in trouble. The BT measures family 

competence in problem solving and conflict resolution based on direct 

observation of family interactions in performing a task (Beavers & 

Voeller, 1983). The family's response to the task is videotaped, with 

the observer outside of the room. Trained observers are used to obtain 

reliable ratings of family interactions. The obtained score reflects 

the family's structure, flexibility, and competence across a broad range 

of functioning from severely disturbed to optimally functioning. In 

addition, the instrument contains 13 subscales which measure the 

following dimensions: negotiation and task performance, conflict 

resolution, feeling tone and expressiveness, communication patterns that 

indicate personal boundary development and individuation, and the style 

of suppressing or allowing positive or negative feelings (Lewis et al., 

1976). 

There are three purposes of the present study. The first purpose 

is to describe the interactions of alcoholic families through the use of 

the BT. This information can be used to either verify or refute current 

speculative models of alcoholism. The second purpose is to clarify 

differences between alcoholic families, nonalcoholic clinic families, 

and nonalcoholic, nonclinic families through the use of the BT. The 

final purpose is to assess marital satisfaction in alcoholic couples and 

to compare alcoholic couples to nonalcoholic clinic and nonalcoholic, 



nonclinic couples through the use of the Locke Wallace Adjustment 

Inventory (Locke & Wallace, 1959). 

Models of Alcoholism 
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Although many consider alcohol addiction the number one health 

problem facing America, no single theory or model has been developed 

that adequately accounts for either the development or the maintenance 

of the problem (Leigh, 1985). Many different models have been developed 

to explain the alcohol problem including the medical model, the 

psychodynamic model, the systems model, Bowen's model of alcoholism, and 

Noone and Reddig's developmental model. Current models attribute 

different etiologies to the development of alcohol abuse, which then 

lead to different types of prevention or treatment (Ablon, 1976). The 

most commonly applied model is the medical model. The medical model 

posits that the etiology of alcoholism can be explained by some 

biological malfunction or organic defect in the affected individual. 

The medical model is linearly causal. Alcohol is viewed as the 

etiological agent that causes alcoholism. If the alcohol were removed, 

the person would be well. While this model does an inadequate job at 

explaining the etiology of drinking behavior, nevertheless, it 

adequately explains pharmacological characteristics of alcohol that lead 

to abuse or dependency (Zucker & Gomberg, 1986). The medical model 

closely approximates the model of Alcoholic's Anonymous (A.A.) which 

defines an alcoholic as a person who was genetically predisposed to the 

development of alcoholism (Peele, 1986). Alcoholics are thought to have 



an inbred allergy to alcohol which makes them acutely sensitive to its 

affects. Furthermore, the A.A. creed promulgates that one drink will 

lead to the disease state of alcoholism. 

One of the earliest psychologically oriented models developed to 

explain alcoholism was the psychodynamic model. This model posits that 

human behavior is largely shaped by early childhood experiences. 

Alcoholism is conceptualized as the result of some trauma or conflict 

which has been repressed in the unconscious. Treatment requires a 

patient/therapist relationship that allows the patient to recover and 

re-experience the repressed event (Hoffman, 1981). 

9 

The medical model, the A.A. model and the psychodynamic model all 

ignore the underlying dynamics relating to the initiation of a pattern 

of alcohol abuse. These dynamics are best understood as a phenomenon 

dependent on both individual differences and social influences (Zucker & 

Gomberg, 1986). Leigh (1985) has suggested that cultural, 

environmental, intra-personal, interpersonal and biological factors 

influence the person's decision to drink. Cultural factors can 

encourage or discourage the use of alcohol and thus influence 

consumption levels; The intrinsically reinforcing properties of alcohol 

can be further enhanced by environmental factors such as the effects of 

learning (modeling, imitation, and identification with another). 

Additionally, there is an expectation by adults that alcohol will reduce 

tension, enhance social and physical pleasure, enhance sexual 

experience, and promote a sense of power and social assertiveness. In 
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spite of the identification of influencing factors, further explanation 

is needed to explain persistent substance abuse. 

Recognizing that environmental factors are important contributors 

to alcoholism, Ablon (1976) recommended a systems approach to explain 

the development of alcoholism. This approach takes into consideration 

the interaction of the individual •s physiology with the interaction of 

the dyad (two members), family system (two or more members), and social 

factors. This model posits that feedback processes exist between the 

individual and the context and that the individual •s behavior is 

simultaneously caused and causative. The use of alcohol and the 

consequences of drinking are seen as critically related to events in the 

family system. The use of alcohol is purposeful, adaptive, homeostatic, 

and meaningful (Kaufman & Pattison, 1983). The open systems model 

redefines the alcoholic as the alcoholic within the family system. This 

focus allows a conceptualization of the alcoholic as one part of an 

ongoing family system. Change in one family member's functioning is 

automatically followed by a compensatory change in another family 

member. Since change in any individual will cause change in the system, 

the same result may be reached from different beginnings. This model 

gives full attention to an appreciation of the individual •s physiology, 

even while consideration is given to the interaction of the dyad, family 

system, and social factors (Beavers, 1983; Hoffman, 1981; Nichols, 

1984). Additionally, the model suggests that the system's organization 

of interactions is more important than the product of its interactions. 
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In other words, the fact that alcohol is necessary for family 

functioning is more important than the fact that a family member abuses 

alcohol. Finally, family issues of boundaries, power, control, and 

autonomy in the family are significant to successful management of the 

disease (Beavers, 1983). 

The advantages of utilizing a multi-level systems model of 

alcoholism are numerous. The model enables one to more fully describe 

the multiple factors involved in the onset and maintenance of 

alcoholism. One is then able to describe alcohol maintenance and 

dependence using different levels of explanation (individual, family, 

societal) at different points in the life cycle (Zucker & Gomberg, 

1986) . 

Bowen (1971) offered one of the most comprehensive family systems 

models for explaining the maintenance of alcoholism. His model is 

largely based on his concepts of level of differentiation and family 

anxiety (Bowen, 1971). Level of differentiation refers to the degree to 

which the person has developed stable operating principles by which the 

person lives his or her life, and is roughly equivalent to emotional 

maturity. The individual's degree of differentiation is influenced by 

the degree of differentiation of the individual's parents, by the types 

of relationships the child has had with the parents, and by the way 

one's unresolved emotional attachment to his parents is handled in 

adulthood. 

Bowen postulates two different ways in which an individual may 
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become alcoholic. The first way occurs when the individual handles the 

emotional attachment for his/her parents by denying the attachment and 

assuming a super-independent posture. This person can do well in 

business, although he or she has an exaggerated sense of responsibility 

for others. The need for others is denied through the independent 

posture; and the harder the person works, the more isolated the person 

becomes. When the isolation becomes intense, the person finds relief 

through the use of alcohol (Bowen, 1971). The other extreme of this 

behavior involves the person who is so attached to his or her parents 

that the person is never able to manage a productive life. This person 

uses denial to keep psychological distance from the parents and all 

subsequent relationships. The need for emotional closeness is great, 

yet the need is denied. These people become social outcasts. 

Because people tend to marry spouses of equal levels of 

differentiation, a high percentage of adult alcoholism occurs in people 

who have the same kind of emotional attachment in marriage that they had 

in their family of origin. The less differentiated couple begins a 

pattern in which one spouse becomes the dominant one while the other 

becomes the adaptive one (whose role is to support the dominant 

decision-making spouse). If this final pattern is maintained, the 

adaptive person is vulnerable to the development of a drinking problem. 

When drinking, the person is emotionally isolated. If there is a 

decrease in the emotional isolation, the person can stop drinking. The 

emotional isolation can be decreased if the family is able to establish 
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more meaningful emotional contact with the alcoholic's family of origin. 

Bowen (1971) states that the best prognostic predictor for outcome of 

therapy is the level of differentiation of self, rather than the 

intensity of the alcoholism. In other words, the more differentiated 

individuals will have a more successful therapeutic outcome than the 

less differentiated individuals regardless of drinking history. 

Another concept of Bowen's has to do with the adaptive patterns 

available in the family. The adaptive patterns (based on each spouse's 

family of origin) function during periods of calm. Families with many 

patterns have more adaptability than those with a few patterns. When 

anxiety and tension increase, symptoms erupt due to the loss of adaptive 

patterns. Anxiety in the family sets the stage for excessive drinking, 

even while drinking produces higher levels of anxiety in those dependent 

on the drinking family member. A repetitive chronic circular process is 

set in motion where the family members get anxious, the alcoholic 

drinks, family anxiety increases, the alcoholic drinks more, the family 

criticizes and isolates the alcoholic, thus the alcoholic drinks more. 

Anything that interrupts this cycle helps. Any significant family 

member can decrease the anxiety response which moves toward de

escalation. 

Noone and Reddig (1976) offered another model to explain 

alcoholism. According to the developmental family model, more substance 

abuse occurs when families are unable to move beyond the stage of the 

life cycle when the young individuate from their parents. Regardless of 



14 

age, type of drug abused, or whether or not an individual lives at home, 

drug-abusing behaviors are directly related to the issue of separation 

and individuation from the abuser•s family. Drug abuse expresses the 

abuser•s ambivalent posture of simultaneously remaining dependent on the 

family, even while maintaining a rebellious pseudo-independent attitude. 

The drug problem effectively stifles the move toward individuation. 

Furthermore, drug abuse diverts the parent•s attention away from their 

fear and ambivalence about the young person•s developing independence. 

The Development of a Family Model of Alcoholism 

Although it is clear that alcoholism affects the entire family, 

traditional treatment as well as theory focused almost exclusively on 

the individual. One of the factors accounting for the individual focus 

was the way in which society viewed alcoholism (Peele, 1986). The 19-

century temperance movement viewed alcoholism as a danger inherent in 

the consumption of alcohol and strongly asserted that anyone who 

habitually drank was susceptible to becoming an alcoholic. Furthermore, 

society considered alcoholism to be a crime, rather than a disease 

(Steinglass, 1973). In order to move the responsibility for alcoholism 

treatment from the judicial system into the medical establishment, a new 

view was necessary. As previously mentioned, A.A. proposed that one 

drink could lead to an eventual disease state. This view of alcoholism 

as a disease kept the focus on the individual and off of the family. 

In the 193o•s interest was raised about the role of family factors 

in the etiology of alcoholism. It was hypothesized that alcoholism 
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resulted from a family constellation composed of a domineering mother 

and passive father. Another hypothesis was that the family 

constellation of an abusive and domineering father led to the 

development of alcoholism (Steinglass, 1973). Family factors were 

described primarily from the vantage point of elucidating environmental 

factors responsible for the alcoholic's psychopathological development; 

understanding the family factors helped to understand the individual. 

The treatment remained individually oriented. 

Interest then turned to the study of marriages between male 

alcoholics and their wives in the 1950's. This interest centered around 

the role of the wife in initiating and perpetuating her husband's 

drinking. There were two different views offered on the wife's role. 

One view held that the wife of an alcoholic was a person with severe, 

long-standing psychopathology present before marriage. Her 

psychopathology led her to choose an alcoholic husband (Kaufman & 

Pattison, 1983). The other view explained the behavior of the wife as 

resulting from the pressures and stresses she experienced due to the 

husband's drinking (Steinglass, 1973). Neither of these views has 

received empirical verification. No evidence has emerged either 

suggesting a single personality type characteristic of wives of 

alcoholics or a theoretical explanation for their behavior (Kaufman & 

Pattison, 1983; Steinglass, 1973). 

In the 1950's, the focus shifted for the first time from the 

individual alcoholic to the marital system. In 1954,' Gliedman included 
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alcoholics and their wives in an outcome study of concurrent group 

meetings (Steinglass, 1973). For the first time, alcoholism treatment 

outcome criteria were expanded beyond the individual measurement of 

drinking, to the measure of marital satisfaction as another outcome 

variable. Gliedman found that even though the drinking behavior was not 

significantly decreased, there was improvement in the marriage and in 

the self esteem of the alcoholic. This finding led to a growing 

interest in the development of techniques for changing the treatment 

focus from the alcoholic individual, to the alcoholic individual in a 

marital context (Steinglass, 1973). 

In spite of the change in focus from individual to a family 

orientation for alcoholics, a review of the literature by Janzen (1977) 

yielded very few articles from 1960-1977 which had specific relevance 

for family treatment or theory. The reports on family theory tended to 

be mostly descriptive without comprehensive theoretical positions. 

Summarizing various elements from the different studies, Janzen 

concluded that alcoholism could best be understood as the alcoholics• 

behaviors which: interact with problematic family interactions, maintain 

stability in the family, define expectations, and limit and control the 

behavior of others. 

Ewing and Fox (1968) wrote one of the first descriptions of family 

dynamics and alcohol. They proposed that the alcoholic marriage served 

as a homeostatic mechanism which resisted change. 

person tried unsuccessfully to control the other. 

Over time, each 

Any effort by one 
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person to change his or her behavior threatened the marital equilibrium 

and provoked renewed efforts by the partner to maintain the status quo. 

The authors suggested that the wife coped with her dependency wishes by 

becoming more responsible, while the husband's drinking patterns caused 

him to become irresponsible (Ewing & Fox, 1968). The combination of the 

individual needs of both the alcoholic and the spouse as well as the 

intra-personal dynamics between the marital pair produced extreme 

resistance to change. 

Steinglass (1979) conducted an observational pilot study of 10 

alcoholic couples. He found evidence that husbands and wives in 

alcoholic marriages exhibited similar personality dynamics. Alcoholics 

were distinguishable from their spouses only in terms of drinking 

behavior. In addition, the distress was equally shared between husbands 

and wives. This finding indicated that members of the marital couple 

had similar self-perceptions of the magnitude of individual 

difficulties. 

Davis, Berenson, Steinglass, and Davis (1974) offered a behavioral

adaptive model in which emphasis was placed on finding what seemed 

adaptive and reinforcing of drinking behavior. They hypothesized that 

the aversive conditions arising with the use of alcohol don't 

necessarily make the experience of drinking an aversive one; the 

adaptive consequences of drinking are sufficiently reinforcing to serve 

as the primary force that maintains the drinking habit. Furthermore, 

the adaptive consequences of drinking for each individual differed and 
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operated on various levels (intrapsychic, intra-couple, or intra-family) 

to maintain homeostasis in a family or larger family system. Finally, 

they described the alcoholic drinking system as a system governed by a 

rigid set of rules of interaction. To understand the alcoholic family, 

they suggested that it was important to discover the specific rules that 

regulate the alcoholic drinking system (Steinglass, Weiner, & Mendelson, 

1971a, 1971b). 

In order to evaluate and analyze marital interaction patte~ns, 

Becker and Miller (1976) studied videotaped behavioral sequences of 

communication patterns to compare marital interaction patterns of male 

alcoholics and their spouses, and nonalcoholic male psychiatric patients 

and their spouses. The number of interruptions was the only variable on 

which the alcoholics differed significantly from the nonalcoholics. 

Becker and Miller concluded that the nature of interactions measured in 

their study might not be the ones highly associated with 

psychopathology. They recommended that future investigators include a 

wider variety of interactional measures as well as evaluate normal 

marital interactions as a basis of comparison. 

Based upon Becker and Miller's (1976) recommendations, Billings et 

al. (1979) conducted one of the few alcohol research studies using a 

control group. The study compared the communicational behavior of 12 

alcoholic couples, 12 maritally distressed nonalcoholic couples and 12 

nondistressed nonalcoholic couples. The alcoholic couples and maritally 

distressed·but nonalcoholic couples did not differ in their 
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interactions. This finding suggested that some of the problematic 

marital communications of alcoholics were the same as those of any type 

of distressed couple rather than reflecting a unique problem of 

alcoholism. In contrast, Paolino et al. (1978) compiled a statistical 

report on the incidence rate and problems of alcoholic marriages. He 

found that problems attendant to alcoholism differed from other 

psychiatric illnesses in that divorce and other family disruptions are 

more likely to occur in alcoholic families than among families with 

other psychiatric illnesses. 

In an effort to describe the alcoholic marriage in greater detail, 

Shapiro (1977) identified three characteristics of the alcoholic 

marriage. One characteristic involved a struggle for control. The 

marital interaction was highly conflictual. For these couples, it was 

difficult to reach compromises and mutual agreement in any significant 

area of interaction. Shapiro suggested'that alcoholic behavior was a 

method for the alcoholic to ask for help in a way that rendered the 

would-be helper as helpless as the alcoholic. This produced a 

stalemated power struggle centered on drinking behavior (Shapiro, 1977). 

The second factor characteristic of these couples involved blocked 

affective communication. These couples were unable to engage on an 

appropriate affective level in regards to aggression and affection. It 

was hypothesized that the alcoholic had difficulty recognizing and 

expressing anger due to the fear of rejection by the spouse. Drinking 

represented a hostile means of releasing aggression while disguising the 



motive in a way that rendered the nondrinking spouse unable to express 

anger without experiencing guilt. Instead, the nondrinking spouse 

assumed a parental role. These patterns of interacting prevented any 

direct expression of affection. The final characteristic involved the 

threat of separation that kept the alcoholic couple from risking 

confrontations. Due to the co-dependency of the alcoholic and the 

spouse, drinking behavior became a means of avoiding the issue of 

separation as a possible solution to the relationship problems. 
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Hoffman (1981) agreed with Shapiro's hypothesis that the couple 

with an alcohol problem was a couple unable to express anger openly; 

drinking problems only permitted partial expression of discontent. 

Further, she suggested that the couple was likely to present themselves 

in a sick/well formation or take the one-up/one-down position of victim 

(nonalcoholic) and victimizer (alcoholic). She described the alcoholic 

interaction as a cycle in which the alcoholic was dominant when sober 

and submissive when drinking. The nonalcoholic was submissive when the 

alcoholic was sober, and dominant when the alcoholic was drinking. This 

configuration constituted the most clinically unhappy group of marital 

couples. There were other couples with a one-up/one-down configuration 

that did not become symptomatic. These couples had highly disturbed 

children (Hoffman, 1981). 

Gorad, McCourt, and Cobb (1971) described drunkenness as an attempt 

to affect another person through indirect, responsibility-avoiding 

maneuvers rather than through direct communication. Once the alcoholic 
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is identified as drunk, the individual may proceed to send messages all 

of which will be qualified by 11 I am drunk, and you should not hold me 

responsible for what I say or do. 11 The fact that the alcoholic denies 

responsibility for his or her drunken behavior puts the alcoholic in a 

position of unusual control. In spite of this position of control, the 

nonalcoholic is usually the most visibly powerful family member. The 

one area in the family that the nonalcoholic is unable to control is the 

alcoholic's drinking. Since the alcoholic can say and do things without 

responsibility when drunk and can drink and claim it can't be helped, 

drinking is used as a weapon with which to fight. The nonalcoholic 

wishes to eliminate or control the alcoholic's behavior, yet is unable 

to prevent the drinking. Thus, the alcoholic interaction is one in 

which the nonalcoholic is dominant at all times except when the 

a 1 coho 1 i c is drinking, and the a 1 coho 1 i c is submissive at a 11 times 

except when drinking. The couple accepts a 1 coho 1 ism as the problem 

rather than accepting the possibility of an u nequa 1 distribution of 

power in the re 1 at i o n s h i p (Gorad et a 1 • , 1971). 

Kaufman and Pattison ( 1983) combine the ide as of Gorad et a l . 

(1971) and Hoffman (1981) concerning the fight for dominance. They 

found that couples with a pattern of alcoholism are competitive in a way 

that ensures that neither clearly becomes dominant. The alcoholic tries 

to control and avoid responsibility through passive-dependent techniques 

while the spouse tries to control by being forceful, active, blunt and 

dominating, or by suffering. Each spouse blames the other for the 



22 

family's problems. 

The family focus was expanded to multiple generations when Esser 

(1971) began to go into the homes of alcoholics to work with the 

families in their own environment. Esser discovered that often 

grandparents, and brothers and sisters of the couple, were important in 

maintaining the homeostasis within the family. Further, he saw distress 

in the family group as a consequence of faulty communication processes 

(Esser, 1971). 

Berger (1981) provided empirical data to support the efficacy of 

involving family members in the treatment of alcoholics. Berger's 

report described a study designed to evaluate the effectiveness of 

family involvement on alcoholics• completion of a multiphase alcoholism 

rehabilitation program. The data strongly supported the hypothesis that 

family involvement was positively associated with the alcoholics• 

completion of treatment. Family treatment also benefited the 

alcoholic's spouse and children. In addition, family involvement had 

its greatest impact on the alcoholic's completion of the out-patient 

phase of treatment. 

Davis, Stern and VanDeusen (1977) studied the interactions of 17 

alcoholic families and 16 matched control families. They found that 

alcoholic fathers and mothers spoke to each other less, and the children 

talked·to each other more, when compared with the control families. In 

addition, alcoholic families took longer to execute the family tasks 

than the control families did. Finally, the speaking patterns revealed 



that the alcoholic parents were more distant from their children, in 

comparison to the normal controls. 

23 

It became evident to Berenson (1976) that part of the complexity in 

describing alcoholic families was due to the fact that there are two 

different types of alcoholic families. The first type was the family 

that downplayed the drinking problem. These were the families that had 

experienced drinking as a problem for a relatively short time. The 

focus was on the presenting problem, rather than · on drinking behavior. 

With successful treatment of the presenting problem, there was a 

decrease in the excessive drinking. The second family type was the 

family that had organized itself around alcohol. Alcohol was then 

involved in the function or dysfunction of the family (Berenson, 1976). 

These families had a history of alcoholism on both sides of the family. 

The goal of treatment with these families was the management of the 

drinking problem and·modifying the environment so that the cessation of 

drinking was possible. Once drinking subsided, it was necessary to deal 

with other family problems that contributed to the drinking, or that had 

developed as a result of the drinking. In these families, Dulfano 

(1985) found·that the interactions of the family centered around one of 

the partner•s drinking. One effect of this was that the parental and 

executive subsystems were disrupted, such that the children participated 

in executive responsibilities inappropriately early. If the 

nonalcoholic parent was functioning as an only parent, parental 

responsibility was often given inappropriately to an older child. Role 
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models were then distorted. Goldenberg and Goldenberg (1975) found that 

in some alcoholic families, the parents accepted the alcoholic situation 

and implied to the children that the home situation was normal. The 

denial of problems led to the distortion of reality of all family 

members. In these families, the family function often worsened with 

sobriety. Removal of alcohol from the family revealed characteristics 

not apparent during the stable alcoholic phase. These characteristics 

included an underlying emotional impoverishment, alienation, loneliness, 

and emptiness, with the individuals emotionally distant and isolated. 

Spouses appeared reluctant to approach each other and the children were 

hesitant to talk with their parents (Usher, Jan, & Davis, 1982). If 

when the alcoholic was able to maintain a .. dry .. state, the family 

functioning did not improve, the likelihood of other family members 

developing problems or the sober alcoholic returning to alcohol was high 

( Berenson , 1 9 7 6) • 

Steinglass (1979) also hypothesized that the interactions of the 

family were different when the family was in a drinking state as opposed 

to a nondrinking 11dry .. state. Observing 31 alcoholic families in their 

homes on 9 separate occasions over a 6 month period, Steinglass found 

that patterns of behavior, although wide-ranging, could be meaningfully 

differentiated along the critical alcohol-related variable, .. family 

alcohol phase ... This variable was defined by whether the family was in 

a stable wet (drinking behavior present), stable dry (no drinking), or 

transition phase. The pattern of interactional behavior in the stable 
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wet and stable dry phases were mirror images of each other. Therefore a 

family's pattern of home behavior could be used to predict its current 

alcohol phase. Finally, there was evidence to suggest that alcohol 

influenced selected aspects of behavior, specifically distance 

regulation. Stable wet families were characterized by a high level of 

distance regulation, while there was little distance regulation in 

transition families. Stable dry family's level of distance regulation 

fell between the stable wet families and the transition families. Even 

though a normative sample was not studied, Steinglass concluded that the 

sample was heterogeneous, not homogeneous. 

Based on the above study, Steinglass (1980) proposed an 

interactional developmental systems model of alcoholism. This model 

included concepts of the alcoholic system, family homeostasis, and the 

family alcohol phase. Alcohol ingestion was conceptualized as a family 

interactional phenomenon. Steinglass defined the family in which 

alcohol occupied a·central position in the life of the family as an 

alcoholic system (Steinglass, 1980; 1981). In such alcoholic systems, 

interactional life is organized in a cycle of sobriety and intoxication. 

Repetitive, stereotyped patterns of behavior become associated with 

long-term family stability. During periods of stability and instability 

in family life, alcohol plays different roles. Steinglass suggested 

that there were three family-level life phases: a dry phase, a wet 

phase, and a transitional phase. He found that the family members could 

distinguish .. dry .. periods from .. wet .. periods and they associated 



different periods with profoundly different life experiences and 

patterns of behavior. 
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In one of the few controlled outcome studies in the alcohol 

literature, Moos, Bromet, Tsu, and Moos (1979) conducted a study of 124 

families to examine the interrelationships of family milieu, family 

stress and functioning characteristics, and treatment outcome utilizing 

the Family Environment Scale, and the Family Life Questionaire. 

Families that were higher on the cohesion and active-recreational 

orientation, higher on social participation and whose members had fewer 

physical symptoms showed better treatment outcomes than the families 

showing more emphasis on conflict and control. The authors concluded 

that therapy should focus on facilitating family interactions that 

contribute to cohesion, conflict resolution, and an increase in 

recreational activities. 

In an effort to simplify the descriptions of alcoholic families, 

Kaufman and Pattison (1983) described four alcoholic family types. One 

type is a functional family system with an alcoholic member. The family 

system is stable and appears happy. Excessive drinking is limited to 

parties, binges outside the home, or drinking at bedtime. These 

families are responsive to external change, resistant to internal 

change, and function adequately, although they are not insightful. 

Further, these families have a minimum of overt conflict. The second 

type is the neurotic enmeshed alcoholic family. Drinking interrupts 

family tasks, causes conflict, shifts roles, and demands adaptive 
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responses from family members (Kaufman & Pattison, 1983). The family 

rules and conflict may maintain alcoholism as a symptom of family 

dysfunction or as a coping mechanism to deal with family anxiety. 

Communication is indirect, often occurring through a third party. Each 

family member feels guilty and responsible for the alcoholic and the 

drinking. The marital relationship is competitive. As the alcoholic 

pattern develops, the alcoholic increasingly gives up more of his/her 

existing family responsibilities such as parent, household manager, and 

finally, breadwinner. The nonalcoholic members take over the management 

of the family, and the alcoholic loses his/her competent status which 

perpetuates drinking. The alcoholic•s drinking neutralizes the 

competent partner•s control by giving the drinker an advantage in 

determining what is to happen in the relationship (Pearson & Anderson, 

1985). Drinking is a way to deal with unresolved frustration and anger. 

The third family type is the disintegrated family system. This is the 

family with a history of loss of vocational and family life. The family 

is often alienated from the alcoholic because of the alcoholic•s 

progressive deterioration. This type of alcoholic usually presents at 

hospitals or clinics without family. Finally, the last type of 

alcoholic family is the absent family system, or the long-term isolated 

alcoholic. These people are usually in the final stage of alcoholism. 

They have minimal social or vocational skill, few close friendships and 

the only friends are tne .. bottle buddies~~ (Kaufman & Pattison, 1983). 

In spite of a minimal number of interactional comparative studies, 
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Steinglass (1980) pointed out the difficulty in identifying specific 

patterns of interactional behavior that distinguish alcoholic families 

as a group from non-alcoholic families. He suggested that research 

designs examining within-group variation rather than, or in addition to, 

across-group variation may be the best way to investigate the 

relationship between alcoholism and family life. Part of the difficulty 

in identifying specific patterns of interactional behavior 

distinguishing alcoholic families from nonalcoholic families may be the 

lack of process research assessing interactions of families. It may 

also be that the interactional observation coding schemas are not 

measuring the interactions that differentiate alcoholic from 

nonalcoholic families. It is difficult to understand the much higher 

rate of divorce and marital dissatisfaction in couples with an alcoholic 

member and other couples (Paolino et al., 1978) if there is no 

difference in interactional behavior. It seems possible that there are 

interactional differences in the alcoholic, nonalcoholic clinic, and 

nonalcoholic nonclinic families that have not yet been identified • 

.. Norma 111 F ami 1 i e s 

Before describing troubled or disturbed interactions of families, 

of nonalcoholic troubled families, it seems that a'description of normal 

or healthy families is in order. Gantman (1980) summarized the 

literature on normal and healthy families ·and described the following 

characteristics of healthy families. A'healthy family has a clearly 

defined, flexible, family structure that allows for change and growth. 
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There are clearly articulated subsystems consisting of the marital 

subsystem, the parental subsystem, and the sibling subsystem. The 

leadership of the family tends toward egalitarianism, with the father as 

the accepted leader. In addition, there is a viable coalition between 

the parents, and power is relinquished as the children advance through 

the developmental stages. Communication is clear, abundant, and direct, 

with the overt expression of both positive and negative affect valued 

and encouraged. In the healthy family, individual members are able to 

develop separate and unique identities. The opportunity to experience 

independence and autonomy allows the establishment of intimate 

relationships. Individuals take responsibility for themselves. There 

is an acceptance of differences of others. In addition, the family 

develops a mythology that corresponds to family behavior. In the healthy 

family the myths are congruent with reality. As time passes, the family 

is able to change and accommodate to new demands. 

When a family system is stressed, the system is imbalanced 

(Hoffman, 1981). To adjust to the stress attendant to this state of 

imbalance, the adaptive mechanisms of the family are activated. If the 

adaptive mechanisms of the family are inadequate for managing the 

stress, symptoms develop. In other words, symptoms reflect a failure of 

adaptation of the system. When tension builds in a marriage, individual 

members respond'to the building tension in different ways. The couple 

can distance from each'other; they can get into conflict with each 

other; one of the members can compromise his/her functioning to preserve 
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relationship harmony; or the couple can band together over a common 

concern such as a child. These options can be healthy adaptive 

behaviors as long as they aren't overused. If one of the options is 

overused, the result is either intense marital conflict, impaired 

functioning of a spouse, or problems with a child (Hoffman, 1981 ). The 

development of the symptom of alcohol abuse is a way to deal with the 

stress within the system. 

Characteristics of Alcoholic and Nonalcoholic Families 

Alcoholic families lack many of the characteristics of healthy 

families. There is an abundance of evidence pointing to the marital 

instability of the alcoholic family system (Kenward & Rissover, 1980; 

Paolino et al., 1978). Alcoholics are four times more likely to 

separate and divorce than nonalcoholics (Paolino et al., 1978). In 

addition, alcoholic families have difficulty resolving conflict and 

expressing closeness (Meeks & Kelly, 1970; Usher et al., 1982). Marital 

dissatisfaction in the alcoholic family may be due to the couple's lack 

of ability to diffuse family tension either through open fighting or by 

the distraction of a child problem (Okun & Rappaport, 1980). In an 

interactional study of 69 families Okun and Rappaport (1980) reported 

that male alcoholics were more willing to engage in battles with their 

wives than with their children and more willing to choose strategies 

that avoided responsibility than to engage in open conflict. Likewise, 

the nondrinking wives were more willing to choose strategies that 

avoided responsibility in arguments with their husbands. To have 
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members of a relationship use indirect responsibility-avoiding methods 

in conflict resolution and decision making in the relationship implies 

that there is a power struggle with considerable uncertainty over who is 

in control (Gorad et al., 1971). Furthermore, the refusal to take 

responsibility prohibits closeness, and conflict resolution. 

Communication in alcoholic families is indirect; drinking behavior is a 

way to express rage and frustration or warmth and affection. Removal of 

alcohol from the system reveals individuals who appear emotionally 

distant and isolated (Usher et al., 1982). Intimacy is impaired because 

of the limited skills in affective expression or negotiation. 

Therefore, it can be hypothesized that in the alcoholic family there is 

a covert struggle for power, resulting in a high degree of unresolved 

conflict. Furthermore, goal directed negotiation as well as intimacy 

are impaired due to the inability of the couple to take responsibility 

for individual actions. Although there is a·clear boundary separating 

the parental and child subsystem, the fierce competition between the 

couple inhibits warm, affectionate, or humorous interactions, or the 

direct expression of feelings. 

One of the major differences in alcoholic families and other 

dysfunctional families such as schizophrenic families, psychosomatic 

families, or families with a delinquent or school-phobic member, is the 

location of the symptom. In families presenting with an alcohol 

problem, the symptom is located in the adult generation. In the other 

families listed above, the symptom is located in the child generation. 
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Traditionally, the concept of identified patient was applied to a child 

who became symptomatic to stabilize the family. When the symptom is in 

the parental generation, it can be hypothesized that there is a stronger 

parental coalition than when a child is symptomatic. 

When tension between members of a two-person system increases, a 

third person can be brought into the picture to defuse the situation. 

In alcoholic families, alcohol serves this function. In contrast, in 

child-centered, nonalcoholic families, there is usually an overinvolved 

parent-child dyad and an underinvolved parent (Haley 1976). The parents 

avoid talking to each other, and when they do talk, they talk about the 

children (Barragan, 1976). The interaction between the parents and 

children is colored by overprotective behavior and statements. Child 

centeredness fosters fierce competition between children. In these 

families, it is likely there will be a dominant-submissive couple 

configuration, but it will be overt and unchanging (Hoffman, 1981). The 

parent-child coalition undermines the authority of the peripheral 

parent, but makes the authority of the favoring parent dependent on 

support from the child. Finally, as a means of avoiding parental 

conflict the child becomes symptomatic. The fnability of the parents of 

the symptomatic child to act together to enforce discipline reflects the 

inability to maintain the generational boundary. The parents are able 

to mask their differences by focusing on the 11 Sick 11 child. In contrast 

to the alcoholic families, it can be hypothesized that these families 

have a weak parental coalition, are unable to demonstrate clear 
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boundaries, express a lack of conflict in the parental unit, lack 

problem solving skills, and demonstrate leadership that is close to 

absolute, with little negotiating taking place. Further, it can be 

hypothesized that these families have a family myth that is incongruent 

with reality since the unresolved conflict is expressed in the 

symptomatology of the child. 

Finally, in families with psychiatric symptoms (depression, 

periodic psychotic episodes, obsessions, phobias, or anxiety attacks) 

Which occur in one of the adults, the symptom is a way to assure that 

the patient will never be alone. In these couples, it has been 

hypothesized that the symptom development is a covert way of equalizing 

the power between spouses. This type of problem ~sually involves other 

family members in roles that are crucial in maintaining the problem 

(Hoffman, 1981). It can be hypothesized that in these families, there 

is an inability to express anger openly; and that the parental unit is 

configured with an overt dominant-submissive configuration. 

Statement of the Problem 

In order for family evaluation to be complete, assessment should 

include individual and family interactional measurement. The family 

interactional measurement should assess the interactions of all 

combinations of family members and the interactions of the family system 

as a whole. In order to assess structure and the process of a family 

Bagarozzi (1985) recommends utilization of the BT. 

There is a lack of empirical data concerning the ways in which 
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alcoholic families differ on interactional measures from the following: 

nonalcoholic clinical families with a child related problem, 

nonalcoholic clinical families with an adult related problem, and 

nonalcoholic nonclinic families. Therefore, if the hypothesis is 

accepted that alcohol serves an adaptive interactional function (Davis 

et al., 1977), then maladaptive interactional patterns should be evident 

in alcoholic families. What are these interactional deficiencies? How 

do they differ from the maladaptive interactional patterns of 

nonalcoholic clinic families? Another issue of interest concerns 

whether the BT discriminates between family groups. More specifically, 

the question of interest concerns whether the BT subscales are able to 

discriminate differences between family categories. 

Steinglass (1979) hypothesized that alcoholics are a heterogeneous 

group of individuals. Likewise, the families of alcoholics are also 

hypothesized to be a heterogeneous group of families. Although 

alcoholic families are a heterogeneous group, this study investigated 

whether or not there are similar interactional dynamics present in the 

families. 

The few interactional studies comparing alcoholic marriages with 

other marriages found no difference between groups. These studies were 

measuring interactions between the marital couple, not the entire 

family. The fact that the divorce rate is four times higher for 

marriages with an alcoholic member than marriages with a nonalcoholic 

member (Paolino et al., 1978) suggests that marital dissatisfaction must 
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be higher in alcoholic families than other families. Furthermore, it 

has been suggested that when one of the marital partners abuses alcohol, 

an interaction evolves in which neither partner takes responsibility for 

the interactions. These couples are competitive in a way in which 

neither clearly becomes dominant (Kaufman & Pattison, 1983). In 

addition, avoiding responsibility in a relationship implies a power 

struggle with considerable uncertainty over who is in control (Gorad et 

al., 1971). The inability to take personal responsibility prohibits 

closeness and creates an environment wherein conflict is left unresolved 

without hope of resolution. Additionally, communication is indirect; 

and these couples are unable to engage on an appropriate affective level 

regarding aggression or affection (Shapiro, 1977). Concerning the 

family subsystems, as opposed to the marital couple alone, Davis et al. 

(1977) found that alcoholic fathers and mothers spoke to each other 

less; the children talked to each other more; and the alcoholic parents 

were more distant from their children when compared to control families. 

Therefore, a clearly differentiated parental child boundary is present 

in these families. Based upon the above evidence, it can be 

hypothesized that alcoholic family systems will have interactions that 

indicate the following: the use of covert power in a way that leaves a 

question concerning who is in charge; a clear boundary separating 

parents and children in a weak parental coalition; very little 

closeness; ? family mythology congruent with reality; and a lack of 

clarity of expression. Additionally, goal directed negotiation will be 
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limited due to the fact that there is a reluctance among family members 

to take responsibility for individual actions. Finally, the direct 

expression of feeling will be limited, and there will be a great deal of 

unresolved conflict. 

In contrast, in other nonalcoholic clinic families with a child 

related problem, there is a strong parent-child coalition. In well 

functioning families the coalitions divide generations. The parents 

form a coalition and children form another coalition. The unity of the 

parents prevents a child from splitting the parents in matters of child 

rearing. When coalitions cross generations there are problems. When 

parents communicate through a child, instead of directly to each other, 

the child is in the position of attempting to resolve split loyalties. 

The child then has undue power in the system which is manifested through 

the child's developing a symptom of distress, or by becoming unruly. In 

these families there is a dominant-submissive couple configuration, but 

it is .overt and unchanging (Hoffman, 1981). The development of the 

child's symptom allows the avoidance of parental conflict or the 

regulation of family transitions (Stanton, 1985). Utilizing a symptom 

to regulate transitions indicates a lack of flexibility and 

adaptability. There is usually an overinvolved parent-child dyad and an 

underinvolved parent-child dyad (Haley, 1976). There is not a great 

deal of unresolved conflict due to the family's myth that the family 

would be fine if the child were not symptomatic. Based upon this 

evidence, it can be hypothesized that these clinic families will have 
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interactions that indicate the following: a parental-child coalition; 

an inability to demonstrate clear boundaries; and, a family mythology 

that is incongruent with reality. While members may take responsibility 

for individual actions, family tactics also include blaming the 

symptomatic child. In addition, in these families there is little 

evidence of unresolved conflict. 

Finally, in nonalcoholic clinic families where there is depression 

or some other symptomatology in the marital unit, the family will have 

an overt dominant-submissive parental configuration (Hoffman, 1981). 

These families will likely demonstrate difficulty in recognizing and 

expressing anger openly and will therefore demonstrate a lack of 

unresolved conflict. Based upon this evidence, it can be hypothesized 

that these clinic families will have interactions that indicate a marked 

dominance - of leadership and a family mythology that is incongruent with 

reality. There will be little evidence of unresolved anger with a 

narrow range of expression of feelings. 

The purpose of this study was to describe those characteristics 

that discriminate alcoholic families (alcoholic), nonalcoholic nonclinic 

families (normal), nonalcoholic clinic families with a child problem 

(clinic-child), and nonalcoholic clinic families with an adult (clinic

adult) problem through the use of the BT. Further, this study compared 

the marital satisfaction of all four groups. More specifically, the 

following research hypotheses were investigated: 



1. Families in the normal group will demonstrate significantly more 

competence when compared to families in the alcoholic, clinic-child, 

and clinic-adult groups as measured by the BT Global Scale. 

2. The families in the normal group will demonstrate significantly 

higher marital adjustment scores when compared with the clinic 

groups; and, each of the clinic groups will demonstrate 

significantly higher marital adjustment scores than the alcoholic 

group. 

3. The families in the normal group will demonstrate a leadership that 

closely approximates egalitarian, goal-directed negotiation and 

evidence that each individual takes responsibility for his/her 

actions. In addition, these families will demonstrate a lack of 

unresolved conflict. The families in the clinic-child group will 

demonstrate a dominant-submissive parental leadership and a strong 

parent-child coalition. The family members will take individual 

responsibility for their actions with some blaming of the child for 

the problems. Finally, there will be a lack of unresolved conflict. 

If the symptom in the nonclinic family is in the . adult unit, the 

family will have a dominant-submissive leadership with little 

negotiation. In contrast, the families in the alcoholic group will 

demonstrate the following: a chaotic, or dominant-submissive 

leadership; difficulty with goal-directed negotiation; the lack of 

taking responsibility for individual actions; and a high degree of 

unresolved conflict. Therefore, on the BT Subscales that measure 



Power (demonstrating a more egalitarian leadership), Goal Directed 

Negotiation (demonstrating efficiency in negotiation and problem 

solving), Responsibility (demonstrating the ability of members to 

take responsibility for individual actions), and Conflict 

(demonstrating a lack of unresolved conflict), families in the 

normal group will demonstrate significantly more competence when 

compared with families in the alcoholic or clinic groups and 

families in the clinic group will demonstrate significantly more 

competence than families in the alcoholic group. 
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4. The families in the normal group will demonstrate a strong parental 

coalition. The families in the alcoholic group will demonstrate a 

weak parental coalition. The families in the clinic-adult group 

will demonstrate a weak parental coalition. Finally, the families 

in the clinic-child group will demonstrate a strong parent-child 

coalition. Therefore, on the BT subscale that measures Parental 

Coalition (demonstrating a stronger parental coalition) families in 

the normal group will demonstrate significantly more competence when 

compared with families in each group. The families in the alcoholic 

and clinic-adult groups will demonstrate significantly more 

competence than the families in the clinic-child group. 

5. The families in the normal group will demonstrate a family mythology 

that is congruent with reality. The alcoholic families will 

demonstrate a family mythology that is also congruent with reality. 

Finally, the families in the clinic group will demonstrate a family 
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mythology that is incongruent with reality. Therefore, on the BT 

subscale that measures Family Mythology (demonstrating congruence 

between reality and family mythology), families in the normal group 

will demonstrate significantly more competence than families in the 

alcoholic group; and, families in the alcoholic group will 

demonstrate significantly more competence than the clinic families. 

6. The families in the normal group will demonstrate closeness with 

distinct boundaries among members, clear communication of thoughts 

and feelings without evidence of invasive or mind-reading 

statements, an open receptive acceptance of other family member's 

statements, and encouragement to express both negative and positive 

feelings. In addition, these families will demonstrate warm, 

affectionate, or humorous interactions with sensitivity to other 

members feelings. The families in the alcoholic and clinic groups 

will show less competence in these areas. Therefore, on the BT 

subscales that measure Closeness (demonstrating closeness with 

distinct boundaries among members); Clarity (demonstrating clarity 

of disclosure of feelings and thoughts); Invasiveness (demonstrating 

the lack of speaking for each other or making "mind-reading" 

statements); Permeability (demonstrating an open receptive 

acceptance of other family member's statements); Expressiveness 

(demonstrating open, direct expression of feeling); Mood and tone 

(demonstrating warm, affectionate, or humorous interactions) and 

Empathy (demonstrating sensitivity to and understanding of other's 



feelings within the family) families in the normal group will 

demonstrate significantly more competence than each group of 

alcoholic or clinic families. 

41 
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Tab 1 e 1 

Predictions .for the BT subscales 

BT Subscales Normal Alcoholic Clinic Clinic 
en, 1 a Aau1t 

Global BT all other groups less competent 

Marital Adjustment 1 4 2 3 

Power 4 2-3 2-3 

Goal-directed 
Fle2ot1at1on 1 4 2-3 2-3 

Responsibility 1 4 2-3 2-3 

Conflict 1 4 2-3 2-3 

Parental Coalition 1 2-3 4 2-3 

Family mytholo2y 1 2 3-4 3-4 

Closeness 1 no predictions 

Clarity 1 no predictions 

Invasiveness 1 no predictions 

Permeability 1 no predictions 

Expressiveness 1 no predictions 

Mood and Tone 1 no predictions 

Empathy 1 no predictions 

Note. 1 = most competent, 4 = least competent. 



CHAPTER TWO 

METHOD 

Subjects 

The sample for the study consisted of 120 families divided into 

three groups. Forty of the families were nonalcoholic nonclinic 

families (normal), 37 of the families were alcoholic families 

(alcoholic), and 43 of the families were nonalcoholic clinic families 

(clinic). Forty-seven families were patients at Southwest Family 

Institute from January 1986 to June 1987 (26 alcoholic, 21 clinic 

families). Seventeen families were patients at Irving Youth/Family 

Counseling Service from April to June 1987 (8 alcoholic, 9 clinic 

families). Twelve families were patients at Greater Lewisville Youth & 

Family Services from April to June 1987 (3 alcoholic, 11 clinic 

families). Two clinic families were patients at The Galaxy Center 

Soroptimist Services for Youth during May 1987. 

The 40 families of the "normal" group were obtained from a previous 

study and were from two local church congregations (Hulgus, Hampson, 

Beavers, & Beavers, 1986). Any family in this group with a family 

member currently receiving psychological services was eliminated from 

the study, and each family selected for inclusion in this study was 

selected on the basis of no self-reported alcohol or drug abuse. 

The 37 alcoholic families included alcoholic families referred to 

43 



44 

the four local family therapy clinics for treatment. Only two-parent 

families in which the alcohol abuser was an adult male or female family 

member between the ages of 21 and 46 were eligible for participation. 

The 43 clinic families were those families with nonalcoholic related 

presenting problems from the five agencies. 

Characteristics of each family group are shown in Tables 2, 3, 4, 

5, and 6. Table 2 describes family size, age of children, age of 

parents, length of present marriage, number of marriages for husbands 

and wives, and number of times the couple had separated. The mean 

number of family members in this sample was four. The mean length of 

marriage was four years. The average length of the marriage was 10 

years. The mean age for the husband was 38 years; the mean age for the 

wife was 36 years. The mean age of the oldest child was significantly 

higher for the clinic families (~ = 17.0) than for the normal families, 

£. (2, 100) = 6.92, E.= .0015. The age of the oldest child was not 

significantly different for the alcoholic (~ = 14.7) and the norma l 

(~ = 10.9) families. The age of the second oldest child was also 

significantly higher for the clinic families (M = 14.6), than for the 

normal families (~ = 8.4), £. (2, 81) = 4.54, E.= .0135 . The wives in 

alcoholic families had significantly more marriages (~ = 1.9) than the 

wives in normal or clinic families,£. (2, 117) = 7.55, E.= .0009. The 

mean number of marriages for clinic and normal wives was 1.3. The 

number of marriages for the husbands in each group did not significantly 

differ,£. (2, 114) = 2.69, .E.= .0730, although the husbands in the 



Tab 1 e 2 

Mean and Standard Deviations of Selected Quantitative Variables for 

Alcoholic, Clinic, and Normal Families 

Variable 

Family Size M 

so 
Father's age M 

so 

Mother's age M 

so 

Oldest child's age M 

so 

Second child's age M 

so 

Years currently married M 

so 

Times married, women M 

so 

Times married, men M 

so 

Groups 

A 1 c oh o 1 C 1 i n i c 

4.0 4.2 

1o6 1o7 

37o8 40o5 

8o8 9o8 

35o7 38.6 

8o8 9.2 

14.70-b 17.00 

8.7 7.0 

12 0 2~b 14. 6b 

9.3 9.6 

7o8 11o1 

7o5 10 0 9 

1o 9 ().. 1o3 b 

1o0 .6 

1.7 1o5 

1.1 o8 

Normal F 

4.3 .43 

o7 

36 0 2 2o35 

4o6 

34o5 2o54 

5.3 

10. 9~ 6o92** 

4o5 

8. 4 e~~.'o 4. 54* 

3o8 

11o0 2.00 

5o3 

1 0 3 'b 7o55** 

.6 

1o3 2.69 

0 5 

(table continues) 
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Variable 

Times separated M 

so 

Groups 

A 1 c oh o 1 C 1 i n i c 

2. 7 a.. 

5.2 

• 5 b 

1.7 

Normal 

• 2 b 

.5 

46 

F 

7.51** 

Note. Alcoholic,~= 37 families; Clinic,~= 43 families; Normal,~= 

40 families. 

Means with different subscripts differ significantly at£< .05. 

*£ < .05. **£ < .01. 



alcoholic group had the highest number of marriages (~ = 1.7) and the 

clinic husbands (~ = 1.5) had a higher rate than the normal husbands 
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(~ = 1.3). The couples in the alcoholic group (~ = 2.7) had experienced 

a significantly higher number of separations than the other two groups, 

£ {2, 114) = 7.51, ~ = .0009. The clinic couples averaged .5 

separations per couple; the normal families averaged .2 separations. 

Table 3 describes race, religion, family classification, level of 

education, type of previous psychological services, and income. The 

three family groups differed significantly based on the following : 

race j..-a-(8,"~= 112) = 16.51,~= .0356; religion ~(10,~= 117) = 
:a. 

43.21, ~ < .0001; and family classification t(lO, ~ = 117) = 40.62, 

~ < .0001. White families were clearly the majority, accounting for 

100% of the normal families, 81% of the alcoholic families, and 85% of 

the clinic families. 

The majority of the families were Christian, accounting for 100% of 

the normal families, 81% of the alcoholic families, and 85% of the 

clinic families. Fifty-one percent of the sample was classified as 

nuclear families with blended families being the next most frequent 

classification. Seventy percent of the normal families, 40% of the 

alcoholic families, and 43% of the clinic families were composed of 

nuclear families. Thirty-five percent of the sample families had 

reported incomes above $41,000. The family groups differed 

significantly on the educational level of the husband, x""(12, n = 102) = 

32.35, ~ = .0012. Less than a high school education was reported by 
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Table 3 

Frequencies, Percentages, and Chi-Square Values of the Qualitative 

Variables for Alcoholic, Clinic, and Normal Families 

Variable A 1 coho 1 

Race 

White 26 

( 81) 

Black 3 

( 3) 

Hispanic 1 

( 0) 

Other 4 

( 13) 

Re 1 i gi on 

Christian 29 

( 81) 

Jewish 0 

( 0) 

Groups 

Clinic 

32 

( 85) 

0 

( 0) 

3 

(8) 

5 

( 13) 

35 

( 85) 

1 

(2) 

(table 

Normal 

16. 51* 

40 

( 100) 

0 

(0) 

0 

(0) 

0 

( 0) 

43.21 ** 

40 

(100) 

0 

(0) 

continues) 



Variable A 1 coho 1 

Mixed other 8 

( 8) 

None 4 

(11) 

Family Type 

Nuclear 14 

( 40) 

Single Parent 4 

( 11) 

Extended 1 

( 3) 

Adopted 0 

( 0) 

Blended 14 

( 40) 

Remarried 2 

( 6) 

Income 

$0 - 10,000 2 

( 6) 

Groups 

Clinic 

4 

( 10) 

1 

( 2) 

18 

( 43) 

10 

(24) 

1 

(2) 

3 

(8) 

8 

(19) 

2 

( 5) 

2 

( 5) 

Normal 

0 

( 0) 

0 

(0) 

28 

(70) 

2 

( 5) 

0 

( 0) 

0 

( 0) 

0 

(0) 

10 

(25) 

0 

( 0) 

(table continues) 

49 

40.62** 

19.62 



Variable A 1 coho 1 

$11 - 20,000 11 

(33) 

$21- 30,000 9 

( 27) 

$31 - 40,000 . 4 

(12) 

$41,000 + 7 

(21) 

Previous psychotherapy 

Husbands 9 

( 28) 

Wives 22 

( 61) 

Type treatment, husbands 

None 28 

( 7 6) 

State 1 

( 3) 

MH I MR au tp at i en t 3 

( 8) 

Groups 

Clinic 

12 

( 28) 

8 

(19) 

5 

(12) 

16 

( 37) 

8 

( 26) 

21 

(51) 

35 

( 81) 

2 

(5) 

1 

(2) 

Normal 

4 

( l 0) 

8 

(20) 

10 

(25) 

18 

(45) 

15 

( 41) 

19 

( 48) 

25 

( 63) 

0 

(0) 

0 

( 0) 

(table continues) 
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2.00 

1. 49 

14.88* 



Variable Alcohol 

Other 5 

( 1 4) 

Type treatment, wives 

None 15 

( 41) 

State 1 

( 3) 

Inpatient psychiatric 3 

( 8) 

MH/MR outpatient 2 

( 5) 

Hospital psychiatric clinic 2 

( 5) 

Other 14 

( 38) 

Highest year education, husbands 

Less than high school 10 

( 30) 

High School Diploma 11 

Groups 

Clinic 

5 

(12) 

21 

( 49) 

2 

( 5) 

2 

(5) 

2 

(5) 

2 

( 5) 

14 

(33) 

4 

( 13) 

5 

(table 

51 

Normal 

15 

( 37) 

8.08 

21 

(53) 

0 

(0) 

0 

(0) 

2 

( 5) 

0 

(0) 

17 

( 40) 

32.35** 

0 

(0) 

4 

continues) 



Variable A 1 coho 1 

( 32) 

Attended College 4 

( 18) 

College Degree 5 

(15) 

Attended Graduate school 0 

( 0) 

Graduate Degree 3 

(8) 

Technical Degree 1 

( 3) 

Highest year education, wives 

Less than high school 7 

( 19) 

High School Diploma 13 

( 35) 

Attended College 12 

(32) 

College Degree 3 

(8) 

Groups 

Clinic 

(16) 

11 

( 35) 

7 

( 23) 

1 

(3) 

2 

( 6) 

1 

(3) 

5 

( 1 3) 

13 

(33) 

13 

(33) 

6 

( 15) 

(table 

52 

Normal 

( ll ) 

9 

(24) 

10 

( 27) 

3 

( 8) 

11 

( 30) 

0 

( 0) 

16. 46 

1 

( 3) 

9 

( 23) 

17 

( 43) 

8 

(20) 

continues) 



Variable A 1 coho 1 

Attended Graduate school 1 

( 3) 

Graduate Degree 0 

( 0) 

Technical Degree 1 

( 3) 

Groups 

Clinic 

0 

(0) 

2 

(5) 

1 

( 3) 

53 

Normal 

4 

(3) 

1 

( 3) 

0 

( 0) 

Note. Alcoholic,~= 37 families; Clinic,~= 43 families; Normal,~= 

40 families. Variable frequencies are enumerated for each group and 

percentages are in parentheses. Due to missing inform~tion for some 

groups, frequencies on some variables don•t sum to 100. 

*£ < .05. **£ < .01. 
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30% of the husbands in the alcoholic group, 13% of the clinic husbands, 

and none of the normal husbands. Graduate degrees were obtained by 8% 

of the husbands in the alcoholic group, 6% of the husbands in the clinic 

group, and 30% of the husbands in the normal group. While the 

educational level of the wives did not significantly differ among 
'1.. 

groups, 'X(12, ~ = 117) = 16.46, E.= .1711, the wives from alcoholic 

families reported fewer years of education than the clinic wives, and 

the normal family wives reported the most education. 

The wives in each group (alcoholic = 61%, clinic =51 % and normal 

48%) reported a higher incidence of prior psychological treatment than 

the husbands reported (alcoholic= 28%, clinic= 26%, and normal = 41 %). 

The type of treatment significantly differed among the groups of 
l.. 

husbands, ~ (6, ~ = 120) = 14.87, E.= .0212, and there were no 
~ 

significant differences among the groups of wives, Jl(12, ~ = 117) = 

16.45, E.= .1711. 

Alcohol consumption for each group is described in Table 4. Among 

the women, the groups significantly differed concerning the use of 
1.. 

alcohol, ~ (2, ~ = 112) =26.14, E.= < .0001. Eighty-two percent of the 

women in the alcoholic group, 72% of the clinic group, and 28% of the 

normal group reported the use of alcohol. There were also significant 

differences among the women concerning the frequency of use, ~~(8, ~ = 

118) = 34.64, E.< .0001. Daily or weekly use was reported by 43% of the 

women in the alcoholic group, 18% of the clinic group, and 28% of the 

normal group. Total abstinence was reported by 73% of the women 
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Table 4 

Alcohol Consumption: Frequencies, percentages, and Chi-Square Values 

for Male and Female subjects 

Variable Alcohol 

Drink alcohol - Husbands 26 

( 81) 

Drink alcohol - Women 27 

(82) 

Alcohol or drug - Husband 

Never 12 

( 33) 

Daily 15 

( 42) 

Once/week 6 

( 17) 

Once/month 0 

( 0) 

Few times year 3 

( 8) 

Groups 

Clinic 

24 

(77) 

28 

( 7 2) 

17 

( 41) 

2 

(5) 

11 

( 27) 

3 

( 7) 

8 

(20) 

(table 

Normal 

10 29 .83* 

(25) 

11 26 .14* 

( 28) 

30 45.67* 

( 7 5) 

1 

( 3) 

9 

( 23) 

0 

( 0) 

0 

( 0) 

continues) 



Variable A 1 coho 1 

Alcohol or drug - Wife 

Never 10 

(29) 

Daily 4 

( 13) 

Once/week 11 

(31) 

Once/month 4 

( 11) 

Few times year 6 

( 17) 

Groups 

C 1 i ni c 

14 

( 33) 

2 

( 4) 

6 

(14) 

8 

(19) 

13 

( 30) 

56 

Normal 

20 34.64* 

( 7 3) 

1 

( 3) 

10 

( 25) 

0 

( 0) 

0 

( 0) 

Note. Alcoholic families,~= 35 women,~= 36 men; Clinic families,~ 

= 43 women,~= 41 men; Normal families,~= 40 women,~= 40. Variable 

frequencies are enumerated for each group and percentages are in 

pare nth es es. 

*E. < .01 
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in the normal group, 33% of the clinic group, and 29% of the alcoholic 

group. There were also significant differences concerning the use of 
~ 

alcohol among men, /l(2, ~ = 103) = 29.83, £ < .0001. The use of 

alcohol was reported by 81% of the men in the alcoholic group, 77% of 

the clinic group, and by 25% of the normal group. There were also 

significant differences among the men concerning the frequency of use, 

~~(8, ~ =117) = 45.67, £ < .0001. Daily use was reported by 42% of the 

men in the alcoholic group, 5% of the clinic group, and 3% of the normal 

group. 

Table 5 describes the incidence of physical and sexual abuse among 

women of the alcoholic group compared to the women of the clinic group. 

Table 6 describes the same for the two groups of men. There was no 

information available from the normal family group concerning physical 

and sexual abuse. The women of both groups (38%) reported a higher rate 

of childhood abuse than the men (20%). · 

The women of the two groups differed significantly concerning the 
~ 

presence of physical abuse in the marriage, ~(2, ~ = 78) = 8.98, 

£ = .0112. Seventy-eight percent of the women in the alcoholic group 

and 46% of the women in the clinic group reported physical abuse. The 

type of abuse also significantly differed among the groups of women. 

Pushing was reported by 67% of the women in the alcohol group and 37% of 
~ 

the women in the clinic group, ?l(1, ~ = 77) = 5.79, ~ = .0161. Verbal 
~ 

abuse was also significantly different, ~ (1, ~ = 77) = 5.17, £ = .0229. 

Seventy-two percent of the women in the alcoholic group and 44% 



Table 5 

Physical/Sexual Abuse of Women: Frequencies, Percentages, and Chi

square Values of Qualitative Data 

Groups 

Variable A 1 coho 1 Clinic 

Abused during childhood 14 15 .02 

( 40) ( 36) 

Perpetrator 7. 7 2 

Father 5 2 

( 14) ( 5) 

Step-father 2 1 

( 5) ( 2) 

Mother 0 2 

( 0) ( 5) 

Grandparent 0 1 

( 0) (2) 

Other Relative 2 1 

( 5) ( 2) 

Mu 1 tip 1 e Persons 4 7 

( 11 ) ( 16) 

Other 1 1 

( 11 ) ( 1 6) 

(table continues) 
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Groups 

Variable A 1 coho 1 Clinic 

Phy sica 1 abuse chi 1 dhood 7 9 .00 

(20) (21) 

Sexual abuse childhood 11 10 .18 

(31) (25) 

Abuse started when? 8.98* 

Never 8 23 

( 22) (56) 

Before marriage 13 7 

( 36) ( 1 7) 

After marriage 14 12 

( 42) (29) 

Type Abuse - yes response 

Pushing 24 15 5.79* 

( 67) ( 37) 

Slapping 18 16 .54 

(50) (39) 

Punching 17 12 1.92 

( 47) (29) 

Threat with weapon 9 8 .09 

( 25) ( 20) 

(table continues) 
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Groups 

Variable A 1 coho 1 Clinic 

Use of weapon 5 2 . 95 

(14) (5) 

Verba 1 abuse 26 18 5.17* 

( 72) (44) 

Other abuse 13 8 1.89 

( 36) (20) 

Duration of assaults 

None 11 25 8.84 

( 30) ( 63) 

l - 4 Weeks 2 2 

( 5) ( 5) 

1 - 12 Months 1 0 

( 9) ( 0) 

1 - 5 Years 8 5 

(23) ( 1 3) 

Over 5 years 11 7 

(31) (18) 

Type of injury 

Bruise 22 15 3.69 

( 61) ( 37) 

(table continues) 
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Groups 

Variable A 1 coho 1 Clinic 

Cuts 13 5 4.86* 

( 36) (12) 

Broken teeth 1 2 .00 

( 3) ( 5) 

Sprains 8 2 3. 68 

(29) ( 5) 

Burns 1 1 .00 

( 3) ( 2) 

Internal bleeding 1 1 .00 

( 3) ( 2) 

Head' injury 9 1 6.75** 

( 25) (20) 

Broken bones 4 3 .03 

( 13) ( 7) 

Other 2 3 .00 

( 6) ( 7) 

Medica 1 visits resulting 10 7 1 .18 

(31) (18) 

Women's shelter 4 1 1.32 

(12) ( 3) 

(table continues) 



62 

Groups 

Variable A 1 coho 1 Clinic 

Children involved 9 8 .08 

(29) ( 30) 

Take out on children 13 11 • 57 

( 39) ( 28) 

Parents abused? 

Father - physical 5 6 .82 

( 13) ( 14) 

Father - sexual 1 1 .83 

( 2) ( 3) 

Mother - physical 4 4 .94 

( 11) (9) 

Mother - sexua 1 3 3 .91 

( 8) ( 7) 

Note. Alcoholic,~= 35; Clinic= clinic,~= 42. Variable frequencies 

are enumerated for each group and percentages are in parentheses. Due 

to missing information for some groups, frequencies on some variables 

don't sum to 100. 

*~ < .05. **~ < .01. Yates Correction used. 
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Table 6 

Physical/Sexual Abuse of Men: Frequencies, Percentages, and Chi-square 

Values of Qualitative Data 

Groups 

Variable A 1 coho 1 Clinic 

Abused during childhood 9 5 .60 

( 28) ( 13) 

Perpetrator 2.99 

Father 4 2 

( 11) ( 4) 

Step-father 1 1 

( 3) (2) 

Mother 1 0 

( 3) (0) 

Multiple Persons 1 3 

(3) ( 7) 

Other 1 1 

( 3) ( 2) 

Physical abuse childhood 7 4 • 37 

( 22) ( 13) 

(table continues) 
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Groups 

Variable A 1 coho 1 Clinic 

Sexual abuse childhood 2 1 .00 

( 6) ( 3) 

Abuse started when? 7.20* 

Never 18 33 

(53) ( 80) 

Before marriage 7 2 

(20) (5) 

After marriage 9 6 

( 27) (15) 

Type Abuse 

Pushing 13 8 1.13 

( 41) ( 25) 

Slapping 14 9 1. 28 

( 44) ( 27) 

Punching 7 3 1.18 

( 22) (9) 

Threat with weapon ·6 2 1.39 

( 19) ( 6) 

Use of weapon 6 1 2.70 

( 19) ( 3) 

(table continues) 
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Groups 

Variable A 1 coho 1 Clinic 

Verba 1 abuse 18 8 5.67* 

(56) (24) 

Other abuse 6 3 • 59 

(19) ( 9) 

Duration of assaults 9.82 

None 17 34 

(53) ( 8 3) 

1 - 4 Weeks 3 1 

( 9) ( 2) 

1 - 12 Months 1 2 

( 3) ( 5) 

1 - 5 Years 7 2 

( 22) ( 5) 

Over 5 years 4 2 

( 13) ( 5) 

Type of injury 

Bruise 14 5 5.12* 

( 44) ( 15) 

Cuts 7 1 3.74 

( 22) ( 3) 

(table continues) 
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Groups 

Variable A 1 coho 1 Clinic 

Broken teeth 3 0 1.46 

( 9) ( 0) 

Sprains 1 0 .00 

( 3) (0) 

Internal bleeding 1 0 .00 

( 3) (0) 

Head injury 4 0 2.50 

( 13) (0) 

Broken bones 1 0 .00 

( 3) (0) 

Other 4 1 .93 

( 13) ( 3) 

Medical visits resulting 2 3 .00 

( 7) ( 11) 

Children involved 9 3 2.02 

(35) ( 13) 

Take out on children 5 6 .00 

(18) (21) 

(table continues) 
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Groups 

Variable A 1 coho 1 Clinic 

Parents abused? 

Father - phy sica 1 5 1 5.40 

( 14) ( 2) 

Father - sexual 1 1 .83 

( 2) ( 3) 

Mother- physical 2 1 2.94 

( 3) ( 1) 

Mother - sexua 1 0 0 1.44 

( 0) ( 0) 

Note. Alcoholic,~= 37; Clinic,~= 42. Variable frequencies are 

enumerated for each group and percentages are in parentheses. Due to 

missing information for some groups, frequencies on some variables don't 

sum to 100. 

*E < .05. **E < .01. Yates Correction used. 



of the clinic women reported verbal abuse. Concerning the severity of 

abuse, there were significant differences between the two groups of 

women. Cuts were reported by 36% of the women in the alcoholic group 
~ 

and 12% of the women in the clinic group, ~(1, ~ = 77) = 4.89, 

Q = .0275. Head injury was reported by 25% of the women in the 
l. 

alcoholic group and 3% of the women in the clinic group, )L{l, ~ = 77) 
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6.75, Q = .0094. Although there were no significant differences, 

bruises were reported by 61% of the women in the alcoholic group and 37% 

of the women in the clinic group, X~{l, ~ = 77) = 3.69, £ = .0548. 

Physical or sexual abuse during childhood was reported by 28% of 

the men in the alcoholic group and by 13% of the men in the clinic 

group. The two groups of men differed significantly on the presence of 
~ 

physical abuse in the present relationship, X (1, ~ = 75) = 7.20, 

E.= .0273). Forty-seven percent of the men in the alcoholic group and 

20% of the clinic men reported the presence of abuse. There were 

significant group differences concerning verbal abuse, 1(~(1, n = 65 ) = 

5.67, E = .0175. Fifty-six percent of the alcoholic men and 24% of th e 

clinic men reported verbal abuse. Concerning the type of injury, the 

only variable with significant difference was bruises, ~~{1, ~ = 65) = 

5.12, E.= .0237). Forty-four percent of the men in the alcoholic group 

and 15% of the clinic group reported receiving bruises. 

There were significant differences between the two groups of men 

and'the two groups of women concerning the incidence and severity of 

physical abuse. Fifty-six percent of the women and 80% of the men from 
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the nonalcoholic group denied the occurrence of abuse. Only 22% of the 

women and 53% of the men from the alcoholic group denied the presence of 

abuse. The women of both groups reported a higher incidence of abuse 

than the men. 

Instruments 

The Locke-Wallace Marital Adjustment Test (Locke & Wallace, 1959) 

is a well normed, 15-item self-report scale assessing marital partners 

adjustment to one another over a variety of marital domains. This 

instrument demonstrates good reliability (split-half reliability= .90) 

and successfully discriminates distressed from non-distressed couples 

(Locke & Wallace, 1959). 

The Beavers-Timberlawn Family Evaluation Scale (BT) (Lewis, et al., 

1976), is a 14 scale observational, family systems-oriented instrument 

which assesses family functioning/competence based on a 10 minute 

videotape of the family•s interactions while performing an unstructured 

task provided by the therapist. The BT provides an index of family 

health/competence based on scores along 6 dimensions. These 6 

dimensions are operationalized along the following 13 conceptual 

subscales: (a) Family Structure as reflected by Overt Power, Parental 

Coalitions, and Closeness; Family Mythology; Goal-Directed Negotiations; 

(b) Autonomy as measured by Clarity of Expression, Responsibility, 

Invasiveness, and Permeability; (c) Family Affect as measured by Range 

of Feelings, Mood and Tone, Unresolvable Conflict, and (d) Empathy. 

The final measure is a global assessment of health/competence. 
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The structure of the family is determined through the family's use 

of overt power, the strength of parental coalitions, and the closeness 

of the members. Overt power measures leadership in the family along a 

scale from chaotic (no leadership) to egalitarian (shared leadership). 

The most inefficient structure is the chaotic structure. In these 

families, functioning is handled at the covert level and the observer 

cannot determine who is in charge. Movement up the scale indicates an 

increase in structural and functional integrity. If the family 

demonstrates a dominant leadership, the interactions of the family 

indicate that control by whoever has it is close to absolute, with 

little negotiating. Flexibility begins to appear at the moderate 

dominance level with some negotiation allowed. Finally, the egalitarian 

level is characterized by shared leadership among adults. Parental 

coalition measures coalitions along a scale ranging from parent-child to 

strong parental. Assessment is based on the evidence of a clear ly 

discernible parental unit characterized by parents working together in a 

cohesive manner. The least functional coalition is a parent-child 

coalition. The final measure of family structure is the assessment of 

closeness based on the clarity of intrasystem boundaries and the amount 

of sharing and intimacy evidenced in the family interactions. For 

people to be intimate, they need to have clear personal boundaries 

(Beavers, 1977). The scale is on a continuum ranging from vague 

boundaries associated with distancing interactions to clear boundaries 

associated with an acceptance of a wide range of feelings in other 
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family members (Hulg~s, 1982). 

The family mythology is determined by observing the family member's 

conception of how they appear to the world. Measurement is based on a 

scale ranging from reality congruent to reality incongruent. The 

family's perception of themselves is compared with the rater's 

observation of the family. The higher functioning families tend to have 

a family myth congruent with reality. Goal directed negotiation is 

assessed by evaluating how the family responds to the task at hand and 

the degree to which the family encourages negotiation among all its 

members. The scale ranges from efficient to inefficient problem 

solving. Autonomy (separate and unique individuals who cooperate and 

are able to act separately) is measured by assessing clarity of 

communication, the assumption of personal responsibility, the amount of 

invasiveness found in the system and the permeability of the boundaries 

between members. The Closeness subscale is measured by assessing the 

expression of thoughts and feelings. Measurement is based on a 

continuum from clear to unclear expression. Responsibility is assessed 

by observing the family's abil~ty to take personal responsibility for 

their expression and behavior. The scale is based on a continuum that 

ranges from individuals regularly voice responsibility for their actions 

to individuals never voice responsibility. Permeability is assessed on 

a scale that ranges from very open communication to unreceptive 

communication (Beavers, 1977; Hulgus, 1982). 

Family Affect is determined by assessing the following: Range of 
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Feelings, Mood and Tone, and Empathy. The range of feelings is measured 

by determining the feelings of the family based on a scale from open and 

direct, to no expression of feelings. Mood and tone is assessed by 

rating the family's mood on a scale from warm, optimistic, and humorous 

to cynical, hopeless, and pessimistic. Empathy assessment is based on a 

scale that ranges from consistent, empathic responsiveness to grossly 

inappropriate responses to feelings. The final dimension is Global 

Health/Competence Scale which is based on a scale that ranges from most 

healthy/competent to least healthy competent. (Beavers, 1977; Hulgus, 

1982). 

The Centripetal-Centrifugal Family Scale (Beavers, 1977) was used to 

assess stylistic dimensions of family interaction. Even though this 

scale was not the focus of this study, it was included because the data 

were available. The Centripetal-Centrifugal Scale (CP/CF) consists of 

nine subscales, each of which is a Likert scale reflecting the extremes 

of either the centripetal or centrifugal styles. Families with a 

centripetal style meet most relationship needs within the family. 

Families with a centrifugal style find sources outside of the family to 

meet most relationship needs. This scale rates family style without any 

value judgment of functional/dysfunctional (Hulgus, 1985). 

Scoring Procedure 

Each 10 minute videotaped segment of the family task is first 

observed by the raters. Following the 10 minute observation, the raters 

score the family's interactions on all BT and CP/CF subscales. 
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The first 13 BT subscales utilize five-point scaling, with nine 

anchor points provided by half-point gradations. The final item, the 

Global Health/Pathology subscale, utilizes a 10-point scaling. Scoring 

on some subscales are reversed in order to reduce response sets (Hulgus, 

1985). After completing the scoring, the raters reverse the following 

BT scales: Overt Power, Parental Coalition, Closeness, and Unresolvable 

Conflict. Final scores for the BT are recorded for each family with 

appropriate scale reversals so that a score of 1 represents the most 

competence (most healthy); a score of 5 on each subscale represents the 

least competence (least healthy). 

The nine CP/CF subscales utilize five point scaling. Like the BT, 

scoring on some subscales is reversed. After the rating is complete, 

the following CP/CF subscales are reversed: Dependency Needs, Expressed 

Closeness, and Scapegoating. Final scores for the CP/CF are recorded 

for each family with appropriate scale reversals. A score of 1 

represents a family with centripetal characteristics; a score of 5 

represents a family with centrifugal characteristics; and, a score of 3 

represents a family with both centrifugal and centripetal 

characteristics. 

Interrater Reliability 

The two teams of raters (Team 1 and Team 2) for this study were 

chosen from a pool of graduate psychology students who had been trained 

at Southwest Family Institute (SFI) in the theory and scoring of the BT. 

Team 1 rated all 111 families who were subjects for a normative family 
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study (Hulgus et al., 1986). Team 1 consisted of two pairs of unpaid 

raters. One pair rated 55 families; the other pair rated 56. All 

ratings were completed during a one month period from June to July, 

1986. A different team of paid raters (Team 2) rated all 43 of the 

clinic families and all 37 families included in the Alcoholic group. 

This team consisted of one pair of raters. These ratings were completed 

over a two month period from April to June, 1987. 

Eligible rater pairs had to demonstrate a mean interrater 

reliability (Pearson correlation coefficient) of .80 or greater averaged 

across all 13 BT subscales. Interrater reliability for the raters in 

this study was assessed by determining the degree of association between 

the two rater's scores on each BT and CP/CF subscale. For Team 1, the 

mean Pearson correlation coefficient (interrater reliability) computed 

across all 13 BT subscales for both Team 1 rater pairs was .80 prior to 

beginning the ratings for this study. Interrater reliability was 

periodically assessed throughout the remainder of the study; interrater 

reliability never fell below .80. One hundred eleven families had been 

rated at the conclusion of the Hulgus et al. (1986) study; the mean 

interrater reliability computed across all 13 subscales for the Team 1 

rater pairs was .82. Means, standard deviations, and Pearson 

correlation coefficients for the BT subscales for the normal group are 

listed in Table 7. 

For Team 2 raters, the mean Pearson correlation coefficient 

(interrater reliability) computed across all 13 BT subscales was 



Table 7 

Interrater Reliability and Descriptive Statistics for the Beavers

Timberlawn Family Evaluation Scale 

BT Subscale M 

Overt Power 1 .83 

Parental Coalition 1. 40 

Closeness 1. 43 

Mythology 1 . 61 

Goa 1-Di rected Negotiation 1. 69 

Clarity of Expression 1. 68 

Responsibility 1. 53 

Permeability 1.66 

Range of Feelings 1 • 81 

Mood and'Tone 1. 28 

Unresolvable Conflict 1.65 

Empathy 1. 55 

Global 3.14 

Normative Samp 1 e 

S.D. 

1 • 01 

.68 

.78 

. 94 

.78 

.80 

.79 

.82 

.94 

.77 

1. 05 

• 7 3 

1. 88 

Clinic 

r r 

.83 .86 

.85 .87 

. 7 2 .81 

.86 . 7 4 

. 73 .90 

.82 .87 

.86 .88 

.86 .93 

. 79 .83 

. 7 5 .87 

.89 .91 

.85 .88 

.89 .96 
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Note. Normative Sample,~ = 111; Clinic Sample,~= 80. Data data in 

columns 1 - 3 are from The Beaver's System Model of Family Assessment: 

Norms, validity, and reliability. Southwest Family Institute: Dallas, 

Texas. 
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established at .85 prior to beginning the ratings for this study. 

Interrater reliability was subsequently assessed after 20 families had 

been rated and after 60 fam1lies had been rated; the mean interrater 

reliability across subscales never fell below .85. Eighty families had 

been rated by the conclusion of the study; the mean interrater 

reliability computed across all 13 subscales for the Team 2 raters was 

.87. The means for the Pearson correlation coefficients for Team 2 

across subscales are also listed in Table 7. Once a mean interrater 

reliability across BT subscales of .85 or above was established, the 

subscale scores of each rater were averaged to be used in all subsequent 

analysis. 

To be considered for inclusion in this study, each rated BT subscale 

had to meet or exceed a minimum inclusion criterion of a .80 Pearson 

correlation coefficient. This inclusion criterion was met for all 

subscales except Invasiveness and Family Mythology. On the Invasiveness 

subscale, Team 1 demonstrated a mean Pearson correlation coefficient 

(averaged across both pairs of Team 1 raters) of .56, while Team 2 

demonstrated a Pearson correlation coefficient of .49 on this subscale. 

These ratings were taken prior to rating the families in each study. On 

the Family Mythology subscale, Team 1 demonstrated a mean Pearson 

correlation coefficient (averaged across both pair of Team 1 raters) of 

.78; while Team 2 demonstrated a Pearson correlation coefficient of .79 

on this subscale. While the Invasiveness subscale was scored by both 

teams, the scale was not included in subsequent analyses because of the 
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low interrater reliability demonstrated by both Team 1 and Team 2 on 

this subscale. This subscale will not be included in future editions of 

the Beavers Timberlawn instrument (J. Hulgus, personal communication, 

June 10, 1987). The Family Mythology subscale was included in all 

analyses since the Pearson correlation coefficients for both Team 1 and 

Team 2 were so close to the minimum inclusion criterion (r=.78 and .79 

respectively). 

The interrater reliability for the CP/CF was computed in the same 

manner as for the BT. There was no inclusion criteria for this Scale. 

For Team 1 raters, the mean Pearson correlation coefficient (interrater 

reliability) computed across all nine CP/CF subscales was established at 

.74 prior to beginning the ratings for this study. After all ratings 

were completed, the mean interrater reliability computed across all nine 

subscales for the Team 1 raters was .72 (See Table 8). The interrater 

reliability for Team 1 was not computed prior to beginning the rat i ngs 

for this study. However, after all ratings were completed, the mean 

interrater reliability computed across all 9 subscales for the Team 2 

raters was .76. Pearson correlation coefficients means for each 

subscale for Team 1 and 2 are listed in Table 8. 

Team 2 rated the 80 clinic families without prior knowledge of 

family category. The videotaped observations for the 43 families from 

SFI were from three sources, the general clinic population, the 

substance abuse project, and the spouse abuse project. The BTs from 

these three sources were copied onto master tapes with a mixing of 



Table 8 

Interrater Reliability and Descriptive Statistics for the CP/CF Family 

Evaluation Scale 

CP/CF Subscale M 

Dependency Needs 1. 69 

Adult Conflicts · 1.94 

Physical Spacing 3.05 

Socia 1 Presentation 2.44 

Expressed Closeness 2. 28 

Aggressive/Assertive 2.04 

Pos/Neg Emotion 1.90 

Scapegoat i ng 3.19 

Gl oba 1 1.95 

Normative Sample 

S.D. 

.81 

.88 

.94 

.86 

.90 

.80 

.82 

.99 

.75 

r 

.73 

.64 

.83 

.62 

.61 

.67 

.83 

.61 

.75 

Clinic 

r 

.66 

. 59 

.88 

.69 

.82 

.83 

.90 

.60 

.91 

Note. Normative Sample,~ = 111; Clinic Sample,~= 80. The data in 

columns 1 - 3 are from The Beaver's System Model of Family Assessment: 
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Norms, validity, and reliability. Southwest Family Institute: Dallas, 

Texas. 
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clinic and special project families. While no systematic randomization 

procedures were instituted to provide for random placement of videotaped 

BT sequences, the segments were mixed to eliminate clustering of special 

project families. The SFI families were all videotaped in similar 

therapy rooms. 

Each of the other three agencies were supplied with two videotapes 

for data collection. As the data were obtained, the rest of the ratings 

were completed in the following order: Lewisville, 10 families; SFI, 

four families; Irving, seven families; SFI, five families; Irving, seven 

families; Lewisville, three families; SFI, four families; Galaxy, two 

families; Lewisville, two families; SFI, one family; Irving, three 

families; and SFI, two families. Data collection ended with the 80th 

family. 

Procedure 

The volunteer families in the normal family study were recruited 

from two local churches. Any family who had received mental health 

treatment or been involved with the police for three years prior to 

assessment were disqualified. The normal families were informed that 

the study concerned research about family interactions. These fami l ies 

were videotaped in a church. The 15' x 15' taping room contained as 

many chairs as there were family members, along with a camera in the 

room fa c i n g the f ami 1 y • Ea-ch f ami 1 y was g i v en a t as k : .. P 1 an a fa m i 1 y 

outing and discuss the most troubling difficulty in your family. 11 The 

investigator left the room and the family was videotaped for 10 minutes 
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discussing the ta~; k. Each videotaped task was later observed and scored 

by the Team 1 raters based on the observation of 10 minutes of family 

interactions. 

Forty families were selected from the available 111 families for 

inclusion in the present study. Each family was assigned a number. A 

number was randomly selected from a set of numbers from a random table. 

As each number was selected, the family data were checked to confirm the 

presence of observational assessment. If the observational assessment 

was missing, another number was randomly selected. The selection 

process was completed after 40 families with observational measures were 

selected. 

All clinic families were rated by Team 2 raters. The clinic 

families used in this study_were recruited from four counseling 

agencies. These agencies provide counseling services to the public and 

clinical training for students in various mental health disciplines. 

Patients in each agency were videotaped as part of the routine intake 

and treatment process. Standard therapy rooms were used for 

videotaping. Typically, these rooms were simply furnished to minimize 

distractions and costs. Each room contained adequate seating; the video 

camera was located inside the rooms in clear view of the family. At 

SFI, as per routine policy, all new client families were invited to 

participate in research. All families were informed that SFI is a 

research institute and all data would be used as part of SFI 1 s ongoing 

research. They were also informed that participation was desired, but 
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not required, and that there was no penalty for refusing to partic ipate. 

Prior to appraising clients, an informed consent agreement and a video 

consent form were signed by adult members of the family when adults were 

involved, and the legal guardian when a child was involved. A 

videotaped assessment, demographic form, Locke/Wallace and additional 

assessment instruments are routinely completed for every family 

consenting to participate in research. 

The investigator met with the staff at each of the other three 

clinics to explain the project. Each agency was supplied with the 

following: a container for completed research data, standardized 

instruction sheets (Appendix B), videoconsent forms (Appendix C), 

research consent forms (Appendix D), SFI demographic forms (Appendix E) , 

a form on which to list completed BT segments (Appendix F), 

Locke/Wallace Marital Satisfaction Inventory, and envelopes for 

completed family data. In addition, each agency received two blank 

videotapes. 

The therapists agreeing to participate in the project were 

instructed in the standardized data collection procedure prior to the 

initiation of the project at ·each respective center. The family was 

informed that the research was being conducted to examine family 

interactional dynamics. Each family that volunteered signed a 

permission to videotape form and a research form. All participants were 

treated in accordance with 11 Ethical Principals in the Conduct of 

Research with Human Parti cipantsll (American Psychologi ca 1 Association, 
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198 2) • 

Demographic forms were filled out by all adult family members. 

Each member of the marital dyad in the two clinic groups was then asked 

to complete the Locke-Wallace Marital Adjustment Inventory to assess 

marital adjustment and satisfaction. Each clinic family was then given 

the question, .. What would you like changed in this family? .. The 

investigator left the room and the family was videotaped for 10 minutes 

while the members arrived at an answer to the question. At the end of 

10 minutes the investigator returned to the room and told the family 

that the time was up. 



CHAPTER THREE 

RESULTS 

The purpose of this study was to describe those characteristics 

that discriminate alcoholic families, nonalcoholic nonclinic families, 

alcoholic clinic families with a child problem, and nonalcoholic 

nonclinic families with an adult problem through the use of the BT. 

Multiple t-tests were conducted to compare the nonalcoholic clinic adult 

group and the nonalcoholic clinic child group. There were no 

significant differences between these two groups on any of the BT 

subscales or on the Locke/Wallace. These two groups were then collapsed 

together into a group called clinic group for subsequent analyses. The 

results of the statistical analyses are presented in Tables 9, 10, and 

11; and Figures 1, 2, and 3; and, interpreted in the following 

paragraphs. 

A one way analysis of variance (ANOVA) with alpha set at .05 was 

conducted to analyze Global Health. The independent variable was Family 

Category having three levels (normal, clinic, and alcoholic). The 

dependent variable was the global BT score. There were significant 

differences among the groups, ~(2,117) = 20.49, £ < .0001. A Tukey 

post-hoc pair-wise comparison test revealed that the the families in the 

normal group (M = 4.0) demonstrated significantly more health/competence 

than either the families in the clinic or alcoholic groups. Although 
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Table 9 

Mean and standard deviations for BT subscale scores and Marital 

Satisfaction scores for Alcoholic, Clinic, and Normal Families 

Groups 

Variable Alcohol Clinic Normal F 

BT subscales 

Overt Power M 3. 2 0.. 2.8 b 2. 5b 6.68** 

so .7 .7 1.0 

Parental Coalitions M 2.80.. 2.3b 2.1 b 12. 26** 

so .6 .6 . 7 

Closeness M 2. 9o.. 2.6~ 2.1 b 11.64** 

so .6 .7 . 7 

Mythology M 3.3 0... 3.0 ~ 2.3 b 19.68** 

so .7 .6 .9 

Goal-Directed Negotiation M 3.5(1. 3.1~ 2.3 b 25. 26** 

so .8 .8 .8 

Clarity of Expression M 3.1 a- 2.8 a.b 2.6 b 8.06** 

so .8 .7 .8 

Res pons i bi l i ty M 3.1 0. 2.8a. 2. 2 b 11.43** 

so .9 .8 .8 

Permeability M 3. 3 Q.. 2. 9 0. 2.3 b 11.90** 

so .9 .9 .9 

(table continues) 
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Groups 

Variable Alcohol Clinic Normal F 

Range of Feelings M 3. 2 0... 3.0 ~ 2. 5 b 8. 13** 

so .7 .8 .9 

t~ood and Tone M 3. 2 CL 2.9(). 2 .o 6 24.42** 

so .8 . . 8 .8 

Unresolvable Conflict M 3. 6 4. 3.1ca,. 2.3b 18.58** 

so .9 .9 1.0 

Empathy M 3. 24.. 2.7b 2. 2 c.. 14.08** 

so .7 .8 .8 

G 1 o ba 1 He a 1 t h M 6. 4 Q.. 5. 6 a.. 4.0 b 20. 49** 

so 1.5 1.5 1.9 

Marital Satisfaction 

Wives M 65.80- 96.4 b 110.5 b 19.20** 

so 31.3 33.3 18.5 

Husbands M 79.3 0... 114.0b 108.5 .b 19.90** 

so 28.9 19.3 17.8 

Note. Alcohol,~= 37 families; Clinic,~= 43 families; Normal,~= 40 

families. Lower numbers on BT indicate more competence. Higher numbers 

on Marital Satisfaction indicate more satisfaction. 

Means with different subscripts differ significantly at£ < .05 

*£ < .05. **£ < .01. 
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the families in the clinic and alcoholic groups were not significantly 

different, the families in the clinic group scored higher on family 

competence (M = 5.6) than the families in the alcoholic group (~ = 6.4). 

The results of this study support the hypothesis that the families in 

the normal group would demonstrate significantly greater family 

competence than the families in the clinic or the alcoholic groups, with 

no significant group differences between the clinic and the alcoholic 

families. 

Two separate one way ANOVAs with alpha set at .05 were utilized to 

analyze the scores of the wives and husbands on the Locke-Wallace 

marital adjustment scores. The independent variable was Family Category 

having three levels (normal, clinic, and alcoholic); the dependent 

variable was the Locke-Wallace score. The wives in the three groups 

differed significantly £(2, 89) = 19.21, £ < .0001. A Tukey post-hoc 

test revealed that the marital satisfaction scores of the wives in the 

alcoholic group (~ = 65.8) were significantly lower than the scores of 

the wives in either the clinic or the normal groups. The wives in the 

clinic and normal groups did n9t differ significantly from each other, 

although the wives in the normal group (~ = 111) reported slightly 

higher marital satisfaction than the wives in the clinic group (~ = 96). 

The husbands in the alcoholic group (~ = 79) were also significantly 

more dissatisfied with their marriages when compared with the other two 

groups £(2, 85) = 19.89, ~ < .0001. Although the husbands in the clinic 

and normal groups did not differ significantly, the husbands in the 



clinic group (~ = 114) reported slightly higher marital satisfaction 

than the normal group (~ = 109). A paired sample l-test was then 

performed comparing the husband's and wive's scores within each group. 

The wives in the alcoholic group (~ = 66) reported significantly more 

marital dissatisfaction than their husbands (~ = 81), l(26) = -2.73, 

p = .011. The wives in the clinic group (~ = 103) were also 

significantly more dissatisfied th~n their husbands (M = 114), 
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l(27) = - 2.39, ~ = .024. While husbands and wives in the normal group 

did not report significantly different marital satisfaction scores, 

l(23) = 1.64, ~ = .115, in contrast to the other two groups, the wives 

(~ = 112) reported more marital satisfaction than the husbands (~ = 

10 7). 

The results of this study partially support Hypothesis 2. This 

hypothesis stated that the families in the normal group would 

demonstrate significantly higher marital adjustment scores when compared 

with clinic families, and clinic families would demonstrate 

significantly higher marital adjustment scores when compared with 

alcoholic families. Although the wives in the normal group reported 

significantly higher marital adjustment scores than the wives in the 

alcoholic group, the scores were only slightly higher than the wives in 

the clinic group. The clinic wives were significantly higher than the 

wives in the alcoholic group. The husbands in the normal group were not 

significantly different than the husbands in the clinic group, although 

the husbands in both the normal and clinic groups reported significantly 
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higher marital adjustment scores when compared with the husbands in the 

alcoholic group. Although the husbands in the clinic and normal groups 

were not significantly different, the husbands in the clinic group 

reported slightly higher marital adjustment scores than the husbands in 

the normal group. In both the clinic and alcoholic groups, the husbands 

reported significantly higher marital adjustment scores than the wives 

reported. While the husbands and wives in the normal group did not 

significantly differ, the wives reported slightly more marital 

satisfaction than the husbands. 

To test Hypotheses 3 through 6, multiple univariate one-way ANOVAs 

with alpha set at .05 were conducted to examine group differences among 

the three groups on scores on each BT subscale. The independent 

variable in these analyses was Family Category having three levels 

(normal, clinic, and alcoholic); the dependent variables were each of 

the 13 subscale scores on the BT. Where significant group differences 

were revealed among groups, a Tukey post-hoc pair-wise comparisons test 

was performed to determine the specific groups that differed 

significantly. 

On the subscale Overt Power, the families in the alcoholic group 

(~ = 3.2) were significantly less competent than the families in either 

the normal or the clinic groups, £(2, 117) = 6.68, p = .0018. Although 

the families in the normal (~ = 2.5) and clinic groups f~ = 2.8) did not 

significantly differ, the families in the normal group demonstrated more 

competence than the families in the clinic group on each of these 
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subscales. The families in the normal group demonstrated significantly 

more competence than the families in either of the other two groups on 

the following: Goal-directed Negotiation, F(2, 117) = 25.26, p < .0001; - -
Responsibility, £(2, 117) = 11.43, ~ < .0001; and, Unresolvable 

Conflict, £(2, 117) = 18.58, £ < .0001. Although the clinic and 

alcoholic families did not differ significantly from each other on these 

subscales, on each subscale the families in the normal group 

demonstrated the most competence, while the families in the clinic group 

demonstrated greater competence than the alcoholic families (see Table 

9) 0 

These results partially support Hypothesis 3 which stated that the 

families in the normal group would demonstrate significantly more 

competence when compared with alcoholic or clinic families; and, 

furthermore, clinic families would demonstrate significantly more 

competence when compared with families in the alcoholic group. On the 

subscale Overt Power, the families in the normal group were not 

significantly more competent than the other 2 gr9ups, although they were 

the most competent of all three groups. The families in the alcohol 

group were significantly less competent than the normal group. On the 

subscales Goal-directed Negotiation, Responsibility, and Unresolvable 

Conflict, the families in the normal group were significantly more 

competent than the other two groups. Even though the families in the 

clinic and alcoholic groups did not significantly differ, on each 

subscale the clinic group demonstrated more competence than the 
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alcoholic group. 

On the subscale that measures Parental Coalition, the families in 

the alcoholic group (~ = 2.8) demonstrated significantly less competence 

than the families in either the normal and clinic groups, ~(2, 117) 

12.26, £ = .0001. The families in the normal (M = 2.1) and clinic 

groups (~ = 2.3) did not significantly differ from each other. The 

clinic and !normal group families demonstrated interactions indicative of 

a clearer parental coalition. Again, the families in the normal group 

demonstrated the most competence on this subscale, while the families in 

the alcoholic group demonstrated the least competence. In order to 

determine if the clinic families with a child problem would demonstrate 

significantly less competence on this scale than the families in the 

alcohol group, the families were regrouped into the original four groups 

(normal, clinic-child problem, clinic-adult problem, and alcoholic). A 

one way ANOVA with alpha set at .05 revealed that the families in the 

clinic group with a child problem did not significantly differ from any 

group. The pattern remained the same. The families in the normal group 

demonstrated the most competence, the families in the clinic-adult group 

were next, and finally, the clinic-child group demonstrated the least 

competence. The families in the alcoholic group demonstrated the least 

competence. Hypothesis 4 stated that on the subscale that measures 

Parental Coalition, normal families would demonstrate significantly more 

competence than the other groups. The families in both the alcohol and 

clinic-adult problem groups would demonstrate significantly more 
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competence than the clinic-child problem group. The results partially 

support this hypothesis. Both analyses revealed that the families in 

the normal group were ~ignificantly more competent than the families in 

the alcohol group. Although the families in the normal group were more 

competent than the the families in the clinic groups, they were not 

significantly more competent. The hypothesis that stated that the 

clinic-child group would demonstrate the least competence was not 

supported. 

On the subscale Family Mythology, analysis revealed that the 

families in the normal group demonstrated significantly more competence 

than the families in either of the other two groups, (~ = 2.3), £(2,117) 

= 19.68, £ < .0001. Although, the families in the alcoholic (~ = 3.3) 

and clinic groups (~ = 3.0) did not significantly differ from each 

other, the families in the clinic group demonstrated greater competence 

than the alcoholic group. Hypothesis 5 stated that families in the 

normal group would demonstrate significantly greater competence on the 

Family Mythology subscale than any of the remaining family groups. 

Furthermore, the families in the alcoholic group would demonstrate 

greater competence than the clinic group. This hypothesis was partially 

supported. The normal group was significantly more competent than 

either of the other two groups, thus supporting the hypothesis. The 

results do not support the hypothesis that the alcoholic group would 

demonstrate more competence than the clinic group. 

The families in the normal group demonstrated significantly greater 



96 

competence than either the families in the clinic or alcoholic groups on 

the following scales: Closeness, £(2,117) = 11.64, ~ < .0001, 

Permeability, £(2, 117) = 11.90, i < .0001, Range of Feelings, £(2, 117) 

= 8.13, ~ = .0005, and Mood and Tone, £(2, 117) = 24.42, ~ < .0001. 

While the families in the clinic and alcoholic groups did not 

significantly differ from each other, the clinic families demonstrated 

more competence on each subscale than the families in the alcoholic 

group. On the subscale Clarity of Expression, the families in the 

normal group (~ = 2.6) demonstrated significantly more competence than 

the families in the alcoholic group, (~ = 3.1), £(2, 117) = 8.06, ~ = 

.0005. There were no significant group differences between the families 

in the clinic (~ = 2.8) and normal groups. On the subscale that 

measures empathy, there were significant differences among all three 

groups, £(2, 117) =14.08, £ < .0001. Once again, the same pattern 

emerged. The families in the normal group (M = 2.2) demonstrated the 

most competence, While the clinic group (~ = 2.7) demonstrated more 

competence than the alcoholic group (M = 3.2). 

Hypothesis 6 stated that families in the normal group would show 

significantly greater competence than the remaining family groups on the 

Closeness, Clarity, Permeability, Range of Feelings, Mood and Tone, and 

Empathy BT subscales; and no significant differences in competence would 

be demonstrated between the remaining family groups on these BT 

subscales. The results of this study support the hypothesis that 

families in the normal group would demonstrate more competence than 
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either of the other groups on the following subscales: Closeness, 

Permeability, Range of Feelings, and Mood and Tone. The hypothesis was 

not supported by the results on the subscales Clarity of Expression and 

Empathy. On the subscale Clarity of Expression, the families in the 

normal group demonstrated significantly more competence than the 

families in the alcohol group but did not significantly differ with the 

families in clinic group. On the subscale Empathy, the families in the 

normal group demonstrated significantly more competence than either of 

the other two groups; however, the families in the clinic group were 

also significantly more competent than the families in the alcoholic 

group. 

The means and standard deviations of CP/CF subscales are found in 

Table 10. In order to determine group differences, a one-way ANOVA 

(with alpha set at .05) was conducted among the three groups on scores 

for each CP/CF subscale. The independent variable in these analyses was 

Family Category; the dependent variables were each of the nine CP / CF 

subscale scores. A Tukey post-hoc pair-wise comparisons test was 

utilized to determine the specific groups that differed when significant 

group differences were revealed among groups. When interpreting these 

results, the mean subscale interrater reliability across families for 

each team of raters must be kept in mind. 

Analyses revealed significant differences on the following 

subscales: Dependency Needs, £(2, 111) = 9.72, E = .0001; Expressed 

Closeness, £(2, 111) = 10.58; Aggressive/Assertive, £(2, 111) = 4.46, 



Table 10 

Mean and standard deviations for CP/CF subscale scores for Alcohol', 

Clinic, and Normal Families 

Variable Alcohol 

BT Subscales 

Dependency Needs M 3. 2 OL 

so 1.0 

Ad u l t Con f l i c t s M 3.4 

so .9 

Phy sica l Spacing M 3.3 

so 1.0 

Social Presentation M 3.0 

so .9 

Expressed Closeness M 3. 2o. 

so .8 

Aggressive/Assertive M 3.1a., 

so 1.0 

Pos I Neg Emotion M 3. 50.. 

so 1.2 

Groups 

Clinic 

3.0 0.. 

.9 

3.0 

.8 

3.0 

.8 

2.9 

:7 

3. Oo.. 

.7 

2.9~ 

.9 

3.1(1.. 

1.0 

Normal F 

2.3b 9. 7 2** 

. 9 

3.4 1.97 

1.0 

2.9 1.97 

l . 0 

2.9 .25 

1.1 

2.3 b l 0. 58** 

.9 

2. 5b 4.46** 

.8 

2. 4 b 10.15** 

.8 

(table continues) 
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Variable 

Scapegoat i ng 

A 1 coho 1 

Groups 

Clinic Norma 1 F 

. 41 

Global 

M 

so 

M 

so 

3.6 

1.0 

3. 2 a_ 

1.0 

3.7 

1.1 

3.1 0.. 

3.5 

.9 

2.4 b 

.8 

8.83** 

.8 

Note. Alcoholic,~= 37; Clinic,~= 43 families; Normal, n = 40 

families. 

Means with different subscripts differ significantly at ~ = < .05. 

*~ < .05. **~ < .01. 
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E = .0138; Positive/Negative, £(2, 111) = 10.15, E = .0001; 

and Global, £(2, 111) = 8.83, E = .0003. On the subscales Dependency 

Needs, Expressed Closeness, Pos/Neg Emotion, and the Global Health, the 

families in the the normal group demonstrated significantly more 

centripetal qualities than either of the other groups. Wh ile the 

families in the clinic and alcoholic groups were not signi ficantly 

different on any of these scales, the families in the alcoholic group 

demonstrated a stronger outer-orientation (centripetal) than either of 

the other two groups. On the subscale that measures 

Aggressive/Assertive, the families in the alcoholic group 

demonstrated significantly higher scores than the families in the normal 

group indicating that the families in the normal group are more likely 

to discourage aggressive or disruptive behavior and expression; while 

the families in the alcoholic group are more likely to solicit or 

encourage aggressive behavior and expression. The clinic and normal 

families were not significantly different, although the clinic familie s 

were more likely to discourage aggressive behavior than the norma l 

families. On every scale except Expressed Conflicts, the normal 

families demonstrated more centripetal qualities than either of the two 

groups. On Expressed Conflicts, the clinic families scored slightly 

more centripetal qualities than the normal group. On the Global CP/CF 

Family Style Scale, the normal families demonstrated significantly more 

of the qualities of a centripetal family than either of the other two 

groups. While the families in the alcoholic and clinic groups did not 



103 

significantly differ, the families in the alcoholic group demonstrated 

more of the characteristics of a centrifugal family than the clinic 

group. 

In order to determine the best set of discriminators for family 

category, the 13 BT subscale scores were analyzed with multiple 

discriminant function analyses. The dependent variable was Family 

Category (normal, clinic, and alcoholic). The independent variables 

were the subscale scores on the BT. Although this analysis revealed 

unequal variance-covariance matrices across the groups, according to 

Klecka (1970) the technique is very robust, and this assumption need not 

be strongly adhered to. This analysis produced one significant 
~ 

function, /((24) = 75.83, E < .0001, with centroids of .87 for the 

alcoholic group, .39 for the clinic group, and -1.22 for the normal 

group. A centroid of .87 indicates that the most typical location of a 

case for the alcoholic group, is .87 standard deviations from the mean 

for all cases on the given discriminant function. When the BT subscales 

are converted to standard scores (with a mean of zero and a standard 

deviation of 1), the higher negative numbers indicate more competence 

and the higher positive number indicates the less competence. The 

normal group centroid of -1.22 indicates that the multivariate mean for 

all cases of normal families falls -1.22 standard deviations from the 

mean in the direction of more competence. The centroid of .87 for the 

alcoholic group indicates that this mean for all cases of the alcoholic 

group falls .87 standard deviations from the mean in the direction of 
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less competence. A comparison of group centroids reveals that for this 

function, the family interactions as scored on each BT subscale are more 

similar among the two clinic groups than among the normal family group 

and either clinic group. The analysis resulted in the following 

standardized discriminant function coefficients: Goal-Directed 

Negotiation, 1.06; Unresolvable Conflict, .83; Mythology, .64; Range of 

Feelings, -.59; Mood and Tone, -.45; and, Clarity of Expression, -.43. 

When the sign is ignored, each coefficient represents the relative 

contribution of its associated variable to that function. Jhe negative 

sJgn indicates whether it is a positive or negative contribution. 

Therefore, Goal-Directed Negotiation was over twice as important as Mood 

and Tone for this function. Standardized discriminant function 

coefficients are used to compute the discriminate score for a case in 

which the original discriminating variables are in standard scores. For 

example, on the Unresolvable Conflict subscale, a score of 4 would be 

converted to a standard score (mean of 0, and standard deviation of 1) 

of 2. The standardized discriminant function coefficient for 

Unresolvable Conflict (.83) would then be multiplied by 2. The product 

1.66 indicates that for this subscale, the score is 1.66 standard 

deviations above the mean in the direction of dysfunction. 

A subsequent classification analysis successfully predicted the 

group membership for 73% of the alcoholic families, 49% of the clinic 

families, and 78% of the normal fa~ily group (See Table 11). The 

overall correct classification for the three groups was 65%. This 



analysis demonstrated the distinctiveness of the alcoholic and normal 

groups. These results do not support the hypothesis that stated that 

the best set of discriminators for group membership would be Power, 

Responsibility, Goal-Directed Negotiation, Unresolvable CoAflict, and 

Family Mythology. 
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A multiple discriminant function analysis was utilized to determine 

the best set of discriminators for family category with the CP/CF scale. 
1. 

Thi.s analysis produced one significant function, i{(18) 58.50, 

~ < .0001, with centroids of .53 for the alcoholic group, .49 for the 

clinic group, and -1.20 for the normal group. Again, the centroid of 

.53 for the alcoholic group indicates that the mean for all cases of the 

alcoholic group falls .53 standard deviations from the mean in the 

direction of centrifugal characteristics. The normal group's centroid 

( -1 • 2 0 ) i n d i cates that th e me an for a 11 cas e s i n t h i s gr o up fa 11 s - 1 . 2 0 

standard deviations below the mean in the direction of centripetal 

characteristics. The centroid for the clinic group (.49) is closer to 

the centroid for the alcoholic group than to the normal group. Thus, 

for this function, the family interactions as scored on each CP / CF 

subscale are more similar among the two clinic groups than among the 

normal family group and either clinic group. The analysis resulted in 

the following standardized discriminant function coefficients: 

Po s i t i v e I Neg at i v e Emot i on , • 88 ; S cape go at i n g , • 6 4 ; Ex pres s e d C 1 o s en e s s , 

.59; Adult Conflicts, -.58; Social Presentation, -.58; and Physical 

Spacing, -.55. The Positive/Negative Emotion subscale contributed the 
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most to this function, thus indicating that a positive standard score on 

this scale (indicating centrifugal characteristics) was, the most 

significant discriminator in this function. A subsequent classification 

analysis successfully predicted the group membership for 60% of the 

alcoholic families, 58% of the clinic families, and 71 % of the normal 

family group (See Table 11). The overall correct classification for the 

three groups was 62%. This classification analysis was not as 

successful as the discriminant function analysis for the BT when 

predicting group membership for the alcoholic and normal groups. This 

analysis had a slightly better success rate than the BT analysis when 

predicting group membership for the clinic families. 

Additionally, another multiple discriminant function analyses was 

utilized to determine the best set of discriminators for family category 

when both the BT and CP/CF Scales were used. Again, this analysis 
1. 

produced one significant function, 'X-(42) = 114.14, .2. < .0001, with 

centroids of .86 for the alcoholic group, .70 for the clinic group, and 

-1.83 for the normal group. Again, the clinic and alcoholic groups are 

more interactionally similar than the normal and either clinic group. 

The analysis resulted in the following standardized discriminant 

function coefficients: Empathy (BT 11), .84; Goal Directed Negotiation 

(BT 5), .79; Range of Feelings (BT 9), -.77; Social Presentation (CP/CF 

5), -.73; Expressed Closeness (CP/CF 4), -.73; Responsibility (BT 7), 

.61; Scapegoating (CP/CF 8), .58; Mood and Tone (BT 10), -.55; Clarity 

of Expression (BT 6), -.41; Adult Conflicts (CP/CF 2), -.36; and The 
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Global CP/CF, .32. A subsequent classification analysis successfully 

predicted the group membership for 65% of the alcoholic families, 63% of 

the clinic families, and 85% of the normal family group (See Table 11). 

The overall correct classification for the three groups was 70%. When 

both scales were used to predict group membership, the combination of 

both scales was more successful in predicting normal and clinic group 

membership than either scale when used alone. However, when predicting 

group membership for the alcoholic group, the BT used alone was better 

than either the CP/CF or the use of both scales. 
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Table 11 

Predicted Group Membership with the BT, CP/CF, and Both Scales 

Actua 1 Group n A 1 coho 1 

BT Subs ca 1 es 

A 1 c oh o 1 Group 37 27 

( 7 3) 

Clinic Group 43 14 

( 33) 

Norma 1 Group 40 3 

( 8) 

CP/CF Subs ca 1 es 

A 1 coho 1 Group 37 22 

( 60) 

Clinic Group 43 12 

(28) 

Norma 1 Group 34 7 

( 21) 

· Groups 

C 1 i ni c 

4 

( 11 ) 

21 

( 49) 

6 

( 15) 

9 

( 24) 

25 

(58) 

3 

(8) 

(table 

Norma 1 

6 

( 16) 

8 

( 1 9) 

31 

(78) 

6 

( 16) 

6 

( 1 4) 

24 

(71) 

continues) 



Actua 1 Group n A 1 cohol 

Both Scales; BT & CP/CF 

Alcohol Group 37 24 

( 65) 

Clinic Group 43 13 

( 30) 

Normal Group 34 3 

( 8) 

Overall Correct= 71% 

Groups 

Clinic 

11 

( 30) 

27 

(63) 

2 

( 6) 
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Normal 

2 

( 5) 

3 

(7) 

29 

(85) 

Note. BT Subscales, Overall Correct= 66%; CP/CP Subscales, Overall 

Correct = 62%; Both Scales, Overall Correct = 71%. 



CHAPTER FOUR 

DISCUSSION 

The primary hypothesis of this study was that alcoholic families 

would differ from other types of families based on interactional 

measures. Clearly, the BT is able to discriminate interactional 

differences between the alcoholic and normal family groups on every BT 

subscale. While there was some overlap between the families in the 

alcoholic and clinic groups, and between the families in the normal and 

clinic groups, a consistent pattern emerged. On every BT subscale, the 

normal families demonstrated the most interactional competence while the 

families in the alcoholic group demonstrated the least interactional 

competence. In addition, the clinic families demonstrated significant ly 

more competence than the families in the alcoholic group on the 

subscales that measure Overt Power, Parental Coalition, and Empathy. 

The results of a multiple discriminate analysis revealed that the three 

groups were primarily discriminated on the basis of the subscales that 

measure Goal-Directed Negotiation, Mood and Tone, Mythology, 

Unresolvable Conflict, Empathy, and Range of Feelings. The results of a 

classification analysis demonstrated successful prediction of group 

membership for 73% of the families in the alcoholic group, 78% of the 

families in the normal group, and 49% of the families in the clinic 

group. Since only 49% of the clinic families were correctly classified, 
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there was interactional overlapping between the families in the 

alcoholic and clinic groups, and between the families in the normal and 

clinic groups. 

The findings of this study did not support every hypothesis that 

stated the normal family group would demonstrate significantly more 

competence than the clinic family group on all BT subscales. On the 

subscales, Parental Coalitions and Overt Power, the families in the 

normal group were not significantly more competent than the families in 

the clinic group. However, on all other BT subscales, the families in 

the normal group demonstrated significantly more competence than the 

clinic families. The findings of this study did not support every 

hypotheses that stated that the families in the clinic group would 

demonstrate significantly more competence on all BT subscales than the 

families in the alcoholic group. While the clinic group demonstrated 

significantly more competence on Overt Power, Parental Coalitions, and 

Empathy, than the families in the alcoholic group, the clinic group was 

not significantly more competent on any other BT subscale. Clear ly , t he 

interactions that distinguish the families in the clinic group from the 

other two groups were not as distinct as those that separated the 

families in the normal group from the families in the alcoholic group. 

Interactionally, the families in the clinic group fell between the 

families in the alcoholic and normal groups. They demonstrated less 

interactional competence than the normal group, and more interactional 

competence than the alcoholic group. Since the marital satisfaction 
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scores for the normal family group and clinic family group were not 

significantly different, one could speculate that the clinic f amily 

couples were more interactionally similar to the normal family coupl es 

than the families in the normal group were to the couples in the 

alcoholic group. There were more interactional similarities be tween t he 

families in the clinic group with the families in the alcoholic gro up 

than between the families in the alcoholic group with the f ami l i es in 

the normal group. The criteria for classification as a normal f ami ly 

excluded any families that had received psychological treatmen t in the 

previous t~ree years. Since the families in the clinic and alc ohol ic 

groups were currently receiving treatment, it seems reasonab le to assume 

some similarities . in family interactions which would lead both gr oup s to 

seek treatment. 

Based on the results of this study and the descriptors from t he BT 

(Hulgus, 1982), a profile of the alcoholic and normal f ami ly groups can 

be constructed. Based on the scores on the subscales Overt Power, 

Parental Coalitions, and Closeness, the typical f amil y f rom th e 

alcoholic group had a dominant leader. The adults were in complementary 

dominance-submission roles. Control by whomever ass umed it was cl ose t o 

absolute, with little negotiation taking place. These fami l ies did not 

seem to have any coalitions among family members; instead, there was the 

appearance of .. every person for him/herself ... Achieving intimacy was 

not possible due to this reluctance to share personal thoughts and 

feelings (Beavers, 1977). In contrast, the families in the normal group 
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had a tendency toward dominance and submission, but negotia t ion was 

allowed and sometimes encouraged. These families typically demonst rated 

a clear parental coalition, characterized by parents working t oget her i n 

a cohesive manner. Family members demonstrated caring and unders t and i ng 

for each other and were able to accept a wide range of f eelings in ot her 

family members. This finding supports the findings of Davis et al . 

(1977) that alcoholic parents are more distant from their ch il dren whe n 

compared with normal parents. 

The families in the alcoholic group demonstrated a conception of 

family functioning that was somewhat incongruent with the ra t ers' 

observations of the family based on the scores from the subscale 

Mythology. Some families presented themselves as lo vi ng an d car i ng 

about each other, while their interactions with each other were 

discounting. The families in the normal group demons t ra t ed a concept i on 

of family functioning that matched what the raters observ ed. Th e 

families that presented themselves as loving and car i ng interac t ed with 

each other in the same manner. This finding suppor t s th ose finding s of 

Goldenberg and Goldenberg (1975) in that some alcohol i c f ami li es th e 

parents believed that the home situation was normal. Th e denia l of 

problems led to the distortion of reality of all fami ly me mbers. 

Scores on the subscale Goal-Directed negotiation ind i ca t ed th at th e 

families in the alcoholic group demonstrated poor negotiation ski ll s an d 

difficulty generating problem solutions. They were unable to use 

available time efficiently, and they did not allow the participation of 
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all family members. They had difficulty responding to the task at hand; 

many families were unable to complete the task. The families in the 

normal group were efficient in negotiating problem solutions and allowed 

all family members to participate. These families were able to respond 

and complete the task at hand. This finding supports the Davi s et al . 

1977 study which found that alcoholic families took longer to execute 

the family task than the normal families. 

Based on the subscales Clarity of Expression and Permeabil ity , the 

families in the alcoholic group demonstrated difficulty expressing 

individual thou·ghts and feelings in a clear manner. Corrrnunication was 

somewhat vague and hidden indicating some degree of "group think." 

Vague communication is an indication that it is not "safe'' for family 

members to express themselves clearly, to risk exposure, or to assume 

personal responsibility for thoughts and feelings. Family members 

demonstrated difficulty taking personal responsibility for their past, 

present, and future actions. This difficulty indicated that the family 

does not allow people to make mistakes, and members expect to be 

punished for taking personal responsibility. These families used 

avoidance tactics such as blaming, attacking, and scapegoating. Family 

members were frequently unreceptive to the statements of other family 

members and demonstrated difficulty "connecting" with each other. In 

contrast, the families in the normal group demonstrated significantly 

more competent interactions. Family members expressed their thoughts 

and feelings clearly and assumed personal responsibility for those 
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expressions. In taking personal responsibility for their own pas t , 

present, and future actions, family members in the normal group 

indicated that the family allowed people to make mistakes. Family 

members were not punished for taking personal respons i bility. Famil y 

members were open and receptive to the statements of other members wh i ch 

is indicative of the family members ability to "connect " wi th other 

people, and allow others to connect with them. 

Based on the subscales that measure Family Affect, the f ami l ies in 

the alcoholic group demonstrated difficulty in expressing f ee li ngs, 

although angry emotions were more often expressed than tender emot ions . 

The overall affective tone of the family was overtly hos t i l e. There was 

a presence of definite conflict with moderate impairment of gr oup 

functioning. These families attempted empathic involvement with each 

other, but they were unable to maintain those levels of invo lvemen t . 

The lack of empathy reflects the difficulty family me mbers expe rien ce 

when attempting to understand each other. Inappropriate res ponses to 

expressed emotions were often seen. These families seemed t o opera te on 

the assumption that, "If we really 'encounter• one another, we won• t 

know what to do." The lack of empathic involvement may be due t o th ei r 

limited skills in affective expression and conflict resolution. 

However, the families in the normal group were able to directl y express 

many feelings, although there was evidence of some difficulty. The 

overall affective tone of the family was polite, yet warm. Whi le there 

was some evidence of unresolvable conflict, group functioning was not 



impaired. These families were able to respond to each other with 

empathic responsiveness. 

116 

The findings also indicated family group differences based on the 

CP/CF Scale. On the CP/CF Scale, the families in the alcoholic group 

demonstrated significantly fewer centripetal characteristics than the 

normal families on the subscales that measure Dependency Needs, 

Expressed Closeness, Positive/Negative Emotion, Aggressive/Assertive 

Behavior, and the Global measure. The families in the alcoholic group 

did not significantly differ with the clinic families on any CP /C F 

subscale, although the families in the alcoholic group demonstrated more 

centrifugal characteristics than the families in the clinic group. The 

families in the normal group can thus be described as families with a 

strong, inner orientation or an inward pull. The outside world was seen 

as somewhat threatening. The family was seen as the main hope for 

gratification. The families in the clinic group demonstrated 

characteristics of both the centripetal style and the centrifugal style . 

In contrast, the families in the alcoholic group demonstrated a 

centrifugal style. Families with a centrifugal style have a strong 

outer-orientation. Close family relationships were seen as more 

threatening than the outside world. The main hope for gratification of 

crucial needs was seen as existing outside the family. 

Other studies have established (Meeks & Kelly, 1970; Usher et al., 

1982) that alcoholic families have difficulty resolving conflict and 

expressing closeness. The alcoholic couples in this study reported a 
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significantly higher number of separations than the other two groups 

averaging 2.7 separations per couple. The findings of this study 

clearly indicate that the couples in the alcohol group were 

significantly more dissatisfied than the couples in either group. The 

greatest dissatisfaction was reported by the wives in alcoholic 

families, demonstrating significantly more dissatisfaction when compared 

with the other two groups of wives. The husbands in the alcoholic group 

also reported significantly more dissatisfaction than the other two 

groups of men. In addition, the wives in the alcoholic group were 

significantly more dissatisfied with their marriages than were their 

husbands. The high rate of marital dissatisfaction for the couples in 

the alcoholic gro~p may be related to the presence of physical abuse. A 

higher incidence and greater severity of physical violence was reported 

by the alcoholic group for both husbands and wives than by th e husbands 

and wives in clinic group. The women in the alcoholic group reported a 

higher incidence of physical abuse in the present relationship (70%) 

then the men in the alcoholic group (47%) reported. Thirty-one percent 

of the wives in the alcoholic group have received medical attention for 

physical abuse. The high incidence of severe abuse may contribute to 

the significantly higher report of marital dissatisfaction by the wives 

in the alcoholic group when compared to the husbands in the alcoholic 

group. Also, the men in the alcoholic group reported a higher rate of 

alcohol consumption than the women. Forty-two percent of the men and 13 

%of the women reported daily consumption. Finally, men in these 
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families were not as well educated as the men in the other family 

groups; mean family income for the families in the alcoholic group was 

lower than either of the other family groups. The combination of a low 

income, severe physical abuse, daily alcohol consumption, and a high 

number of couple separations, may all contribute to the mari t al 

dissatisfaction of these couples. 

Critique 

Conducting family interactional research in four di ff erent agenci es 

had some inherent problems. The use of therapist volunteers to co lle ct 

the data may have influenced the results of this research. Every fam i ly 

that had the opportunity to participate was not reques t ed t o do so. 

Many therapists did not request any families to part i ci pat e. A few 

therapists approached their entire caseload of eligib le famili es with 

the request to participate. Therefore, of the three agencies oth er th an 

Southwest Family Institute, the majority of the participa ti ng f amili es 

were clients of but a few of the staff therapists. The famili es th at 

agreed to participate may h~ve been trying to please the th erapis t and 

might therefore have tried to look better on videotape than t hey 

actually were (Hawthorn effect). 

Another limiting factor of this study is the fact that the normal 

families were rated by a different group of raters than the clinic 

families. However, by utilizing two different groups of raters, the 

environmental cues that might have distinguished the normal families 

from the clinic families were not apparent to the raters. While there 
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were agency environmental cues present on the interactional tapes, all 

agencies saw families that would qualify for either group. Southwest 

Family Institute is currently involved with a substance abuse project. 

However, these families were videotaped with the same environmental cues 

present as all the other families that were videotaped at Southwest 

Family Institute. The videotaped BT's of the special project families 

were mixed onto master tapes with other types of clinic families so that 

there was not a clustering of family types. 

Finally, there was no available information from the normal family 

group concerning the presence of physical violence. Without this 

information, it is impossible to speculate whether or not the presence 

of physical violence discriminates clinic and nonclinic families . 

Conclusions 

The findings from this study indicate clear ly that there are 

distinct interactional characteristics that distinguish alcoholic from 

nonalcoholic families. These differences can be utilized diagnostically 

to identify alcoholic families. Many times, families seek therapy for a 

nonalcohol related problem, and months later will admi t to the th erapist 

that alcohol is the problem. The therapist, once aware of the family 

interactions that distinguish these families, will be able to target 

treatment in a way that corrects interactional deficiencies. 

At the present time, the most widely utilized treatment for alcoho l 

related problems is either inpatient hospitalization, or individual 

psychotherapy. In light of the distinct interactional differences 
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between the families in the alcoholic group and families in the norma l 

group, it can be speculated that family therapy would be an efficient 

and efficacious way to treat these families. Treating the individual 

alcoholic in isolation of the family ignores the underlying family 

interactions that may support drinking behavior. 

At the present time, there is no research based family therapy 

treatment plan for the treatment of alcoholic families. Based on the 

results of this study, a family therapy treatment plan can be developed 

that would incorporate both a psychotherapeutic and psychoeducational 

model. Specifically, the treatment model would be a treatment approach 

that promotes change in family interactions and provides practice in the 

deficient interactional dynamics. In addition, a no violence contract 

with the adult members of the family would be necessary before beginning 

therapy. The treatment should include skills training in conflict 

negotiation. Because the individuals in these families avoid taking 

personal responsibility, it is therefore virtually impossible for the 

family to compromise or agree in any significant area of interaction. 

It can be assumed that the family does not have the skills necessary to 

successfully negotiate or to resolve conflict. 

In addition, the treatment approach should include ski ll s training 

and practice in the direct expression of feelings. These families have 

difficulty expressing emotions appropriately. Anger is dealt with 

indirectly, inappropriately, or not at all. The in~bility to 

appropriately express anger, creates a family that is affectively 
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overtly hostile. Therefore, The appropriate expression of anger should 

be taught. Finally, the treatment should promote change in the 

interactional deficiencies, through both practice and education. 
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Instructions for data collection 

Tell the family that the purpose of the study is to identify family 

dynamics. 

1. Each person must sign videoconsent form and research form. 

The family is given a signed copy of the research form to keep. 

2. Have the adult family members fill out (one each) a demographic form 

and a Locke/Wallace form. (If single/parent no Locke Wallace). 

3. Put the family data (research consent form, videoconsent form; 

Locke/Wallace; demographic sheets) in an envelope with the name of 

the family on the outside. Put the segment # of the BT on the 

outside of the envelope. 

4. BT - 10 minutes taped. First say "This is the (name of family)''. 

Write the family's name on the BT list. Then give the family the 

question, .. What would you like changed in this family?'' The 

investigator leaves the room, and the family is videotaped f or 10 

minutes while the members arrive at an answer to the question. At 

the end of 10 minutes, the investigator returns to the room and 

tells the family the time is up. 

5. Write the family's name on the BT segment sheet. 

If you have any questions, please feel free to call me. Work = 985-

1929; Home = 964-2820. Thank you so much for your cooperation. 

Sincerely, 

Mary anne Watson , A • B. 0 • · 
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TEXAS WOMAN•s UNIVERSITY 

I, the undersigned, do hereby consent to the recording of my voice 

and/or image by a representative of Irving Youth/Family Counseling 

Services for Maryanne Watson, Ph.D. Candidate, acting on this date under 

the authority of the Texas Woman•s University. I understand that the 

material being recorded may be made available only for educational, 

informational, and/or research purposes, and I do hereby consent to such 

use. 

I hereby release the Texas Woman•s University and the undersigned 

party acting under the authority of the Texas Woman's University from 

any and all claims arising out of such taking, recording, reproducing, 

publishing, transmitting, or exhibiting as is authorized by the Texas 

Woman•s University. 

Signature of part1c1pant 

S1gnature of guard1an or nearest 
relative if participant is a minor 

* * * * 
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The above consent form was read, discussed, and signed in my 

presence. In my opinion, the person signing said consent form did so 

freely and with full knowledge and understanding or its contents. 

Authorized representat1ve of Irv1ng 
Youth/Family Counseling Services 
for Texas Woman's University 
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TEXAS WOMAN 1 S UNIVERSITY 
HUMAN SUBJECTS REVIEW COMMITTEE 

CONSENT FORM A (Written presentation to subject) 

Consent to Act as a Subject for Research and Investigation: 

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 Maryanne M. Watson, Ph.D. Candidate, or a 
representative of Irving Youth/Family Counseling Services (Name of 
person(s) who will perform procedure(s) or investigation(s)) to 
perform the following procedure(s) or investigation(s): (Des cribe 
in de ta i 1 ) 

a. To collect demographic data concerning families participating in 
this project; 

b. To administer the following psychological tests: 

(l) The Beavers-Timberlawn Family Evaluation Scale 
(2) The Locke-Wallace Marital Adjustment Test 

c. I understand that the purpose of this study is to identify 
family dynamics which may be associated with different family 
problems. 

d. Debriefing: Upon completion of the study, a comp lete 
description of relevant details concerning the nature of the 
experiment along with a synopsis of results will be mailed per 
subject•s request. Any areas of the study not disclosed or 
described prior to the treatment will be fully disclosed in this 
description. Should the need arise, Maryanne M. Watson, Ph.D. 
Candidate will be available to answer any questions that the 
family may have concerning this project. 

2. The procedure or investigation listed in Paragraph 1 has been 
explained to me by Maryanne M. Watson, Ph.D. Candidate or a 
representative of Irving Youth/Family Counseling se,rvices acting for 
Maryanne M. Watson. 
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3. (a) I understand that the procedures or investigations described in 
Paragraph 1 involve the following possible risks or 
discomforts: (describe in detail) 

1. The inconvenience and/or embarrassment of revealing 
personal information on the Locke-Wallace Marital 
Adjustment Test and/or the demographic data sheet. 

2. Families may feel uncomfortable being videotaped. 

3. (b) I understand that the procedures and investigations described 
in Paragraph 1 have the following potential benefits to myself 
and/or others: 

1. The satisfaction of contributing to the scientific 
knowledge about families that will enhance treatment 
benefits for other families experiencing problems. 

3. (c) I understand that- No medical service or compensation is 
provided to subjects by the university as a result of injury 
from participation in research. 

4. I understand that while participation in the entire course of the 
study is desired, it is not required. Furthermore, I understand 
that there is no penalty for dropping out of the study. 

5. An offer to answer all of my questions regarding the study has been 
made. If alternative procedures are more advantageous to me , they 
have been explained. A description of the possible attendant 
discomfort and risks reasonably expected have been discussed with 
me. I understand that I may terminate my participation in the study 
at any time. 

Subject's S1 gnatu re Date 

SubJect's S1gnatu re Date 

Subject's S1gnature Date 

W1tness (one requ1red) Date 
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APPENDIX E 

DEMOGRAPHIC FORM 
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1. Family Name 

2. Address 

SOUTHWEST FAMILY INSTITUTE 

DEMOGRAPHIC DATA SHEET 

3. Names, ages, ethnicity, and religion of all family members: 

Name Age Ethnicity Religion 

Are any of the children from previous marriages? Yes No 

If yes, nunt>er of children from previous marriage His Hers 

4. Type of family (check one): 

( 1) Nuclear ( 2) Single Parent ( 3) Extended 

( 4) Adopted (5) Blended ( 6) Remarried 

5. Years of marriage in your current marriage? 

6. How many times have you been married? husband wife 

7. 

8. 

How many times, if any, have you and your spouse been separated in 
the course of your current marriage? 
Highest year of education completed: male female ---
Occupation: male Female ---------------- ------------------
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10. Please indicate your total family yearly income $ ----
11. Presenting problem: 

PERSONAL INFORMATION - TO BE FILLED OUT BY EACH ADULT 

12. Have you been in any type of psychotherapy or received any 

psychological or psychiatric services previously? 

yes no __ 

13. Type of previous treatment? (Check each that applies): 

( 1 ) State -- (2) Inpatient psychiatric 

(4) Hospital affiliated psychiatric clinic 
-- ( 3) MH / MR 

(5) Other ----
14. History of physical abuse: (Check all that apply) 

( 1) pushing ( 2) slapping ( 3) punching 

( 4) threat w/weapon ( 5) use of weapons ( 6) verbal abuse 

(7) other (specify) 

15. Frequency of abuse: (Specify times assaulted in past 6 months 

16. Duration of assaultive behavior: (How long has this occurred? ) 

(1) once (2) 1-4 weeks __ (3) 1-12 months ( 4) 1 -5 yrs . 

( 5) over 5 years --
17. Assaultive behavior began when? Before marriage or cohabitating? 

Before After 

18. Extent of injury: (Check all that apply) 

Bruises Cuts Broken teeth 

Internal bleeding Disabled Head 

bones Miscarriage Other 
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Sprains 

injury 

Burns 

Broken 



19. Medical visits as a result of abuse? Yes No -- --
20. Wife only: Have you been in a Woman • s she 1 ter? Yes No __ 

If yes, how many times? Length of stay(s) 

Yes No 21. Do children get in the middle of fights? -- --
22. Do you ever get so frustrated that you take it out on the children? 

Yes No --

23. Were you physically or sexually abused as a child? Yes No 

If YES, by Whom? 

(Type of abuse, check all that apply) 

(1) physical abuse ------- (2) sexual abuse _____ _ 

24. Were either or both of your parents physically or sexually abused as 
a child? (Check all that apply) 

Mother: Father: 

(1) physical abuse ---- (1) physical abuse -------
( 2) sexua 1 abuse (2) sexual abuse 

25. Did your parents fight physically or verbally? If yes, describe: 

26. Significant physical conditions/medications. Check all that apply. 

Physical impairments? Yes ---- No ___ Specify 

Medications : Yes No ----
Type of medication. (Check all that apply). 

(1) sedatives 

(4) cocaine 

(2) antipsychotics 

(5) seizure medication 
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( 3) a 1 coho 1 

(6) mood elevators 



(7) marijuana (8) cardiovascular (9) other (type) 

27. Significant physical conditions/medications of children. 

Name condition medication ----------- ----------- -----------

28. How often (give an average) do you consume alcohol? 

( 1 ) never ( 2) daily ( 3) once/week (4) once /month 

(5) a few times a year 

29. Specify a 1 coho 1 and/or drug name 

30. Parents average consumption of a 1 coho 1 : 

Mother 

( 1 ) never ( 2) da i 1 y ( 3) once/week (4) once /month 

( 5) a few times a year 

31. Father 

( 1 ) never (2) daily (3) once/week (4) once /month 

(5) a few times a year ---
32. Where do your parents live? (City and state) 

Mother -----------------
Father -----------------

33. Answer the following as it pertains to your parents. 

(1) Are your mother and father married to each other? Yes No 

If yes, how long have they been married? 

Mother Father 

Times married ----- Times married -------
Times divorced Times divorced -----
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Widow Widower ---------------- -----------
Separated Separated ------- --------
Deceased Deceased --------
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BT SEGMENTS 
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BT - Irving 

segment one 
Fam1 ly name 

segment two 

segment three 

segment four 

segment five 

segment six 

segment seven 

segment eight 

segment nine 

segment ten 

segment eleven 

segment twelve 

segment thirteen 

segnent fourteen 

segment fifteen 

segment sixteen 

segment seventeen 

segment eighteen 

segment nineteen 
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