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ABSTRACT 

Research on alcoholism has primarily focused on men, and the results are assumed 

to apply to women. In addition, empirical studies on alcoholism in general, and female 

alcoholism in particular have traditionally been unidimensional. Research with women 

alcoholics tends to employ small samples and no comparison groups. In this research, 

alcoholism in women is viewed as a multifactorial problem which must be investigated 

through both a theoretical and an empirical approach which recognizes the complexity of 

the problem. Riegel's dialectic theory provided the conceptual framework of this study . 

Six variables, number of alcoholic relatives, number of health-related problems, 

depression, self-esteem, femininity and the meeting of significant others' expectations 

were chosen from the literature on female alcoholism to represent three of the 

dimensions in dialectic theory and the three most commonly held theories of alcoholism: 

biological, psychological, and sociocultural. Sixty women, under 90 days sober, and in 

treatment for alcoholism, were compared with sixty nonalcoholic women, randomly 

selected from subjects who had participated in the Women's Identity Development Project, 

and who had responded to a followup questionnaire. Preliminary analysis showed 

significant differences between the groups on marital and employment statuses and 

income, which were considered a consequence of the alcoholism, and education which was 

used as a covariate. When a MANCOVA was employed, femininty was found to be 

nonsignificant and was dropped from further analysis. Both depression and self-esteem 

were significant for the covariate. An ANCOVA indicated that the main effect for 

alcoholism was also significant. Therefore, five variables were entered into a stepwise 

discriminant analysis, Wilks' method. Self-esteem failed to reach the tolerance level at 

step 5 and was dropped from further analysis. The four remaining variables accounted for 

72% of the variance. Calculation of a shrinkage formula yielded a corrected multiple R^ of 

VII 



.70. Depression was shown to have the highest discriminant capability, followed by 

health-related problems, number of alcoholic relatives, and others' expectations. A 

classification analysis, using the function, discriminated between the two groups with 

94% accuracy. These findings support the importance of employing a multifactorial 

approach, both theoretically and empirically, to the study of female alcoholism. In 

addition, the findings have implications for early intervention, education, prevention and 

treatment. 
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CHAPTER I 

INTRODUCTION 

Rationale for the Studv 

Whenever a decision is made to pursue an area of research one may assume that 

multiple factors have influenced the choice of topic and the method of inquiry. This study 

was a result of the author's dissatisfaction with research on female alcoholism in four 

areas, research bias, conceptualization, methodology and usefulness of the findings, and 

was an attempt to improve upon the current state of research on female alcoholism. 

Alcoholism research in general, and research on female alcoholism in particular, 

suffers from an assumption that findings that are applicable to men may be confidently 

applied to women. This bias is prevalent in much of social science research, but is 

particularly blatant in alcoholism research. Some of the explanations for using men in 

alcoholism research are understandable. The number of alcoholic women is small, and 

therefore locating subjects in sufficient numbers is a difficult task. The social stigma 

faced by the alcoholic woman has no doubt played a part in the reluctance of researchers 

to addresss the issue and the lack of availability of subjects. Women are often provided 

face-saving explanations of alcoholic behaviors by families, doctors, and law enforcemnt 

agents, which further reduces the pool of subjects. However, in reviewing the literature it 

was obvious that these "benefit of the doubt" explanations pale in the face of the 

assumption that good research on men tells us what we need to know about women. The 

first and perhaps most important reason for this study is a rejection of that assumption. 

The theoretical concepts underlying most of the current research on alcoholic women 

are simplistic. It appears that most researchers begin with the assumption that 

alcoholism is either a biological, psychological or sociocultural problem. Evidence from 



the other dimensions, while not necessarily denied, is ignored as insignificant or 

irrelevant. This study assumed that alcoholism is a mutifactorial problem involving a 

changing individual in a changing environment and must be viewed as such. 

The research methods in studies on female alcoholics suffer from several serious 

flaws. The variables examined reflect the unidimensional approach of the researcher. 

Univariate statistical analysis is the norm. The number of subjects is usually too small to 

allow for confidence in extending the findings beyond the original study. Few studies have 

a comparison group. Most have focused on within group correlations. The present study 

employed mut'ivariate analyses and emphasized "processes and interaction over more 

'static' concepts of 'state and trait'" (Cvetkovich, 1977). The number of subjects was 

sufficiently large to allow the findings to be extended beyond the present group. A 

comparison group of nonalcoholic women was employed. 

Research in female alcoholism has had little or no impact on treatment. The 

strongest findings in the literature are correlational. Few attempts have been made to 

present findings in a way that will be useful to those who design prevention, education and 

treatment programs. This study was designed with the bias of a treatment provider. It 

was expected that findings would advance the design of prevention, education and training 

programs as well as direct treatment of alcoholic women. 

This study was justified by the research bias, weak conceptualization of female 

alcoholism, and the questionable methodology in the research to date. Its importance 

however, lies not in its success in "building a better mousetrap," but rather in its 

relevancy to the treatment provider, and ultimately , in its contribution to improved 

treatment of women who suffer from alcoholism. 

Statement of the Problem 

The study of alcoholism in women has proceeded on several fronts. There is 

considerable evidence that biological, psychological, and sociocultural factors are 



associated with the development and maintenance of an alcohol problem. However, no 

single factor seems to be dominant. Each of the variables which has been identified with 

alcoholism in women can also be found in women who do not have an alcohol problem. As 

Shaw (1980) has suggested, alcoholism appears to be a multifactorial problem. The 

present study sought to identify factors that cluster among alcoholic women, and only 

appear, singly or in different combinations, among women who do not have a drinking 

problems, thus permitting the two groups to be distinguished from one another. 

Numerous difficulties plague research on women who have problems associated with 

alcohol use or abuse. Chief among these is the difficulty in defining an alcohol problem. 

Although "alcoholism" is a commonly used term, agreement on its definition is lacking. 

Lisansky (1960, p.314) asserted that "the controversy whether alcoholism is a symptom 

or a disease has diverted a lot of energy and effort." 

In an attempt to avoid that controversy this study utilized the approach of Johnson, 

DeVries, and Houghton (1966). Their sample consisted of a group of volunteers from 

Alcoholics Anonymous and another group of volunteers who were being treated for 

alcoholism by private physicians who referred them to the study. These women were all 

alcoholic by their own admission and definition, and all were in an arrested stage. In this 

study, for the purpose of sample selection, the term alcoholic was used to describe women 

who have sought treatment for problems associated with their use of alcohol. These 

women may or may not meet criteria used by other researchers, each of whom has relied 

on a particular model of alcoholism in defining the problem to be studied and the criteria 

for sample selection. 

One of the most popular and enduring models of alcoholism is the medical model, 

which views alcoholism as a disease. Hill (1981) presented a "vulnerability model" of 

alcoholism which considers biological vulnerability as a component of an evolving process 

of alcohol addiction. It is generally accepted that there is a higher rate of alcoholism in 

individuals who have a family history of alcoholism than in those who do not. This genetic 



predisposition appears to be stronger for women than for men (Cotton, 1979; Gomberg, 

1980). Other medical considerations in female alcoholism point to physiological 

antecedents. Vitamin deficiencies were found by Greenberg and Lester (1957). Jones 

(1975) found that females, after ingesting identical amounts of alcohol, showed higher 

blood alcohol content levels when they were premenstrual than at any other time during 

the menstrual cycle. Gomberg (1976) reported that the rate of infertility, miscarriage, 

and hysterectomies was higher among alcoholic women than among women who did not 

have an alcohol problem. Such findings concerning the physiological aspect of alcoholism 

provide interesting and useful descriptive information. 

The notion that alcoholism is a disease is challenged by those who view alcoholism 

as a symptom of an underlying deficit in personality structure. This psychological view 

emphasizes the emotional and cognitive problems arising out of, or contributing to, the 

abuse of alcohol. Alcoholic woman have been found to be characterized by: a) lack of 

trust; b) maladaptive impulsivity; c) low self-esteem; and, d) depression (Gomberg, 1976). 

Many alcoholic women describe family disruption, rejection, and deprivation as 

characteristics of their childhood (Corrigan, 1980). Jones (1971) has noted that the 

alcoholic women in her longitudinal study had demonstrated relatively poor coping skills 

as adolescents. Gomberg (1980) has suggested that these women never learned to express 

overtly and constructively the anger they felt. 

The biological and psychological models of female alcoholism are relatively well 

developed. Although those who prefer to view alcoholism as a psychological problem 

acknowledge some of the genetic and hereditary aspects of the problem, they tend to 

minimize or downplay the effects of the biological and sociocultural dimensions in the 

development and maintenence of alcoholism. Those who adhere to alcoholism as a 

biological or medical problem consider psychological and sociocultural factors peripheral 

to the central issue. The sociocultural model, considerably less well developed than the 



other two, minimizes the biological factors, and views psychological factors as outcomes 

of social, particularly familial, factors. 

Factors which are relevant to the sociocultural model, such as the role of society, its 

views on female alcoholism, and the impact these views have had on alcoholic women, as 

well as on treatment providers, are issues which are conspicuous by their absence in the 

literature on female alcoholism. There is little doubt that society views alcoholism, or 

even the use of alcohol, differently in men and women (Lisansky, 1958; Knupfer, 1963; 

Rathod & Thompson, 1971). The stigma associated with alcoholism is greater for women 

than for men. The notion of the female alcoholic as "sicker" than her male counterpart has 

been challenged by Lisansky (1958) who suggested that the view is part of society's 

punishing attitude toward the female alcoholic. Lisansky notes that society is generally 

intolerant of alcoholism, and particularly intolerant of female alcoholism. 

Most of the research on alcoholism in general, and on female alcoholism in particular, 

has attempted to verify that factors associated with one or another of these models 

constitute the cause or antecedent source of problem drinking. In spite of considerable 

attention and enormous commitments for funding of research, understanding of female 

alcoholism remains very limited. This may be due, in part, to the unidimensional nature of 

research efforts, as well as to the assumption that men and women respond to the use of 

alcohol, and are affected by it, in the same way. It is possible that an investigation of 

alcoholic women in context, using multivariate analyses, will yield information about 

alcoholism in women which will have more power to discriminate between alcoholic and 

nonalcoholic groups of women than is found with univariate analyses. Such an approach to 

the study of female alcoholism would allow for the identification of combinations of 

biological, psychological, and sociocultural variables which increase the risk of a woman 

developing alcoholism. 

The dialectical model of human development (Riegel, 1973) postulates that each 

individual's functional space is constituted by the confluence of four dimensions: 



inner-biological, individual-psychological, cultural-sociological, and outer-physical. 

Until the early 1970's individual development was viewed from either a mechanistic or 

organismic paradigm (Overton & Reese, 1973; Reese & Overton, 1970), which focused on a 

biological, psychological, or sociocultural perspective. The development of the 

contextual-dialectic view (Lerner, Skinner & Sorell, 1980) is based on quite different 

assumptions than either the mechanistic or organismic perspectives, which, in spite of 

their differences, make several common assumptions. The organismic and mechanistic 

paradigms assume that the universe is permanent and uniform and that the laws of 

development are absolute. The contextual-dialectic paradigm assumes that there is 

constant change at all levels, and that each level is embedded with all of the others 

(Lerner & Busch-Rossnagel, 1981; Lerner, Skinner & Sorell, 1980). "The 

contextual-dialectic assumptions of constant change and embeddedness lead to ideas 

stressing both the plastic and social natures of biological and psychological 

developments" (Lerner & Busch-Rossnagel, 1981, p. 9). "A dialectical theory seeks to 

understand the changing individual in a changing world" (Riegel, 1975, p. 50). In other 

words, a contextual-dialectic view stresses the relationship between a changing 

individual and a changing world. Few theories have, however, stressed that the 

relationship between a female individual and her world may be quite different from the 

relationship of a male Individual and his world. 

Historically, biological determinism has been the basis for sociological and 

psychological theories of the development of women. The bulk of research has examined 

the development of men, has recognized that women did not fit the male pattern, and has 

concluded, overtly or covertly, that women were deficient (e.g., Freud, 1954, Erikson, 

1965, Kohlberg, 1981). Recent works (Gilligan, 1982; Sorell & Busch-Rossnagel, 1984) 

have suggested that not only is there a difference between what is "normal" for men and 

women, but that any Investigation of female development must be undertaken from a 

contextual perspective. A contextual-dialectic approach examines the interaction 
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between an individual and the world in which he/she lives. Individual and systemic 

variables are examined for reciprocal influence and interactions. 

A review of the literature demonstrated that research undertaken with regard to 

female alcoholism to date has focused almost exclusively on one or another of the 

dimensions identified by Riegel (1973). No physiological or genetic explanation alone has 

been found to predict or explain the course of alcoholism in women. No psychological 

explanation alone can predict who will become an abusive drinker, nor do psychological 

measures discriminate reliably between alcoholic and nonalcoholic women. No 

sociocultural factors alone have been found to explain alcoholism in women or to predict 

which women In a particular culture will develop alcoholism. Although each of these 

variables has been found to correlate with alcoholism in women, the question always 

remains as to why one individual with certain physiological or psychological 

characteristics and family or social circumstances becomes an alcoholic, whereas another 

woman with a similar hereditary background, psychological profile, or sociological 

context does not. 

The complexity of alcoholism in women suggested the need to view the female 

alcoholic in context, that is, to view women from multiple perspectives simultaneously. 

A contextual consideration of the multiple variables correlated with alcoholism and the 

simultaneous examination of these variables allowed identification of the best 

combination of variables to discriminate between alcoholic and nonalcoholic women. In 

addition, this approach addressed and emphasized the need to view female alcoholism as a 

multifactorial problem. 

It was the goal of this research project to compare a group of newly sober women 

with a population of women who do not have an alcohol problem, on several variables 

associated with the biological, psychological and sociocultural/historical dimensions 

which have been identified in previous research as germane to alcoholism in women. One 

purpose of this study was to replicate previous findings which established correlations 
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between certain variables and alcoholism in women. No previous research had been found 

which attempted to empirically replicate previous findings in a single sample. The second 

purpose of this study was to employ a multivariate perspective to examine alcoholic and 

nonalcoholic women in context, in order to investigate the multifactorial dimensions of 

female alcoholism. It was expected that this approach would provide greater explanatory 

power than a univariate examination of any of the relevant variables alone. 



CHAPTER II 

REVIEW OF THE UTERATURE 

This chapter is divided into two primary sections, each of which is divided into 

subsections. In the first section the theoretical basis of this study is laid out, in order to 

establish for the reader that, although findings from research on female alcoholism were 

not, in most instances, questioned, the interpretations put on these findings, and the 

conclusions drawn from them, were being challenged. The second major section reviews 

the literature on female alcoholism by dividing the research findings into those which, 

from a contextual-dialectic perspective, were categorized as relating primarily to the 

biological, psychological, or sociocultural dimensions. It was the major premise of this 

work that no unidimensional explanation of female alcoholism, no zero order correlations, 

and no single variable could explain this complex and multifaceted problem. Throughout 

the review, alternate explanations for accepted findings were offered. 

The Contextual-dialectic Approach 

At a time when efforts are being made to eradicate discrimination 
between the sexes in the search for social equality and justice, the 
differences between the sexes are being rediscovered in the social 
sciences. This discovery occurs when the theories formerly 
considered to be sexually neutral in their scientific objectivity are 
found instead to reflect a consistent observational and evaluative bias. 
Then the presumed neutrality of science, like that of language itself, 
gives way to the recognition that the categories of knowledge are 
human constructions. The fascination with point of view that has 
informed the fiction of the twentieth century and the corresponding 
recognition of the relativity of judgment infuse our scientific 
understanding as well when we begin to notice how accustomed we 
have become to seeing life through men's eyes. (Gilligan, 1982, p. 6) 

Even though many of the early theorists have come under considerable criticism for 

their views concerning the psychosocial development of women, their influence on modern 

research and thinking remains strong. Freud (1923,1931,1953) built a theory of 

psychosexual development around the experiences of young males. Since healthy 

9 
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development was contingent upon resolution of the Oedipal conflict, women were seen as 

deficient and incapable of the levels of development which might be attained by men in the 

normal course of events. Freud identified puberty as another critical period in 

development. It was seen as a time which was necessary for the transformation of the 

girl's essentially masculine sexuality into a feminine sexuality. In order to accomplish 

this, the young girl must have come to grips with "the fact of her castration" (1931, p. 

229). 

Erikson (1959) modified and furthered Freud's work in the development of eight 

stages of psychosocial development. Unfortunately the young girl does not fare much 

better under Erikson's model. For men the consolidation of identity precedes intimacy and 

generativity, whereas women's identity development seems fused with the development of 

intimacy and generativity. Though these differences were apparently clear to Erikson, 

this recognition resulted in no change in the epigenetic model of development. In Erikson's 

view optimal development involved the resolution of identity issues prior to dealing with 

intimacy tasks. Women continued to be seen as deviant. 

Kohlberg (1981) presented a stage theory of moral development. Aside from the 

obvious flaw of using only male subjects in the early research from which the model was 

derived, Kohlberg suggested that moral development involved the emergence of an 

increasingly complex understanding of individual rights. The issue of moral 

responsibility is not addressed at all by Kohlberg's theory. The individual has a right to do 

whatever he/she pleases as long as it does not interfere with the right of another. This 

notion that a healthy adult asserts his/her rights without impinging on the rights of 

others is basic to Kohlberg's theory. Women, however, tend to think, not in terms of their 

own rights which do not interfere with the rights of others, but rather of how best to 

fulfill their multiple obligations to self, family and society (Gilligan, 1982). This effort 

to mesh one's own rights with the rights of others, rather than simply avoiding violating 

another's rights, is not recognized by Kohlberg as a healthy, mature approach to the 
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formation of moral judgments. Women are not incapable of making moral judgments in 

accord with Kohlberg's model. Indeed, they can reason in the same way that men do on the 

hypothetical dilemmas (Gilligan, 1982). It is in real life situations that the difference in 

the approaches of men and women are observed and important. Because of this different 

perspective, women can be judged as morally deficient by the criteria set forth by 

Kohlberg. 

Much of the research which has been done on female alcoholism suffers from the 

same problems as developmental theory and research. There has been an underlying 

assumption that alcoholism in men and alcoholism in women has the same etiology. The 

tendency to use an alcoholic male sample and generalize the results to all alcoholics, or 

even worse, to postulate a theory of why men drink, and then assume that women drink for 

the same reasons, parallels the tendency in other areas, such as developmental theory, to 

study men and assume that the findings are applicable to men and women. 

Male alcoholics are more numerous than female alcoholics. Because of societal 

attitudes they may also be more available to the researcher. These semi-legitimate 

reasons for using male samples and generalizing to the female population are only part of 

the problem, however. A review of the literature concerning alcohol, indicates a 

prevailing belief that there are no differences between men and women alcoholics, and 

that those differences that do show up are signs of weakness or deficiencies in the women 

who do not conform to the established (male) norm. 

Recent research with women (Chodorow, 1974; Gilligan, 1982; Sorell & 

Busch-Rossnagel, 1983) indicates that not only is there a difference in what is "normal" 

for men and women, but that no single dimension, taken alone, can accurately describe 

female development. In order to view any aspect of a woman's development, it is 

essential to view her in context. Women view themselves not as separate and autonomous 

beings, but in terms of their relationships with others. Identity and intimacy in women 

seem to be inextricably linked. 
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Although Riegel's (1973) dialectic theory was not formulated with women 

specifically in mind, it is a theory that is particularly applicable to viewing women's 

issues. He suggests that one must study "a changing individual in a changing world" 

(Riegel, 1975, p. 50). Riegel (1973) postulates that each individual functions in four 

dimensions inner-biological; individual-psychological; cultural-sociological; and 

outer-physical. No single dimension is seen as more important than another. No dimension 

viewed in isolation provides an explanation of change. It is the interactions within and 

among these dimensions that are of particular importance to Riegel's theory and of 

particular interest in this study. Riegel's notions of the need to view the individual 

through multiple lenses underlies a contextual perspective. 

Reese and Overton (1970,1973) have written extensively on the characteristics of 

the mechanistic and organismic paradigms. It is their contention that all theories may be 

catagorized as adhering to the basic assumptions of one or the other world view. Although 

differing in their interpretation and use of the basic assumptions, each views the world as 

permanent and uniform, and the laws of development as absolute. The mechanistic 

theories view stability as an underlying characteristic of development, whereas the 

organismic theorists view change as the critical element. Reese and Overton suggest that 

all developmental theories adhere to the tenets of one or the other world view, and 

further, that the assumptions of each are mutually exclusive. A contextual-dialectic 

approach Is based on the assumption that there is constant change at all levels, and that 

each level is embedded with all of the other levels (Lerner, Skinner & Sorell, 1980; Lerner 

& Busch-Rossnagel, 1981). This view stresses the "plastic and social natures of biological 

and psychological development" (Lerner & Busch-Rossnagel, p 9). It is assumed by a 

contextual-dialectic approach that no single dimension can explain development or change, 

nor is it possible to identify as singularly important any one dimension, since none can be 

isolated from the others. 
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Previous research efforts have tended to investigate the characteristics of the 

alcoholic woman from a single perspective, or in a single dimension. Little attention has 

been paid to the interactions among and between the dimensions. Each dimension has been 

investigated as if it could be isolated from the others. The influences of the other 

dimensions, and the interactions among and between dimensions have largely been ignored. 

Depending on one's perspective, an individual may be viewed as a whole, reduced to 

its various parts, or seen as a cog in the giant wheel of society. In other words, the 

individual may be viewed as a biological system, but he/she is also part of a larger 

system, the family, and a subsystem of society in general. Hall and Fagen (1956) define a 

system as a set of objects together with the relationship among the objects and their 

attributes. A general systems perspective is widely taken in the social sciences at this 

time. One might argue that this theoretical perspective would be not only useful in 

examining alcoholism, but in step with the trend in both research and theory in the 

behavioral sciences. A review of the literature from a systemic perspective reveals little 

basis for this argument. Although general systems theory does acknowledge the 

characteristics of the individual in the system, it appears that in practice, particularly 

with regard to the practical therepeutic applications, that systems theory begins with the 

dyad. It views the interactions between the several objects within the system. Although 

it may be said, with some justification, that research on female alcoholism, which to date 

has been unidimensional, has little explanatory, discriminitive, or predictive value, it does 

not appear that disregarding the individual alcoholic is a useful response to overemphasis 

on certain individual characteristics. A theoretical perspective which gives weight to all 

relevant factors, without a preconceived idea of the importance of each of the various 

factors, is needed to explain female alcoholism. 

Kissin and Hanson (1982) discussed the trend in psychiatry and other disciplines to 

acknowledge the complexity of behavioral disorders. Each discipline acknowledges the 

influence of the others, and the value of their findings, but continues to see its own 



14 

findings as the most important, with findings from other disciplines simply adding or 

subtracting in a linear fashion to the basic pathology. In the study of schizophrenia, for 

example, one group stresses defective metabolism. Another holds that it is caused by 

defective ego structure, while a third points to dysfunctional family interactions. The 

biological psychiatrist treats with medication. The psychoanalyst relies on extended 

psychotherapy and psychoactive drugs for the identified patient. The systemic therapist 

ignores the individual pathology and attempts to restructure the family. 

A similar entrenchment in adherence to a model is found in the field of alcoholism. 

The physiological perspective focuses on hereditary issues and medical indices. The 

psychological theorists emphasize alcoholism as a symptom of underlying psychological 

deficits. The proponents of the social or cultural view consider alcoholism primarily as a 

behavioral problem deriving from family-related factors and/or exacerbated by societal 

expectations and cultural norms. 

The need to view a woman in context, and the paucity of heuristic findings from 

unidimensional studies of alcoholism, suggest that an examination of female alcoholism 

from a contextual-dialectic approach is both theoretically sound and intuitively useful. 

Each dimension needs to be considered. The relationship between and among dimensions 

must be viewed. The theory allows for the possibility that a dimension may have more or 

less importance depending on the presence or absence of indicators in other dimensions. 

For example, one might hypothesize that the loss of the wife role at midlife through death 

or divorce would be significantly correlated with the later development of alcoholism in 

women with a high rate of gynecological and/or obstetrical problems, or with a history of 

depression, but not in women without such a history. Thus, the loss of a role, which has 

been identified as correlated with female alcoholism is seen, not as a causal factor, but 

as a variable which may, in the presence of other variables or conditions, be a significant 

factor in the development of female alcoholism. A dialectic perspective allows for the use 

of significant findings in the research while providing an alternative way of viewing the 
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phenomena of female alcoholism, i.e., asynchrony between and among the dimensions. 

The focus of this study is on the interactions among and between the biological, 

psychological, and sociocultural/historical variables identified as correlated with female 

alcoholism. However, in order to assess the relevancy of a variable to female alcoholism, 

one must be aware of, and vigilant toward, the assumptions that a variable is important to 

the study of female alcoholism because it has been found to be relevant to alcoholism in 

men. 

RrQbiems of Research Bias 

The following quotation from Roizen £lal. (1979) may be used to highlight the 

problems of research bias in female alcoholism. They suggest 

It seems that one can weave a good part of this gestalt by beginning 
with the idea that alcoholism in women is (1) more frowned upon than 
alcoholism in men. From (1) it may follow that (2) women therefore 
will keep the condition hidden longer and (3), thus, that it will be 
more highly developed when it finally comes to the attention of the 
agents of social response to alcoholism. Because alcohol misuse is 
more frowned upon, only women who are (4) more deviant or more 
pathologic in the first place may become alcoholics. Thus, ( 5) women 
alcoholics may be more difficult to treat. Since heavy drinking (and 
thus the development of alcoholism as well) may be part of the 
masculine role for some men, men may develop alcoholism as a matter 
of course, and without specific circumstances or events to prompt it; 
women, on the other hand, (6) are not expected to be heavy drinkers 
as a matter of course, and thus will develop alcoholism more often in 
specific life events or circumstances. Or, because such drinking in 
women more pointedly demands an account or explanation (7) women 
will be better at retrospectively providing them. (Roizen glai- . 1979, 
p. 55) 

A first reading has one nodding at this succinct explanation of female alcoholism. 

Almost everyone would agree that society views alcoholism differently in men and women. 

A man weaving down the street is viewed with amused tolerance. A woman doing the 

same thing is the object of disgust and derision. However, there is little evidence that 

women keep the condition hidden longer, let alone that they do it because of society's view 

of their behavior. The assumption that women who develop an alcohol problem are more 
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deviant than other women to begin with may be so, though no evidence has been found to 

support this. However, one would assume that alcoholic behavior is deviant by definition, 

in men and in women. Focusing on the deviancy of women alcoholics, while accepting the 

same behavior in men as normal, is a fine example of the bias which is pervasive in the 

theories, research, and treatment of the female alcoholic. If, however, one does accept the 

notion that women alcoholics are more deviant than their male counterparts, one might 

also accept Roizen's suggestion that women alcoholics are more difficult to treat than 

men alcoholics. Again there is no evidence of this in the literature. Furthermore, if such 

evidence did exist, one certainly could make a good argument that the problem is not in the 

alcoholic woman's response to the treatment, but rather a self-fulfilling prophecy based 

on the negative attitudes and expectations of the treatment provider. 

Roizen filal- (1979), in "weaving a gestalt" establish causal relationships where none 

have been shown to exist. For example, it is true that women are not expected to be heavy 

drinkers. The research also provides some support for the idea that some women do begin 

abusive drinking in response to a specific life event. There is, however, no evidence that 

the drinking expectations of society cause women to drink in response to a circumstance 

or life event. The inference that women respond to society's disdain for their abusive 

drinking by conjuring up plausible rationalizations is not supported by the research which 

investigated the timing of life events and abusive drinking (Lisansky, 1957: Wilsnack, 

1973a; Morrissey & Schukitt,1978). It does, however, speak eloquently to society's need 

to blame the victim, and subsequently walk away with its righteousness intact. 

The research issues which have been identified above are important when taken from 

a contextual-dialectic perspective. The attitude toward women at various points in time 

is a factor which influences results. The assumptions underlying the etiology of 

alcoholism emanated from a socio-cultural perspective. Political factors influenced the 

research undertaken and the results reported. Women in alcoholism research, as in so 

many other instances, suffer from biases of commission and omission. It is not possible 
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to study female alcoholism from a contextual-dialectic perspective without being aware 

of the influences which have contributed to past endeavors and findings. The Issue of 

research bias is a factor which needs to be borne in mind as literature in the biological, 

psychological and sociological dimensions Is reviewed. 

In reviewing the literature on women alcoholics, it is striking to note the lack of 

research prior to 1970. Schuckit (1972) reported locating only 29 English language 

studies on female alcoholism for the period 1929 to 1970. Much of this work was 

dominated by moral or legal undertones. The attitude that alcoholism, particularly 

alcoholism in women was a moral issue, discouraged attempts at objective scientific 

investigations (Kinsey, 1966). Kinsey suggests the avoidance of scientific research 

concerning female alcoholism, particularly in the behavioral sciences, emanated from a 

fear that a non-moralistic conceptualization would lead to excuses for inebriation and 

vindicate the alcoholic from moral responsibility for her behavior. 

Although the moralistic view has been prevelant in all alcoholism research, it has 

been particularly blatant in assumptions underlying studies on female alcoholism. Social 

and cultural mores have colored what little work was done (Lisansky, 1957; Curlee, 

1967). Women, for example, exhibiting the same indices of alcoholism as men, are seen 

as more pathological (Curlee, 1970). 

In a study using 100 consecutive admissions of male and female patients at a well 

known treatment facility, Curlee found no differences in either the severity of alcoholism 

symptoms or the course of treatment or recovery. The two groups showed similar profiles 

on the MMPI upon admission, although there were some anticipated differences based on 

gender norms on individual scale scores. Women, for example, scored significantly higher 

on Scale 3 (hysteria). Men scored higher on Scale 9, suggesting that male alcoholics were 

energetic, impulsive, and full of drive. These scores might be interpreted in the light of 

psychological differences between male and female alcoholics, or as indicators of 

different rates or levels of deviance. One might also consider societal expectations and 
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cultural patterning as an explanation of these findings which support stereotypical 

sex-typed behaviors. 

Curlee (1970) did report significant differences in the prior treatment history of the 

male and female subjects. Only 15 men had a previous psychiatric admisssion, whereas 43 

women had had previous psychiatric admisssions. Eleven women had been treated with 

convulsive therapy. None of the men had been treated in that way. Forty-three women and 

20 men reported using tranquillzing drugs and sedatives. Of those, 58 % of the women and 

50% of the men were considered to have a problem with medication use. The fact that 

twice as many women had been prescribed tranquilizers and sedatves might support the 

theory that female alcoholics are "sicker" than their male counterparts. It might also be 

an indicator of physicians' tendencies to medicate women. 

Suicide has often been used as an indicator of psychological dysfunction. In Curlee's 

1970 study, one man had threatened, but had not attempted suicide. Eleven women had 

attempted suicide, several on more than one occasion. One might interpret these histories 

as supportive of the notion that female alcoholics are in fact more pathological than male 

alcoholics. Alternatively, the tendency of our culture to find rational explanations for 

male behavior, and to attribute female behavior to "emotional problems" cannot be ignored 

as an explanation. Depression is a much more acceptable diagnosis for a woman than is 

alcoholism. 

Sixty-nine of the men were married to their first wives. Seven were separated but 

expected to return to the first wife at the conclusion of treatment. Fourteen of the men 

were divorced. Of the women, 54 were married to their first husband. Of the six who were 

separated, none saw reconciliation as a possibility. Twenty of the women were divorced. 

These figures are often cited in the literature to support inferences concerning the 

severity of pathology in women. Factors such as a woman's limited financial, social and 

career options upon leaving an unsatisfactory marriage may explain why women stay with 

alcoholic husbands. Men do not generally need to consider such factors when deciding to 
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leave an alcohoic wife. It is an accepted cultural view that a wife ought to be a help, not a 

hinderance to her husband in his affairs. One could hardly expect a man to tolerate a 

drunken wife. Women are expected to stand by their husbands. It appears that there are a 

number of plausible explanations for the difference in divorce rates between alcoholic men 

and alcoholic women: the severity of pathology of alcoholic women is not one of them. 

Curlee (1970) suggests that the view that female alcoholics are more pathological than 

male alcoholics is supported only by history, not by actual treatment and recovery 

outcomes. Women did report past treatments, particularly in psychiatric facilities. 

However, no Indices of pathology differed between men and women alcoholics in 

treatment. A cultural bias which labels women as 'sick' and accepts a psychological 

diagnosis for a woman more easily than for a man, seems as supportable an explanation of 

the different treatment histories as an explanation of pathology. 

Much of what is commonly held to be "fact" about the female alcoholic is unsupported 

by the research (Corrigan, 1974). For example, drunken women are viewed as more 

promiscuous than men (Sheehan & Watson, 1980) although there is no evidence that 

lowering of sexual inhibitions under the influence of alcohol is greater in women than in 

men. Levlne (1955) suggested that frigidity was the characteristic sexual problem 

reported by alcoholic women, occassionally accompanied by promiscuity, but more often by 

inhibition and lack of interest. What seems to underlie the assumption of an association 

between drinking and promiscuity in women is society's greater disapproval of multiple 

sexual relationships in women. In addition, this assumption seems to imply that since 

women's drinking is seen as more deviant or abnormal than men's, it must have more 

serious and unacceptable consequences. 

McClelland (1972) concluded that men drink to satisfy a need for power. Although he 

recognized that the findings from his all male sample might not be applicable to woman, 

many of his arguments assumed that men and women drink for the same reason. 

McClelland, for example, provided empirical support for the hypothesis that power needs 
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are important factors influencing drinking in men. It is generally accepted that men, 

across all cultures, drink more than women. McClelland suggested that this was because 

men were socialized to be self-reliant, high achieving and assertive. Because of these 

expectations, men were concerned with personal power. Women, on the other hand, were 

expected by society to be passive, dependent and self-effacing. Thus, women had less 

concern with personal power and, therefore, less need to use alcohol to achieve a sense of 

power. 

Wilsnack (1972a) suggested that there was an implicit assumption in this logic, that 

because men obtained a sense of power from the use of alcohol, women were affected by It 

in the same way with regard to power. In an attempt to verify these findings as 

applicable to women, Wilsnack used essentially the same strategy as McClelland had used 

to obtain data. Subjects attended informal parties and wrote imaginative stories using 

modified procedures of the Thematic Apperception Test (TAT). Twenty-three female 

subjects attended "dry" parties, and 26 females took part in the "wet" party. McClelland's 

scoring system was used to test the power hypothesis. Wilsnack (1971) reported that 

drinking had no significant effect on themes of social power. In addition, drinking 

significantly decreased themes of personal power among women. The danger of making 

assumptions about women's drinking patterns, and the effect of drinking on women from 

data obtained from men is well illustrated by McClelland's theory on alcohol use and power 

which has not been replicated when a female sample is used. 

McCord and McCord (1962), researching from a psychoanalytic perspective, concluded 

that both men and women drink to satisfy dependency needs. The assumptions underlying 

"dependency theories" focused primarily on oral-dependency needs. These theories 

postulated that drinking alcohol allowed the individual to meet oral needs while 

maintaining a facade of adult behavior and independence (Wilsnack, 1972). The McCords' 

sample also included only men. The conclusion on women was based on a speculation that 
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there are fewer women alcoholics because women have more opportunities to meet their 

dependency needs, and consequently, less need to use alcohol. 

In the same study reported above, Wilsnack (1972) also attempted to replicate the 

McCords' findings with women. She hypothesized that alcohol use by women would 

increase feelings of dependency need gratification, that is, a sense of being nurtured and 

cared for. This hypothesis was not supported. In all, the research tends to show a bias 

that indicates that problem drinking among men is "normal," whereas the same behavior in 

women is pathological and neurotic (Haas, 1975). In men alcoholism is viewed as a 

primary problem. Female alcoholism Is often viewed as secondary to a primary disorder, 

often a character defect or a personality disorder (Haas). 

Lisansky (1957) interprets the disturbing effect of female alcoholism on society 

as a response to the violation of the American ideals of the self-controlled lady-like 

behavior expected of women. In 1798 Emmanuel Kant suggested that women and Jews both 

had a lower rate of alcoholism than Christian males because they held a special place in 

society. In theory, in order to maintain that special position it was necessary that women 

and Jews adhere to a higher set of principles than non-Jewish men, which, among other 

restrictions, ruled out intoxication. Hirsch (1962) noted that women represent important 

social and moral symbols that are the basis of society. Drunkenness does not fit with 

society's notion of woman as a "faithful, loyal, and submissive wife; a dedicated and 

loving mother; a competent and diligent housewife; and an unquestioning supporter of the 

moral and religious values of her society" (Williams, 1983, p. 8). Knupfer (1964) 

identified women as having two primary functions to fulfill. The role of homemaker may 

be only moderately Impaired by the use of alcohol. However, it is widely assumed that 

heavy drinking interferes with a woman's sensitivity to others, essential to her role as 

childrearer. 

The effects of bias in early research on alcoholism colors what is believed and 

taught today about alcoholism, as well as influences the approaches to research taken in 
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recent years. The respected and scholarly work of E. M. Jellinek (1960) has recently come 

under criticism (Blume, 1985) for underestimating the prevelance of alcoholism in women. 

He based his empirical studies on the incidence of cirrhosis mortality data. From his data, 

Jellinek concluded that the ratio of male to female alcoholism was between 5:1 and 6:1. 

Efforts to replicate these findings, even using Jellinek's own formula , have failed. By 

using only mortality rates, and ignoring other data such as hospital admissions, police 

reports, and court records available to him at the time, Jellinek underreported the 

incidence of female alcoholism (Roizen & Milkes, 1980). In spite of the failures to 

replicate Jellinek's results using data available to him at the time of his study, the ratios 

he reported continue to be cited by those who would "prove" an increase in female 

alcoholism. 

Blume (1985) suggests that biases in reporting the effects of alcohol on women did 

not end in the forties with Jellinek. The tables and wheels which indicate blood alcohol 

levels (BAC) after a specified number of drinks apply only to men. The original data used 

to establish base levels and increases were gathered on both men and women. Results for 

men were neat and clean, resulting in the graphs and wheels. Results for women, however, 

were a "mess" and were thrown out. 

In 1976 a well financed study of thousands of treatment and follow-up histories of 

alcoholics in federally financed treatment programs yielded data on a group of alcoholic 

men in treatment, a group of alcoholic women in treatment, and a group of men who had 

been arrested for driving while intoxicated. The early findings of the the study, known as 

The Rand Report, were published with a table for men, one for DWI (driving while 

intoxicated) and one for women. The findings for women were so discrepent from the other 

data that they were never interpreted. In sum, the research upon which we currently base 

views of female alcoholism is often weak, contradictory and colored by societal views. 

We may assume that the researcher is, consciously or unconsciously, influenced by 

many of the same attitudes held by other professionals and society at large, and a bias 
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against the female alcoholic is not limited to the researchers. The view that the woman 

alcoholic Is seen as different, and sicker than her male counterpart is illustrated by Haas 

(1975). "A doctor who is faced with a female alcoholic tries more to find the reasons for 

such behavior than he does when he is faced with a man" (1975, p.1). The research 

approaches to date, and the biases inherent in them, is well summed up by Haas' 

observation that "the question almost implicitly draws a distinction between habitual, 

social, almost "normal" drinking that we find in male alcoholism, and female alcoholism 

which is pathological, abnormal, and psychoneurotic" (p.1). 

The theoretical perspectives prevelant in the research on female alcoholism are 

rooted in the traditions of biological, psychological, or sociocultural models. The 

biological model is essentially a medical model, concerned with genetic and hereditary 

variables, as well as diseases correlated with alcoholism. The psychological model views 

alcoholism as a symptom of underlying pathology. The sociocultural model defines 

alcoholism in terms of conformity with socially acceptable behaviors and norms. Research 

approaches have been colored by the political and social structure of the various periods. 

Findings have been interpreted in the light of the prevailing theoretical model and the 

changing view of society concerning women. It is argued in this study that the 

understanding of female alcoholism, and perhaps the ability to discriminate between 

alcoholic and nonalcoholic groups of women, will benefit from a contextual dialectic 

approach to research design and interpretation of the findings. In the following sections 

the literature on female alcoholism are grouped in one of the three dimensions, biological, 

psychological, and sociocultural, under consideration. Alternative interpretations that 

take into consideration the biases discussed above and that are consistent with a 

dialectical theoretical perspective were offered. 
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Research in the Biolooical Dimension 

The medical model views alcoholism as a disease. The abuse of alcohol is regarded 

as a symptom of an underlying disturbance of physiology or structure. Hill (1981) 

presented a "vulnerability model" which considers biological vulnerability as a component 

of an evolving process of alcohol addiction. In a later paper (Hill, 1984), she emphasized 

the futility of discussing vulnerability without taking into account findings which indicate 

that alcohol use affects men and women quite differently. 

Studies have shown an increased incidence of alcoholism in relatives of alcoholics 

when compared to the general population or some other control value, such as surgical or 

psychiatric populations. The vulnerability to, and incidence of alcoholism may be due to 

genetics or to family environment, or perhaps to a combination of both. Although the 

effect of the environment is a difficult variable to control, there have been a number of 

studies using twins and adoptees which are cited to support the role of genetics in the 

etiology of alcoholism. 

Cadoret (1976) reviewed a number of studies from Europe and North America. The 

samples were taken from different cultures and socioeconomic levels. Each study 

presented morbid risks for alcoholism in first degree relatives (parents and siblings) of 

both an alcoholic sample and a comparison group. Results indicated that alcoholism 

occurred more frequently in families of alcoholics. The risks for alcoholism appeared to 

follow a definite pattern: male risks for alcoholism were higher than female risks for both 

parents and siblings, and the risk for both male and female relatives was higher than for a 

corresponding control group. Although the family study method does not prove genetic 

transmission of alcoholism, it does point to important familial factors, that is, 

correlations suggesting that alcoholism runs in families. 

These family studies also Indicate that affective disorders are a familial factor in 

alcoholism. The higher rate of affective disorders among the families of female 

alcoholics has been interpreted as supporting the notion that alcoholism is symptomatic of 
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a psychological disorder. From a contextual dialectic perspective an argument which is 

based on genetic predispositions and hereditary factors belongs in the biological 

dimension. Thus, these studies relating alcoholism to family incidence of alcoholism and 

affective disorders will be considered in this section and referred to in the review of 

psychological explanations of alcoholism. 

Women alcoholics have a greater incidence of parental and familial alcoholism than 

do male alcoholics (Cotton, 1979). Although men with alcoholic parents, fathers 

particularly, are more likely to develop alcoholism than are women, the rate of alcoholism 

in the families of women alcoholics is higher than that of men alcoholics. Fort and 

Porterfield (1961), sampling 33 female Alcoholics Anonymous members, interviewed the 

alcoholic women, and requested responses to questionnaires from relatives. They reported 

alcoholism in 6% of the AA members' fathers, 3% of the mothers, and 24.2% of siblings. 

Jones (1972) interviewed 1013 male alcoholics and 320 female alcoholics in private 

inpatient facilities. They reported that 23% of the men and 34.1% of the women reported 

having alcoholic relatives. Rathod and Thomson (1971) interviewed thirty consecutive 

female admissions to an alcoholism unit of a British hospital. These women were 

compared to 30 male alcoholics being treated at the same time. The two groups were 

matched in age, duration of marriage, educational attainment and social class. Women and 

men In this study did not differ in the number of mentally ill first-degree relatives. Each 

group reported five. The men reported 12 alcoholic parents, 10 fathers and 2 mothers. Of 

the women, 14 had an alcoholic father and 6 a mother who was an alcoholic, a significant 

difference. 

The rate of alcoholism in the siblings of alcoholic women is striking. Lisansky 

(1957) reported that half of the women and a third of the men in her study came from 

families In which at least one of the parents was an alcoholic. However, only 9% of the 

siblings of the male alcoholics were reported to have alcoholism, whereas 24% of the 

siblings of the women alcoholics were reported to be alcoholics. 
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A review of twenty-eight studies reporting data on female alcoholism (Schuckit, 

1972) showed an increased rate of alcoholism among first degree relatives of women 

alcoholics when compared to the relatives of nonalcoholic women, with some reports of 

rates as high as 50% in the fathers and brothers of the subjects. Since the expected rate 

of alcoholism among men in the general population was somewhere between 5 and 8%, this 

was an obviously significant finding. The finding that female alcoholics were 

significantly more likely to have alcoholic parents, and particularly alcoholic siblings, 

than were either alcoholic men or nonalcoholic men and women, may also be interpreted as 

suggesting a genetic predisposition to alcoholism in women. Alternatively, these findings 

might be interpreted as support for the effect of environment on women. One might also 

hypothesize that abnormal relationships, such as those resulting from alcoholism, have 

more negative effects on women than on men, an interpretation from the sociocultural 

dimension. 

In a study of half-siblings (Schuckit, Goodwin, & Winokur, 1972), that is, a group of 

subjects who had a common parent and a different parent, 150 half-sibs were studied. Of 

these, 28 were alcoholic and 12 were not. Sixty-five per cent of the alcoholics had an 

alcoholic parent. Only 20% of the non-alcoholics did. Of the 42 who had an alcoholic 

biologic parent, 44% lived with the alcoholic parent, while 42% did not. Thus, there is no 

evidence in this study that alcoholism in a half-sib is related to living with the alcoholic 

parent. Rather there is some support for the influence of genetics in the etiology of 

alcoholism. 

Although the notion that there is a genetic factor in alcoholism is widely accepted 

among those who support a medical explanation for the disorder, the evidence supporting 

this notion comes primarily from studies with exclusively male populations. In addition, 

the design of the studies and the sample sizes have been criticized (Cadoret, 1976). 

There are, however, other biological aspects of alcoholism which lend support to the 

biological dimension as an important element for women alcoholics. 
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Several studies have compared men and women on the rate of absorption, distribution, 

and excretion of alcohol (Bell, Davidson & Scarborough, 1968; Jones & Jones, 1976). 

Jones and Jones calculated doses of alcohol on the basis of body weight for each subject. 

Blood alcohol levels were measured after consumption of alcohol. They found that women 

reached maximum blood alcohol levels sooner than males which indicated a more rapid rate 

of absorption for female subjects. Peak blood alcohol levels were also significantly 

higher for women. The observed differences in the handling of alcohol between men and 

women may be due in part to the findings that females have a substantially lower 

proportion of their total body weight in the form of water than men (50% vs. 60%) (Bell, 

Davidson, & Scarborough, 1968). 

Although the women In the Jones and Jones (1976) study became more intoxicated 

(that is, attained higher blood alcohol levels) than men, the women also metabolized 

alcohol faster than men. It was observed that peak blood alcohol levels were consistent 

in men who were tested several times. The women showed considerable variation 

dependent on the point of the menstrual cycle at which the test was performed. Women 

on oral contraceptives metabolized alcohol more slowly and more consistently than 

women who were not. Their rates of metabolizing were much more similar to men's rates 

than they were to the rates of women not on oral contraceptives. Male and female 

hormones have an effect on tissues other than the reproductive tissues. Over or under 

secretion of estrogen, progesterone, and testosterone is known to play a part in many 

disorders unrelated to reproduction. There is reason to believe that alcohol, which is 

nonspecific in Its effect on the body, affects the secretion and breakdown of these 

hormones (Hill, 1984, p 44). It is also possible that the sex differences in the rate of 

absorption found by Jones and Jones (1976) are related to hormone levels rather than 

difference in the proportion of body water between men and women. Once again, it is 

clear that there is an inherent danger in using data gathered from a sample consisting of 
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only one sex subjects, and assuming or inferring that the findings are valid when applied 

to members of the opposite sex. 

The interrelationship of female alcoholism and female physiology has been studied by 

a number of researchers with conflicting results. A direct relationship between 

premenstrual tension and the cyclical nature of some women's drinking was postulated by 

Wall (1937) and Lolll (1953). The 50 women in the Wall study were classified under 6 

diagnoses: alcoholism without psychosis (a =13); psychopathic personality with 

alcoholism (8); delerium tremens (n=13), acute hallucinations (n=5), Karsakow's 

psychosis (n=7), and alcoholic deterioration (n=4). One might note, although the author did 

not state this, that all of the diagnoses, with the exception of psychopathic personality, 

refer to varying degrees of severity of primary alcoholism, and are differentiated by the 

descriptive symptom. Dysmenorrhea was present in 40 of the 50 women. Additionally, 

they complained of "premenstrual depression of spirits" (Wall, 1937, p. 944). 

In a study of 34 alcoholic women, a control group of ten nonalcoholic wives of 

alcoholics, and a normative sample of 150 women, Belfer, Schader, Carroll and Harmatz 

(1971) found that the majority of the alcoholic subjects (67% of the menstruating women 

and 46% of nonmenstruating women) related their drinking to the menstrual cycle, and 

particularly to the premenstrual portion of the cycle. There were no significant 

differences between the alcoholic women who reported menstrual difficulties and those 

alcoholic women, whether they were premenopausal or postmenopausal, who did not report 

such problems on any measures used in this study. As a group, the alcoholic women did 

differ significantly from the nonalcoholic wives and from the normative sample on 

measures of anxiety and depression, but not on the femininity scale of the California 

Personality Inventory. This finding is at odds with frequent reports in the literature 

indicating that alcoholic women are either "ultra feminine" (Jones, 1971) or that they 

tend to "masculine identification" (Wilsnack, 1973b). Belfer glal- found no correlation of 

alcoholism and overt disturbance of menstrual or sexual function. This lack of medically 
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verifiable dysfunction might suggest that premenstrual correlates with alcoholism ought 

not be considered a biological variable, but rather might be looked at as a variable In the 

psychological or sociocultural dimension. Lisansky (1957) suggested that a woman's 

emotional adjustment to an acceptance of feminine physiological functon has greater 

consequence than the event itself. Thus it could be that the relationship of alcohol use and 

the menstrual cycle Is a biological phenomena, somehow connected to changing hormonal 

levels. It might also be a spurious connection with psychological problems. Alternatively, 

one might view the widely differing rates of premenstrual difficulties across cultures and 

consider these findings to be the result of sociocultural factors . 

Podolsky (1973), a psychiatrist, reported seven case studies. The woman varied in 

their socioeconomic backgrounds, education, success in marriage and employment. 

However, all were characterized by severe prementrual pain and tension. Six of the seven 

began drinking alcohol as teenagers, and all but one was a "confirmed" alcoholic within 

three to four years. The one woman who began drinking at age 31 married at 15, and had 

had 7 children when the marriage ended ten years later. She was a "confirmed and 

addictive" drinker by age 34, three years after the onset of alcohol use. Podolsky 

concluded that women who drink to relieve premenstrual tension, and whose drinking 

varies greatly depending on the point of the menstrual cycle, are "characterized by 

dependent, passive needs, and reactions of depression, tension and anxiety, with feelings 

of rejection and lonliness. These women are basically feminine and immature with strong 

needs for love and protection as well as a craving for companionship" (p. 818). It is not 

surprising that, as a psychiatrist, Podolsky focused on the psychological dimension. He 

states that the psychological aspect of premenstrual tension seems related largely to the 

psychical manner in which the patient accepts her menstrual functioning. He also 

suggested that the woman may unconsciously use the menstrual function to express 

distress about environmental situations of life, interpersonal relationships, or her own 

attitude concerning the fact of her being a woman. It is interesting to note, however, that 
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all of these women developed alcoholism in a relatively short period of time, and most of 

them at an early age. From a biological perspective, one might wonder about the effect of 

hormones on the drinking, and drinking on the body, which resulted in "confirmed" 

alcoholism in less than half the number of years it generally takes for a women to develop 

a serious drinking problem. It appears that in an issue that one might view clearly as 

biological, another might reasonably explain from a totally different perspective. From a 

contextual dialectic perspective, each provides a piece of the puzzle. Neither has a 

complete explanation. 

The studies attempting to correlate alcoholic drinking and the menstrual cycle often 

fail to take into consideration the psychological, social, and historical factors which may 

color the findings. In 1975, Browne-Mayers noted that 80% of the women in Wall's 1937 

study (data gathered in 1933) and 23% of women hospitalized in 1972 reported 

dysmenorrhea. The behaviors reported, weeping, lightheadedness, fainting etc., were 

largely learned "feminine" responses which, according to Browne-Mayers, may have had 

more to do with prevailing sex-role attitudes than an explanation for alcoholic drinking. 

Browne-Mayers may have a point with her implication that the symptoms reported in the 

1937 study were stereotypical responses to societal norms. On the other hand, it is 

equally true that Browne-Mayers' own work was done at the height of the women's 

movement, when any suggestion that women might be different, particularly in physical 

weaknesses to men, was disdained. In light of recent studies on PMS and its effect on 

women both physically and psychologically, it would be premature to use her findings to 

dismiss the possibility of a meaningful relationship between alcoholism and the menstrual 

cycle In some women. It appears that research on a biological variable such as menstrual 

difficulties has suffered from a lack of a dialectical/contextual perspective in which the 

interrelationships among the physical, psychological, and sociocultural dimensions of a 

phenomena such as menstruation might yield better explanatory findings, particularly as it 

affects the drinking behavior of alcoholic women. 
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Gynecological and obstetrical problems are often correlated with alcoholism. 

Kinsey (1966) reported that a sample of hospitalized alcoholic women frequently 

associated the onset of alcoholism with physiological disorders. Frigidity was reported 

by 28% of the sample and infertility by 74%. Wilsnack (1973a) studied gynecological and 

obstetrical difficulties of alcoholic women (n = 23) and a control group (n = 23). The two 

groups differed significantly on variables related to obstetrical and gynecological 

problems. In the alcoholic group 78% of the women reported difficulties. Thirty-five per 

cent of the control group had problems. Among the alcoholic women 13% conceived only 

after artificial insemination or surgery. None of the nonalcoholic women reported this 

difficulty. Twenty-six percent of the alcoholic women reported being unable to become 

pregnant or to carry to term, as compared to only 4% of the control group. A difficult 

labor was reported by 9% of the alcoholic women and none of the nonalcoholic women. 

Among the control group, 9% reported having a Caesarean section or complications due to 

the Rh factor, difficulties not found among the alcoholic women. 

Although these findings support a biological explanation of alcoholism in women, one 

might make note of the difference between the difficulties experienced by the alcoholic 

and nonalcoholic women. Ceasarean sections are generally necessitated by either the 

mother's bone structure or the size or position of the baby, whereas the Rh factor is 

clearly a genetic characteristic. On the other hand, those difficulties reported by the 

alcoholic women are less obviously "pure" physical problems. Such problems as frigidity 

and difficult labors may be heavily influenced by both psychological and sociocultural 

factors such as anxiety, attitude toward motherhood, and the norm of society on the 

number of children which is appropriate. Once again one is faced with the importance of 

viewing the interactions of bio-psycho-social variables rather than taking the traditional 

approach of labeling findings as supportive of one dimension with the influence of other 

dimensions considered inconsequential or peripheral (Kissen & Hann, 1982). 
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Whether gynecological problems act as a precipitating factor In a woman vulnerable 

to alcoholism, or these problems are a result of abusive drinking is not clear. In the 

Wilsnack (1973a) study cited, no range of ages was provided. However, the mean age of the 

alcoholic group In that study was 44.3 years (SD 8.7) as compared to 44.3 (SD 8.2) for the 

control group. Gomberg (1976) notes that the age distribution of the women suggests that 

the gynecological problems preceded the abusive drinking. Most of the reported 

gynecological problems occurred before the onset of alcoholic drinking. She also 

postulates that, given the high rate of alcoholism in the families of alcoholic women, 

there may be a contributing genetic factor to both alcoholism-proneness and 

gynecological-obstetrical problems. 

It has been suggested (Wilkerson, Santamaria, & Rankin, 1969) that there may be a 

relationship between menopause and the liver's ability to withstand the toxic effects of 

alcohol. The incidence of cirrhosis of the liver increases slightly with age among men. 

There is a marked increase in its prevelence among women alcoholics between the ages of 

30 and 60. Between 1963 and 1973 deaths from cirrhosis of the liver rose more than 40 % 

among women in the 55-64 age range (U.S. Statistical Bulletin, 1977). This may be due to 

an effect of hormonal changes associated with menopause on the liver. However, it may 

also be attributable to the later onset of alcoholic drinking among women, and the 

relatively shorter period of drinking among women before the onset of problems. There is 

some evidence that steady drinking is more destructive to the liver than binge drinking, 

and that womenrare less likely than men to engage in binge drinking (Wilkinson, 

Santamaria & Rankin, 1969). With all of the data indicating dramatic increases in 

cirrhosis of the liver among women, it is unclear whether there is , in fact, an increase in 

the incidence of female alcoholism, or whether the increase can be attributed to better 

reporting and a heightened awareness of the effect of alcohol use on the liver. The biases 

reported earlier with regard to the female alcoholic not only resulted in some negative 

attributions about her, but often conspired to protect her, or the image of women. 
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Therefore, early data on the various indices of female alcoholism leave something to be 

desired, and comparisons with statistics available today which indicate large increases in 

female drinking and drinking problems may or may not be accurate. 

Excessive death rates are found among alcoholics of both sexes when compared to 

actuarial data for nonalcoholics. Although it is widely known and accepted that alcohol 

abuse results In premature death, the risk is substantially higher for female alcoholics 

than it is for male alcoholics. The death rate among men who are alcoholics is reported to 

be 2 to 4 times higher than men in the general population. The death rate among women 

alcoholics is reported 2.7 to 7 times that of women in the general population (Hill, 1984). 

Alcoholic men die from circulatory disorders 1.7 to 3.0 times more often than other men. 

The risk of death from circulatory disorders for alcoholic women is 1.9 to 10.0 greater 

than for women In the general population. For cirrhosis of the liver, male alcoholics run a 

risk from 5.0 to 11.5 greater than men in the general population. Alcoholic women are 20.0 

to 25.0 more likely to die from cirrhosis of the liver than are nonalcoholic women. The 

figures for accidental deaths of all kinds for alcoholic males is 2.0 -15.2 per cent higher 

than the accidental death rate for nonalcoholic males. The rates for alcoholic women are 

10.0 - 70.0 % higher than the expected death rate for nonalcoholic women from such 

causes as falls, automobile accidents, pedestrian accidents, and accidental drowning. 

These mortality ratios vary from report to report, largely depending upon the method 

of comparison used. Some (Scmidt & deLInt, 1972; Dahlgren & Myrhed, 1977) argue that 

the figures are misleading because women in general have lower expected mortality rates. 

Both Schmidt & deLInt and Dahlgren & Myrhed calculated mortality rates for female 

alcoholics on the basis of expected mortality rates for men. By using this method, 

Dahlgren and Myrhed found similar rates of death for male and female alcoholics. Schmidt 

and deLInt concluded that the excessive mortality rate for male alcoholics is 2.0 and for 

female alcoholics it is 3.2. Hill (1984) suggests that the lower expected mortality rate 

for females in the general population is not a valid reason for rejecting women in the 
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general population as the comparison group for women alcoholics. She suggests that 

matching by age is the most appropriate way to compare mortality rates of any disorder. 

A review of the literature suggests that there is no aversion among male researchers 

to Identifying women as "psychologically sicker" (Knupfer, 1963; Rathod & Thompson, 

1971) than their male counterparts, but, as is illustrated by the studies cited above, there 

is resistence to allowing that they may be more physically damaged by the use of alcohol 

than men. Physical illness, after all, is seen as legitimate and "real." Psychological 

problems on the other hand, are often looked at as a sign of the weakness or deviance of 

the victim. 

Research clearly indicates physiological and biological factors contribute to the 

etiology of female alcoholism. Studies are often inconclusive, and sometimes 

contradictory in their findings. However, the volume of evidence which indicates a 

biological component in female alcoholism suggests that any attempt to discriminate 

between the alcoholic and nonalcoholic female must consider the biological factors which 

are part of the context within which alcoholism develops. It is also clear that any 

attempt to explain female alcoholism from a strictly biological perspective will be 

incomplete and inconclusive at best, and misleading and destructive at worst. 

In reviewing the literature on the genetic and physiological correlates of alcoholism, 

one is struck by the possibilities for alternative explanations. Many of the findings which 

are presented as strictly in the biological dimension can be interpreted from other 

perspectives. This investigation is contextually framed. The variables which are 

identified in the literature as important to the medical model, such as the incidence of 

familial alcoholism and the significant rate of gynecological and/or obstetrical problems 

associated with female alcoholism, will be considered in the biological dimension. 

However, a contextual dialectic approach assumes that there is an interaction between the 

biological factors and psychological attributes and social attitudes. It was this 

interaction which was the focus of this study. 
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Research in thq pcYr;holoQical Dimension 

Throughout history definitions of alcoholism have changed. Attempts to define the 

problem as a purely medical or moral problem, as well as efforts to link alcoholism with 

deep-seated psychological problems, have given way to a recognition that alcoholism is a 

complex disorder, manifesting Itself in different ways in different individuals (Saunders, 

1980). It is apparent that alcoholism is more often considered a psychological problem In 

women than it is In men ( Curlee, 1970; Karpman, 1948). Whereas the biologically 

oriented studies reported in the literature tend to Ignore women, studies concerning the 

psychological dimension of alcoholism focus a relatively large proportion of attention on 

women. It appears that considerable effort has been put into identifying alcoholism in 

women as a psychological problem. 

In an earlier section findings from genetic studies of familial Incidence of alcoholism 

(Fort & Porterfield, 1961; Jones, 1972; Rathod & Thompson, 1971; Schuckit, 1972) were 

discussed . These findings were presented as supportive of a medical model of alcoholism 

and therefore reviewed as a factor associated with the biological dimension in Riegel's 

model. However, In the literature, these genetic studies are generally interpreted to 

support alcoholism as a psychological problem. Comparisons are made between the rate of 

alcoholism and "other mental illnesses" in alcoholic probands and their first degree 

relatives. Some genetic studies (Amark, 1951; Bleauler, 1955; Pohlisch, 1933 ) cite 

increased rates of personality disorders in families with a history of alcoholism, when 

compared to families without such a history of alcoholism. It was not the purpose of this 

study to definitively categorize alcoholism as a biological, psychological or sociocultural 

problem. Rather, the confusion which exists is noted as supportive of a contextual 

approach to alcoholism in which the interactions of these dimensions is the unit of 

analysis, multiple variables are considered, and alternative explanations are posited. 

The difficulties in separating alcoholism from other psychological problems were 

addressed by Winokur, Reich, Rimmer, and Pitts (1970) who identified three types of 
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alcoholism based on familial factors of personality and affective disorders. Primary 

alcoholics are individuals who meet the criteria for alcoholism without any preexisting 

psychiatric conditions. Depressive alcoholics are those who meet the criteria for 

alcoholism and also have an affective (unipolar depression) disorder, which was present 

prior to the onset of alcoholism or independent in time from the alcoholism. The third type 

is sociopathic alcoholism in which the subject showed sociopathic behaviors prior to and 

concurrent with alcoholic drinking. 

Cotton (1979) warned of the difficulties that are faced by anyone trying to compare 

various findings on the frequency of alcoholism and mental illness in the families of 

alcoholics. Definitions of mental illness vary. Rathod and Thomson (1971) defined mental 

illness as a consultation with a psychiatrist, whereas others have used admissions to a 

psychiatric facility, or ongoing treatment for a mental disorder. Different definitions are 

used for the same diagnostic category (Cotton, 1979). Statistics available for mental 

Illness are less comprehensive and detailed than those available for alcoholism. 

Perhaps more important than these methodological issues Is the complexity of 

alcoholism. Clearly alcoholism has been diagnosed in a variety of personality structures, 

and no one personality type seems to be more susceptible to developing alcoholism than 

any other. Although studies have found alcoholism concurrent with various mental 

disorders (schizophrenia and manic-depression for example), it is very difficult to 

establish that the psychiatric symptom predates and is independent of the effect of 

alcoholism. Documenting episodes of depression during "proven" periods of abstinence 

from alcohol use Is both expensive and time-consuming. However, without such 

documentation the diagnosis of alcoholism as a secondary problem, a complication of 

another disorder, is suspect. 

In the Rathod and Thomson (1971) study referred to above, no difference was found 

between the number of first-degree relatives of the alcoholic men and women who had a 

history of mental illness. Cotton (1979) reported that the combined data from three 
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Studies which had gathered family histories on 654 schizophrenic patients yielded a rate 

of paternal alcoholism of 9.2%, whereas the Incidence of maternal alcoholism was 0.4%. 

Pitts and Winokur (1966) hypothesized a relationship between affective disorders and 

alcoholism. However, in their study of 366 patients being treated for affective disorders, 

this relationship was not supported. The rate of paternal alcoholism was 9.5% and the 

incidence of maternal alcoholism 1.1%. This is In sharp contrast to the 25 to 50% reported 

by two-thirds of the studies on rates of alcoholism in parents of alcoholics reviewed by 

Cotton (1979). A high rate of parental alcoholism is not a characteristic of a generally 

disturbed population, but a specific characteristic of populations of alcoholics. 

The argument generally made by those who view it as a psychological problem is that 

alcoholism Is a symptom of underlying mental disturbance or faulty personality structure. 

If that were the case, one would expect to see significantly higher rates of familial 

alcoholism in psychiatric patients when compared to nonpsychlatric patients. According 

to Cotton (1979), a review of studies of the incidence of alcoholism in the families of 

alcoholic and nonalcoholic subjects consistently showed lower frequencies of parental 

alcoholism in the nonalcoholic populations. This is as true for psychiatric patients as it 

Is for surgical patients. It is only with an alcoholic population that rate of parental and 

familial alcoholism is a significant correlate. 

Several studies have attempted to identify characteristics or events in the early life 

of female alcoholics which might provide some insight into the vulnerability (Hill, 1981) 

or events (Gomberg, 1980) which precede alcoholism. In her study of alcoholic women and 

their nonalcoholic sister-s, Corrigan (1980) found that the alcoholic women tended to 

perceive their parents as less approving of them than did the nonalcoholic sisters. They 

also tended to perceive their childhood as more deprived. It is unclear in this 

retrospective view whether or not the women who later became alcoholic were indeed 

treated differently by their parents, or whether some personality characteristic in the 
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alcoholic women might have been responsible for the perceptions of being deprived and 

unaccepted. 

Gomberg (1980) reported that there had been consistent findings of disruption in the 

early lives of alcoholic women. Separations through divorce, death, or an absent parent 

seemed to be particularly prevalent. Moreover, although the findings were tentative, 

Goodwin £lal. (1977) reported that alcoholic women with alcoholic parents were more 

friendless as children. Given the previously cited rates of alcoholism and mental illness 

In families of alcoholic women, this finding makes intuitive sense. Children, on the whole, 

are very intolerant of anyone who is different, and a child growing up in an alcoholic home, 

or one in which mental illness is a problem. Is certainly seen as different from the peer 

group. These early childhood experiences of deprivation and rejection, real or imagined, 

are hypothesized to result in anger, resentment, and other negative feelings which were 

not expressed overtly or constructively, and may be dealt with in later life by problem or 

escape drinking (Gomberg, 1984). 

It appears that depression is the single most commonly cited psychological problem 

of alcoholic women. When Belfer si ai- (1971) compared a group of alcoholic women with a 

group of nonalcoholic wives of alcoholic men on variables such as premenstrual 

functioning, anxiety, femininity, and depression, few differences were reported. The 

alcoholic women did, however, show higher rates of anxiety and depression. It should be 

noted that depression is also cited as a common symptom in male alcoholics. Although the 

high incidence of depression among alcoholics is generally presented as associated with 

psychological problems, the chemical nature of alcohol, that is as a depressant drug, is 

rarely if ever considered as a factor In the high rates of depression among both male and 

female alcoholics. 

Schuckit, Pitts, Reich, King & Winokur (1969) identified two types of female 

alcoholism. Noting that nearly all of the female patients in treatment for alcoholism 

suffered from depression, they attempted to distinguish between primary alcoholism and 
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secondary alcoholism. In secondary alcoholism, the onset of alcoholic drinking was 

preceded by a history of depression and seen as secondary to it. The distinction was made 

through the use of a careful historical interview. Schuckit £l al- (1969) found that women 

with secondary alcoholism had more female relatives with affective disorders than did 

women with primary alcoholism. They were also more likely to have attempted suicide. 

Schukit (1972) refined the distinctions between primary and secondary alcoholism, 

presenting data indicating that secondary alcoholics tend to be younger and have a better 

prognosis for recovery than do primary alcoholics. 

Winokur and Pitts (1965) had reported increased prevalence of alcoholism in 

first-degree relatives of affective disorder probands. These data were obtained in a 

mixed group study with no separation of findings for men and women. Winokur and Clayton 

(1968) suggested that there was support for the notion that "some alcoholics were 

suffering from affective disorder and manifesting their illness with problem drinking" (p. 

890). They concluded from their 1968 study that the relationship between alcoholism and 

affective disorder was stronger for women than for men. In fact, on a table presenting 11 

clinical and familial findings in men (n =69) and women (n = 43) only two differences were 

significant. The age at onset of alcoholism in women was 8 years later than In men, and 

women had more unknown or psychiatrically ill parents than the men. The pathological 

symptoms exhibited by the alcoholic subjects ranged from agitation, to attempts at 

suicide on admission and in the past, to disorientation. The women showed significantly 

greater suicidal thoughts and delusions than the men did. Given that there were no 

differences between men and women on such symptoms as disorientation, tearfulness, 

self-depreciation, and depressive affect, one might question the conclusion that women 

alcoholics are significantly and generally more disturbed than men alcoholics. 

Because of the high rate of depression among women in general, and the depressive 

chemical nature of alcohol, the Issue of depression as an important factor in researching 

female alcoholism has been raised. There is evidence that the depressive disorder in many 
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women precedes the loss of control in drinking. Curlee (1970) compared men and women in 

a private hospital and found that women had significantly more admissions to psychiatric 

facilities, and for significantly longer periods of time, than did the men. Most of the 

admissions previous to the admission for alcohol treatment had been for depression. 

Rathod and Thompson (1971) reported that 30% of the women in their study had required 

treatment for affective (depressive) disorders before the onset of problem drinking. None 

'of the men in the study had had treatment for depression. In a study of 421 consecutive 

first time admissions to a large alcohol treatment facility in Milwaukee, Bed! and Halikas 

(1985) found that 42% of the women had affective disorders, compared to 29% of the male 

admissions. 

Although the rate of depression in alcoholic women is well supported, one ought to 

bear In mind that depression is a very common diagnosis for women in this society. It may 

well be a diagnosis that is acceptable to both the physician and the woman showing signs 

of early alcohol abuse. Society's disdain for the woman alcoholic may result in the 

Individual, the family, and the physician participating in a conscious or unconsious coverup 

of the seriousness of the alcohol abuse. The symptom of the alcohol abuse, depression for 

example, may be treated as the primary problem. The literature indicates a relationship 

between alcoholism and depression. It is unclear however, whether depression causes 

women to drink in a self-medicating fashion, or whether the depressing effect of alcohol 

Is responsible for the depressive affect, or whether it is a combination of these factors. 

The primary support for the role of depression in female alcoholism Is found in studies of 

women in treatment. Much of the data is gathered in the first hours or days after 

admission. Since few treatment programs exceed 28 days, even if data on depression was 

collected over the course of treatment, the time period that the subject would be available 

to the researcher would be relatively short. Further, no investigation of the levels of 

depression throughout the course of treatment have been reported. Thus, if depression 

assessed early in treatment lifted as the length of sobriety increased, one might attribute 
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the treatment for alcohol abuse as particularly effective for the treatment of depression, 

or one might conclude that the ingestion of a depressant drug resulted in high levels of 

depression. Neither possibility has been systematically investigated. 

A recent study (DeSoto, O'Donnell, Alfred, & Lopes, 1985) suggested that recovery 

from alcoholism is a long-term process. Several previous studies (Gerard, Saenger & 

Wile, 1962; Kissin, Shenker & Shenker, 1959) suggested that alcohol serves a normalizing 

function for basically disturbed individuals, and that abstinence, the most widely 

recommended treatment, may actually cause deterioration of personality functioning. 

DeSoto filal- suggest that previous studies have been flawed in failing to distinguish 

subjects by length of sobriety. For the most part the average length of sobriety was a year 

or two. Many studies used subjects sober only a few weeks or months. Even the often 

cited Gerard si Si- study, whose subjects ranged from 1 to 19 years sober had a median 

period of abstinence between two and three years. Subjects in the DeSoto filal- study 

included both men (n = 163) and women (n = 149) sober in Alcoholics Anonymous for 

periods ranging from under six months to over ten years. The subjects were divided into 

five groups according to length of abstinence. With the exception of age means, the groups 

did not vary significantly. The age means increased with the length of sobriety, ranging 

from 37.3 years for the under six month group, to 52.4 years for the over ten years sober 

group. Subjects completed the SCI-90-R, which provides a measure of overall severity of 

symptomology or pathology. An analysis of variance showed no significant effect of sex 

and no significant sex by abstinence group interaction. The main effect of abstinence was 

highly significant. The authors noted that the mean pathology score (1.04) of the under six 

months sober group was very close to the mean of 1.26 obtained by psychiatric outpatients 

at their initial session. Further analysis indicated that the mean period of sobriety for the 

under six months sober group was nearly three months (.22 years). In addition, the median 

Global Severity Index (GSI) for the under six months sober group was .96, indicating that a 

few severely distressed individuals did not inflate the scores, but rather that high 
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pathology scores were fairly consistent across the group. On the other hand, the scores for 

the over ten years sober group, whose mean length of sobriety was 15.22 years, was nearly 

identical to that of the general population (0.31). From the DeSoto si al- study one might 

conclude that the effects of chronic alcoholism are long lasting, but ultimately reversible. 

Further, there is no indication from these findings that the dysfunction associated with 

alcoholism Is an underlying symptom of anything. It appears to be an entity in and of 

itself, which is reversible given time and abstinance from the drug. 

The SCL-90-R also provides scores on primary symptom dimensions. Of particular 

interest to this study are the findings on depression, and those on self-esteem. In 

reporting the findings on the nine primary symptom dimensions, the authors again reported 

findings by abstinence group. In addition, data were analyzed by gender. Depression had 

the highest mean score for both men and women in the under 6 months group. However, 

contrary to widely held assumptions about female alcoholics being more depressed than 

male alcoholics, men appeared to be more symptomatic than women. This sex difference 

emerged, however, only when separate gender norms were used. Thus, the fact that a 

normative sample of men will show relatively low indices of depression results in 

alcoholic men appearing more severely depressed than alcoholic women appear when their 

scores are compared to a normative sample of women. An examination of raw scores 

yielded no significant differences in levels of depression between male and female 

alcoholics at the different periods of sobriety. The authors acknowledged the complexity 

of Interpreting sex differences on measures such as these and chose to beg the question. 

One might posit several explanations. The issue of research bias has been considered 

throughout this study as crucial in the findings of studies on female alcoholism and may 

certainly be considered as a factor in previous findings. The tendency to diagnose 

depression in women while at the same time finding alternate descriptors for men 

exhibiting similar pathology is also a factor to be considered. The lack of attention to the 

depressant effect of the drug alcohol when studying depression levels in actively drinking, 
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withdrawing or newly sober women is an obvious flaw in many studies on depression in 

alcoholism. Perhaps the most cogent explanation is offered by DeSoto si al- (1985) who 

state "It Is important to note, however, that the present findings are contrary to the old 

belief that female alcoholics show more severe psychopathology and personality 

disturbance than male alcoholics, a belief that has persisted despite a lack of systematic 

research support" (p. 507). 

Although the nine primary symptom dimensions (i.e., depression; 

obsessive-compulsive; interpersonal sensitivity; anxiety; psychoticism; paranoid ideation; 

somatization; phobic anxiety; hostility) examined by the SCL-90-R are relevant to 

previous findings in the alcoholism literature, this measure also examines seven items 

which are not scored on any of the dimensions but are considered clinically Important. 

These are poor appetite, overeating, trouble falling asleep, awakening early in the morning, 

sleep that is restless or disturbed, thoughts of death or dying, and feelings of guilt. All 

but overeating were present in the newly sober group above the norms of the general 

population at a significant rate. In the group with the longest length of sobriety, the only 

symptom still present at a significant level was feelings of guilt. The three symptoms 

relative to sleep had completely disappeared as a significant symptom by the second year 

of sobriety. This might be explained by the effect that alcohol is known to have on REM 

sleep, that is a physical reaction to the drug. The other four items might be viewed a 

contributing to a diagnosis of depression. Most of these continued well into sobriety. 

The findings of DeSoto si 2i- (1985) provide alternate explanations of symptoms 

exhibited by female alcoholics. They suggest that some of the symptoms which have been 

Interpreted as evidence that alcoholism is a symptom of a psychological disorder may in 

fact be attributable to the effect of alcoholism on the individual, particularly physical 

effects. They suggest that findings which support the idea that psychological problems 

underlie alcoholism may suffer from a design flaw, i.e., too short a time period of sobriety. 
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When the literature on female alcoholism is reviewed, depression is certainly the 

most widely researched and discussed psychological correlate. This is followed by the 

variable of self-esteem. In looking at the role of self-esteem in the alcoholic female, one 

once again runs headlong into the conflict between the general perceptions of the alcoholic 

woman and empirical confirmation. In a report on therepeutic issues in treatment, 

Braiker states that "the only agreement on what constitutes the "female alcoholic 

personality" centers on a poor self-concept and low self-esteem" (1984, p. 352). 

Parthlngton (1970) used the Multi-dimensional Successive Intervals Scaling Model with 

alcoholic and student subjects. The target stimuli were sober-self and high-self. Students 

were found to be similar in their evaluation of their sober and high selves, whereas 

alcoholics saw significant differences between their sober and high selves. Parthlngton 

concluded that alcoholics see themselves in dualistic terms, and will respond to 

personality questions differently depending on their orientation (high or sober selves) at 

the moment. Unfortunately this study, which draws an important distinction between 

sober and high selves, used only male subjects. No similar research was found using either 

a mixed or female population. Again, one must be wary of using male data to draw 

conclusions about female alcoholics. However, this study is important in raising the 

possibility that, unlike nonalcoholics, alcoholics have two rather disparate perceptions of 

themselves. The comparability of studies supporting low self-esteem In alcoholic women 

might well be questioned unless there was some way of knowing whether the measures 

tapped perceptions of sober or high selves. 

Maccoby and Jacklin (1974), in an analysis of thirty studies of self-esteem, 

concluded that there is no significant difference in levels of self-esteem between men and 

women. This is supported by the DeSoto filal- (1985) study previously described. The 

levels of self-esteem were significantly lower in both male and female alcoholics, when 

compared to general population norms. However, there was no significant gender 

difference between the alcoholic groups. Further, levels of self-esteem increased with 
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longer periods of sobriety, and were Indistinguishable from the levels of the general 

population in later sobriety. 

Carlson (1970) used an adjective check list to assess social and personal sources of 

self-esteem and concluded that although there is little difference in the levels of 

self-esteem in men and women, the source of self-evaluation was very different. Women 

described themselves in terms of interpersonal or social adjectives, whereas men used 

self or individualistic adjectives. It is possible that the clinical evidence of low 

self-esteem in women is a result of the impairment of interpersonal relationships, which 

appear to contribute heavily to self-esteem In women. This is a particularly significant 

finding for female alcoholics since abusive drinking results in impaired relationships 

(Sheehan & Watson, 1980). 

Schmidt and de Lint (1972) reported that suicide rates among alcoholics are 

highest among the young and particularly among young women. Both Curlee (1970) and 

Rathod and Thompson (1971) reported that although suicide attempts are higher for both 

male and female alcoholics than for non-alcoholics, the rate of suicide attempts is highest 

for alcoholic women. It is often stated that although women in general attempt suicide 

more often than men, men actually commit suicide more often than women. This is not the 

finding for alcoholics. Alcoholic women actually commit suicide at a higher rate than men 

(Schmidt & de Lint, 1972). The role of depression and low self-esteem in this high rate of 

suicide among alcoholic women has not been investigated. It may be that the high rate of 

depression among alcoholic women is responsible for the increased rate of suicide among 

that population. Alternatively, one might consider that the view of society toward the 

alcoholic woman and the lack of support provided her may leave fewer options for the 

woman who is In trouble with alcohol than are provided for women with other 

psychological problems. 

The findings of DeSoto £lal- (1985), for the most part, do not strongly contradict 

previous findings of greater pathology In the alcoholic, particularly those findings based 
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on data collected during withdrawal and very early sobriety. The notable exception 

concerns the degree of pathology in women alcoholics relative to men alcoholics. Greater 

pathological symptomology in women is not supported. The importance of this study lies 

in the examination of recovery. Based on these findings, one might hypothesize that the 

effects of alcohol abuse are long lasting, but, for the most part, reversible over time. 

This interpretation raises serious questions about findings which attempt to identify 

alcoholic drinking as a symptom of an underlying pathology which is "the real problem." 

The literature indicates that depression and self-esteem are important psychological 

variables in female alcoholism. The findings are not clear on the role that each plays in 

the development and maintenance of an alcohol problem. As Vaillant (1980) stated, 

"Prospective studies are gradually teaching psychiatrists the astonishing fact that most 

of the psychopathology seen in alcoholics is the result, not the cause, of alcohol abuse" (p. 

324). The issue of alcoholism as a psychological disorder, as well as questions of the 

cause and effect of various psychological attributes, is beyond the scope of this paper. 

The interrelationships of psychological characteristics, biological factors, and social 

attitudes are of concern. A contextual dialectic approach views the alcoholic woman in 

context. No single factor, regardless of how heuristic it may appear, is viewed in 

Isolation. This is particularly important when dealing with alcoholic women and the 

psychological dimension. Physical factors must be taken into account when one is 

considering psychological variables. The impact of society and its views of women must 

be considered in any evaluation of data linking female alcoholism and psychological 

variables. Understanding of the importance of both self-esteem and depression in the 

etiology of alcoholism may be increased by a multivariate analysis which also includes 

biological and sociocultural factors. Society's attitudes toward women seems to be 

particularly salient when female alcoholism is under consideration. 

An examination of the literature indicates that, contrary to widely held notions, there 

are few differences between male and female alcoholics in the psychological dimension. 
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Further, also contrary to popular opinion, there is little support for viewing alcoholism as 

a symptom of an underlying pathology. Correlations have been found between female 

alcoholism and depression, and female alcoholism and self-esteem. Each may be viewed as 

a psychological variable, which is relevant to the examination of female alcoholism. 

Research in the Sociocultural Dimension 

Unless one Is willing to accept female alcoholism as only a genetic or psychological 

problem, examination of the context in which alcoholism occurs is crucial. Research on 

women alcoholics seems to indicate that women's drinking problems are triggered by four 

issues; 1) general stress, 2) specific life events, 3) role ambiguity, and 4) sociosexual 

self-image difficulties (Shaw, 1980). It is possible to tie each of these triggers to the 

changes in American society over the past forty years. This is not to imply that these 

issues are exclusive to today's women, or that women in the first half of the century were 

free of these conflicts. Rather, it is to point out that the cultural influence on problem 

drinking among women is an important factor which may have been Ignored in earlier 

studies of female alcohol problems, or at least been given less attention than it deserves. 

The changes in American society over the past forty years have had a major impact on the 

lives of women. 

Riegel (1975a, 1975b, 1976) suggested that development, or change, is the result of 

contradictions which produce discord and conflict. This discord or conflict within or 

between the dimensions produces a crisis which Riegel referred to as "asynchrony." 

Successful resolution of the crisis results in change. This intuitively heuristic 

explanation of development has not resulted in many empirical efforts to confirm it 

primarily because of the difficulty in operationalizing variables which are important to 

development. Of the dimensions, the sociocultural lends itself least to identifying 

important variables, and particularly to operationalizing and measuring essential factors. 

Identifying sociocultural factors important in the etiology of female alcoholism is 



48 

difficult. Most of the research to date has focused on the biological or psychological 

dimensions, perhaps for the very reason that conceptualizing and operationalizing the 

effect of significant others, and society in general, is so difficult. 

When viewing the literature on female alcoholism it appears that the recursive effect 

of both society at large, and the Individual family on female alcoholism is important. 

Shaw's (1980) identification of the triggers of female alcoholism, that is, stress, life 

events, role ambiguity and sociosexual self-image, may all be viewed as variables 

germaine to the sociocultural dimension. There have been rapid and extreme changes in 

the perception of women and their place in society since World W a r H . During prohibition, 

for example, society's view of alcohol use was, on the whole, negative. The drinking 

woman in the forties probably drank with more guilt than does a woman today, for the 

stereotype of the "little women" did not include male activities, which drinking certainly 

was. There may have been more 'closet' drinkers. In fact, we have little information to 

use in comparing the alcoholic woman of the twenties and the forties with the alcoholic 

woman of the eighties. We do know that society's expectations of women Is different than 

it was. It used to be fairly simple . . ."love, honor, and obey" a husband, and dedicate 

oneself to the maintenance of a home and the upbringing of children. The stereotypes of 

womanly attributes, "nurturing, sensitive, gentle," remain, but the behaviors expected of 

women have changed. She is expected to be self-sufficient, but not Independent; 

sensitive, but not emotional; assertive, but not competitive or aggressive. She is 

expected to have a successful career, but to put her family and its needs first. Some 

women are pleased, freed, and challenged by the changes. Others, including perhaps many 

alcoholic women, are confused, insecure, and troubled. Thus, although there has been 

little or no attention to society's changing views of women in the research on female 

alcoholism, the impact of role ambiguity which may be a consequence of those changes, is 

a factor which ought to be considered in the sociocultural dimension. 
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The role of a particular culture, or society in defining gender-role and appropriate 

sex-role behaviors is important in viewing the female alcoholic. In large measure it is 

rom society and significant others that women learn the attributes and behaviors that are 

considered appropriate for females. Some women internalize an Identity and are confident 

in their gender. This allows flexibility in behavior and adaptation to changing cultural 

roles and ambiguous social expectations. Others, it appears, define themselves and 

femininity in terms of social stereotypes and the expectations of significant others. The 

stereotypes provide a yardstick by which to measure gender-appropriate behavior, and 

thus, acceptability as a woman. The feedback from others important in her life provide a 

way for the woman to judge her acceptability and worth. These women are at the mercy of 

a changing society. 

Bem (1979), in discussing the framework for her concept of behavioral androgyny, is 

clearly concerned with societal definitions of masculine and feminine attributes and the 

need of the individual to conform to society's expectations. She suggests that the culture 

provides a definitions of masculinity and femininity to which the sex-typed individual 

will conform. Theses arbitrarily chosen attributes are deemed more desirable for one 

gender or the other. The sex-typed individual will then embrace these as the norm and 

standard for behavior. 

The rapid changes in society over the past forty years have resulted in new and 

rather vague expectations of women. All women have been bombarded with conflicting 

demands (e.g., act like a woman; achieve like a man). All women have been faced with 

choices unknown to previous generations. Some women seem to have little or no difficulty 

In adapting to these changing conditions. They are not adversely affected by the 

conflicting demands. They are able to maintain a sense of their own feminine identity 

while performing in a traditionally masculine setting. Significant others are consistent in 

their expectations of the woman and supportive of her choices. The expectations of these 

Important people are congruent with society's expectations of appropriate role behavior. 
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Other women, however, seem to find their sense of being a woman severely shaken by 

the changes. Their identity, which may be dependent upon fulfilling traditional feminine 

role expectations, is threatened in this rapidly changing society. Because the expectations 

of society, and often of those important in their lives, have not been clear, some women 

have relied upon traditional role stereotypes as a standard by which to measure 

themselves in their relationships. For these women, traditional feminine behaviors and 

activities are very important. Anything that interferes with the ability to perform as the 

stereotypical woman ought to perform results in a threat to femininity and Identity. 

Research on female alcoholism Indicates that alcoholic women may have more difficulty 

than nonalcoholics in knowing what it means to be a woman. If their backgrounds had 

prepared them for certain role expectations and society suddenly establishes a new set of 

expectations some women become confused and uncertain. If, in addition, they fail to 

meet, or perceive that they do not meet, the expectations of the people who are important 

to them, some women will experience role confusion and uncertainty. 

Early research had implied that the female alcoholic was probably more masculine 

than her non-problem drinking sisters. Drinking and drinking behavior is associated with 

men, and acceptable in men. The implication is that women who drink are acting in a 

masculine way (Curlee, 1967). Other research, however, provided alternate explanations. 

Kinsey (1966) suggested that failure in womanly roles might be the source of tension 

and conflict which keep a woman drinking. "Such terms as 'role confusion', 'masculine 

identification', 'poor feminine identification', and 'inadequate adjustment to the adult 

female role' occur frequently in clinical studies of alcoholic women" (Wilsnack, 1973a, 

p.67). However, empirical findings not only do not support the notion that alcoholic women 

are more masculine than other women, but indicate that, if anything, they tend to 

overvalue and overemphasize the stereotypical feminine roles. 

Wilsnack (1973b), in a small pilot study, asked 20 young women to list 10 adjectives 

that best described how they felt after consuming several drinks. The adjectives most 
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often used were "warm, loving, considerate, expressive, open, pretty, affectionate, sexy 

and feminine" (p. 40). Wilsnack interpreted these findings to mean that rather than 

seeking power, as had been suggested by McClelland (1972), these women were 

experiencing a heightened sense of femininity through the use of alcohol, and perhaps, 

using alcohol to increase their sense of femininity. 

From the longitudinal data obtained in a followup of the Oakland Growth Study, Jones 

(1971) reported that female problem drinkers had been described In adolescence as 

ultrafeminine. Using Q-sorts, Jones found that characteristics evident in the junior high 

school age girl were more predictive of later problems with alcohol than were 

characteristics noted in the same girls at high school age. The clinical description of the 

typical adolescent who later developed problem drinking is 

difficult to rate because of marked changes in the junior high school 
years. At 12 she is convinced that she is smart, attractive, well 
thought of. At 15 life is full of adolescent self-doubt and confusion. 
She fears and rejects life, is distrustful of people, follows a religion 
which accentuates judgment and punishment. She escapes into ultra 
femininity. This protective coloration will keep her going through the 
mating season but very likely she will recognize the emptiness and 
impotence in later years, (p. 68) 

These same women as adults problem drinkers are described as "sensitive to 

criticism, judgmental, distrustful, hostile, inexpressive, lacking in generosity, charm, 

social presence and perceptiveness. Such qualities as these which were noted in the 

junior and high school years are more numerous and differentiating at the adult level" (p. 

63). 

Wilsnack (1973a) studied 28 alcoholic women matched with 28 controls on a variety 

of masculinity-femininity measures. On two measures of conscious femininity there were 

no significant differences between the groups. However, on a measure of attitude toward 

the maternal role, the alcoholic women responded to the interview questions about 

motherhood in a more "feminine" way than did the controls. The alcoholic women had 

actually borne fewer children than they reported wanting. More interesting, 80% of the 
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Wilsnack suggested that unrealistic hyperfemininity and a sense of incompetence in 

fulfilling these expectations lead to frustration and anger which are acted out in 

excessive drinking. 

The issue of sex-role identity may not be as straightfon /̂ard with regard to the 

female alcoholic as it may appear at first glance. In a study of 56 alcoholic women, and a 

matched control group, Parker (1972) used the Terman-Mlles masculinity-femininity test. 

The alcoholic women scored lower on femininity measured by "role-relevant preferences" 

and higher on femininity as measured by "emotionality." A similar conflict was observed 

by Wilsnack (1973a) In a study of 28 alcoholic women and a matched control group of 28 

nonalcoholic women. On measures of conscious femininity the alcoholic women appeared 

to value the maternal role to an exaggerated degree. On the measures of sex-role style and 

unconscious femininity the alcoholic women's responses were significantly more 

masculine than the control group. 

These findings raise questions about the interpretation of research which identifies 

alcoholic women as either highly "feminine" (Jones, 1971) or masculine (Parker, 1972). 

Are they indeed measuring the same attribute? Is gender-role orientation by itself an 

important variable in female alcoholism, or does it become important only when combined 

with a variable from another dimension? For example, it is possible that high femininity 

in and of itself is not a factor in the etiology of alcoholism in women. However, when a 

strong need to meet established stereotypical feminine behavioral expectations is 

combined with a problem in the biological dimension such as infertility, the resulting 

stress becomes an important factor in the development of alcoholism. It does seem 

reasonable to assume from the literature that the need of some women to conform to 

stereotypical sex-roles ought to be considered in looking at the etiology of alcoholism in 

women. It is less clear that findings of sex-role confusion or ambiguity are useful out of 

context. In this time of rapidly changing sex-role norms and societal expectations, 

confusion is almost Inevitable. The inability of some women to tolerate the ambiguity 
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present In today's society seems to be the issue, not the presence of the confusion or 

ambiguity. This again confirms the need to consider multiple dimensions and alternate 

explanations when considering the variables which have been associated with female 

alcoholism. 

Kinsey (1966) posited that although alcoholic women may not value traditional 

feminine roles any more than other women, they express more concern about their failure 

to maintain healthy relationships and their inability to perform traditional motherly and 

wifely roles adequately. There Is some evidence (Gilligan, 1982; Sorell & Turner, 1986) 

that relationships form the cornerstone of women's lives. Women may place relationships, 

and the maintenance of them, before their own health and well-being. Thus the role of the 

family, be it the family of origin or of procreation, has a significant impact on women. 

The research on the families of women alcoholics tends to identify genetic or 

psychological dysfunction. The implication is that there is an hereditary determinism 

between family dysfunction and female alcoholism. A contextual dialectic perspective 

would suggest that Impaired relationships In the family is an important Issue in the 

etiology of female alcoholism. 

Lisansky analyzed social histories gathered during clinical interviews from 55 men 

and 83 women. All of the men were voluntary clients at Connecticut alcoholism outpatient 

clinics. Of the women, 37 were residents of a Connecticut prison and were being seen at 

an outpatient facility voluntarily for alcoholism. These are referred to as the Farm Women. 

The other 46 women were alcoholism outpatient clients from four areas in Connecticut. 

Lisansky found no significant differences in age, education, or father's occupational 

position between the male group and the female outpatient group. When the women were 

compared by 'outpatient' or 'farm' group, there were significant differences in age and 

education, with the 'farm' women being younger and less well educated. There were no 

significant differences in religious backgrounds between the men and women, or the two 

groups of women. 
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In comparing the early backgrounds of the sample, Lisansky (1957) found that both 

groups showed a high proportion of disrupted early home backgrounds. A broken home was 

defined as the absence of one or both parents before the subject was 18 years old. 

Proportionally, twice as many of the women were raised in foster homes or by relatives 

than were the men. Of the women, 44% reported problem drinking by the parent and 24% 

reported abusive drinking by siblings. This compares with 35% and 9% reported by the men. 

There was no significant difference in parental drinking between the male and female 

groups, but when the rate of problem drinking of siblings is included, women were 

significantly more likely to come from a home in which alcohol abuse was a problem than 

the men were. This finding, as was noted earlier, is often used to establish a genetic or 

hereditary correlation between familiy history of alcoholism and female alcoholism. 

Given what is known about the importance of relationships to women, one might well view 

the high rate of familial alcoholism as a sociocultural, rather than a biological factor. 

Alcoholic women may be more susceptible to the negative consequences of the atmosphere 

in the alcoholic home. She may suffer more from impaired role modeling. She may develop 

a heavy reliance on the perception of others to affirm her worth and identity. As appealing 

as these explanations may be, one must bear in mind that many alcoholic women have 

sisters who grew up in the same family, with the same rate of alcoholism and the same 

negative atmosphere, who are not alcoholic. The correlation between family alcoholism 

and female alcoholism does not have very much explanatory or predictive ability. A search 

for clusters of factors which would include this variable is in order. 

Much of what might be considered data germane to the sociocultural dimension is 

retrospective. A frequent criticism of data which Is retrospective is that it depends not 

only on the subject's veracity, but also on the recollection of past events. Although the 

criticism of the subjectivity of retrospective data has merit, in viewing context one must 

give some weight to the subjects' perceptions of their environment. Whether or not the 

recollections are indeed factual may be less important than the fact that it is indeed the 
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woman's recollection and perception of reality. These recollections of childhood provide 

the basis for attributions and behaviors in the adult years. 

In her 1957 study Lisansky found that 9% of the men and 29% of the women 

described their mothers as strict and controlling, whereas 23% of the men and 9% of the 

women described their fathers in those terms. These differences are significant. These 

observations of a dominant mother provided some support for findings by Wood and Duffy 

(1966) who reported that of 69 alcoholic Women, 54 (78%) described their mothers as 

dominant. Only 12 fathers were described that way. Of the 69 women 51% reported that 

their fathers were alcoholic. Only one of the 35 alcoholic fathers was reported by the 

daughter as the dominant figure in the family. Further, none of the women in the Wood and 

Duffy study felt that her parents had a happy, mutually affectionate marriage, and none 

believed that she had been raised in a warm and accepting atmosphere. Wood and Duffy 

characterized their sample as having grown up "submissive and passively resentful, 

always lacking in self-confidence" (p. 342). Their subjects reported an inability to satisfy 

the dominant parent. The nondominant parent was often characterized as warm, but 

seemed incapable of protecting the child from the dominant parent. Dominance is not a 

steroetypical feminine characteristic, nor is passivity normally associated with 

masculinity in this culture. This conflict between the modeling of her parents, and the 

standards of society may be a partial explanation of role confusion in the alcoholic 

woman. 

Only 12% of the Wood and Duffy (1966) sample was unmarried. Seven of these were 

characterized as career women, all of whom continued to be dominated by one or both 

parents. The eighth had nursed a terminally ill parent until his death and then (after 

taking part in the study) married. The marriages reported by the other 61 subjects seemed 

to be emotionally unrewarding. Of the husbands 71% were classified as domineering, 18% 

as passive aggressive, and 12% as passive. Wood and Duffy report that the pattern of a 

domineering mother and a domineering husband was as true for the alcoholic subjects 
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whose fathers were not alcoholic (N = 19) as it was for those who had both a domineering 

mother and an alcoholic father (n = 35). Of the 12 women who had domineering fathers, 9 

married. Four of the husbands were classified as domineering, four as passive aggressive 

and one as passive. It appears that In general these women chose husbands whose 

dominating personalities were similar to the alcoholic women's mothers. When they were 

unable to find emotional satisfaction in the relationship, they, like their fathers before 

them, turned to alcohol. The influence of the family, especially of longstanding 

relationships and patterns, is unmistakable. 

Kinsey (1966) posited that although alcoholic women may not value traditional 

feminine roles any more than other women, they express more concern about their failure 

to maintain healthy relationships and their inability to perform traditional motherly and 

wifely roles adequately. In a study of 100 alcoholic women, Curlee (1967) found that 

twenty-one of the thirty women who related their abusive drinking to a specific life event 

had problems typically associated with middle-age Identity crises. For each of these 

women the event mentioned was related to a challenge to, or change in, their role as wife 

or mother. It seems that, rather than viewing an event such as the last child leaving home 

as a normal, albeit stressful, transition, some women see it as losing a role which is 

crucial to her sense of identity and self-worth, and begin drinking to fill the void. These 

studies present evidence that gender role issues are important to understanding the 

etiology of alcoholism, but do not offer any clear evidence of its role in either the 

development or maintenance of an alcohol problem. 

Role ambiguity may well be the common thread running through the sociocultural 

research on female alcoholism. It Is noteworthy that the life events discussed in the 

previous section all have the effect of threatening a woman's image of herself in feminine 

roles. As Wilsnack (1973b, p.77) suggests, "In particular, divorces, separations and other 

marital problems and reproductive difficulties would seem likely to arouse doubts in most 

women about their adequacy or worth as a woman." If indeed, as is assumed in this study, 
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identity and intimacy in women are inextricably bound, and a woman's sense of herself as a 

woman is not easily separated from her relationships, difficulty in establishing or 

maintaining relationships, or failure to meet expectations in her role as wife and mother 

of others who are important to her, might well result in a questioning of her worth and 

adequacy as a woman. Thus, both biological events, such as miscarriages and 

hysterectomies, and psychological losses, such as those resulting from death or divorce, 

might clash with a need to meet stereotypical gender-role expectations and result in 

alcoholism In some women. 

There is some evidence in the literature that nonnormative events occur with higher 

frequency among female alcoholics than among male alcoholics and the general population. 

There is also some support for the notion that female alcoholics are more affected by, and 

less adaptive to changing societal events than are nonalcoholic women. Sclare (1970) 

compared the clinical attributes of 50 randomly selected alcoholic women with 50 male 

alcoholics. All had been hospitalized as inpatients. Domestic stress was the reason most 

often given for admission into treatment by the women.. In an analysis of the reasons 

women sought treatment for alcohol problems, the second most prevalent reason was 

employment pressures. 

Many researchers (e.g., Lisansky, 1957; Curlee, 1969; Wilsnack, 1973a) believe that, 

unlike men, women do not simply drift into an alcohol problem, or drink increasingly more 

over a long period of time. The prevailing view is well summarized by Beckman, (1975, p. 

801): "Alcoholism and heavy drinking in women appear more likely to be linked to 

psychological stress and a specific or precipitating circumstance or situation than is 

alcoholism or heavy drinking in men." It is sometimes argued that the role of alcohol 

abuse in causing problems is overlooked in these retrospective studies. Lindbeck (1972, 

p. 570), in a review of the literature, concludes that "alcohol is used as a solution to 

problems long before it becomes their cause." 
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In structured interviews with 26 women, Wilsnack (1973a) reports specific events 

such as death, divorce, or obstetrical/gynecological problems were mentioned by 24 of 

the women as important contributors to the onset of problem drinking. In the same study 

"psychological losses" such as marital problems, moving, and unwanted pregnancies were 

cited by 51% of the 150 women responding to a questionnaire. It appears that factors from 

either the biological dimension or the psychological dimension can combine with 

sociocultural variables to induce stress in the alcoholic woman. The combinations of 

factors which threaten her femininity may be more important than the life event, and/or 

the threat to femininity alone. 

Lisansky (1957) and others made careful efforts to acquire an accurate assessment 

of the timing of the onset of drinking problems and life events or stressors that may have 

precipitated or been the result of them. Of the 28 men and 28 women in the Lisansky 

(1967) study who gave a reason for their drinking, 26 women named a specific incident in 

the past, e.g., an abortion, death, unhappy love affair, divorce. Only 14 men linked their 

abusive drinking to the past. Several, for example, referred in vague terms to their 

discharge from the service. The other fourteen men attributed their abusive drinking to 

such feelings as being bored, shy or tense. Although Lisansky does not present 

exceptionally strong support for the notion that women often begin abusive drinking In 

response to events or life situations, her study, when taken with others, does show a 

difference in the attributions men and women make about their drinking. 

Curlee (1969), for example, conducting retrospective interviews on the development 

of alcohol problems found that 30 of 100 women, and 8 of 100 men described a specific 

causative event as precipitating their problem with alcohol. Of the men, six specifically 

linked problem drinking with retirement. One of the others attributed abusive drinking to 

learning of a physical problem which would force him to leave his profession. The other 

attributed his drinking to the death of his mother. While it is sometimes suggested that 

the social stigma of female alcoholism results in women attempting to find 
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rationalizations or justification for their drinking behavior, Curlee reports only on those 

women whose own perceptions "could be substantiated by reports from other informants, 

and for whom there seemed to be no disagreement or uncertainty about a rather sudden 

onset of the problem which bore a clear temporal relationship to the event considered the 

"precipitating stress." Although two-thirds of the women in the Curlee study did not 

meet the criteria for a relationship between a specific event and the onset of problem 

drinking, the fact that 30% did indicates that life events are factors which need to be 

considered when studying female alcoholism. It may be that no single factor such as a 

stressful life event can explain female alcoholism, but that stressful events, combined 

with other factors, constitute the source of women's problem drinking. 

Findings reported by Morrissey and Schuckit (1978) are sometimes cited by those who 

reject the association between female alcoholism and stressful life events. The flaws 

(primarily retrospective data and small samples) in some of the research supporting that 

association are obvious and often discussed. The problems with the Morrissey and 

Schuckit study, particularly from a contextual dialectic perspective, are not as obvious. 

Morrissey and Schuckit obtained 293 completed inten/iews from 339 women admitted to a 

county detoxification center. The criteria for alcoholism required that 

the subject had had at least one major life problem related to alcohol, 
including a marital seperation or a divorce, loss of a job or a 
demotion, two or more alcohol-related arrests or physical evidence 
that alcohol had harmed her health. A primary diagnosis of alcoholism 
indicates that the patient had no preexisting psychiatric disorders . . . 
before the onset of her first major alcohol-related life problem. If a 
prior psychiatric illness was noted, the patient was given a primary 
psychiatric diagnosis and a secondary diagnosis of alcoholism. The 
women who did not meet the criteria for a diagnosis of alcoholism 
were labeled problem drinkers, (p. 1562) 

The stressors, chosen from the literature, included gynecological problems, loss of 

family members through death, marital separation, or divorce, homosexual experiences, 

depression and suicide attempts and drug related difficulties such as arrests. The design 

was to compare the age at the first occurrence of each stressful life event with the age at 
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which an alcohol-related difficulty first occurred. A second analysis compared the 

subject's own perception of the age of onset of alcohol problems. 

Hollingshead's Two Factor Index of Social Position was used to determine social 

class. For married patients (25%) the occupational and educational level of the husband 

was evaluated. For unmarried women, it was her own education and occupation. The 

sample contained 77% of women classified as lower class. Previous studies in this area 

used women from high or moderately high socioeconomic backgrounds. 

Morrissey & Schuckit (1978) reported that 22% of the women reported the occurence 

of a stressful life event and the onset of alcohol problems in the same year. For another 

27% the onset of alcohol problems occurred within three years of a stressful event. Most 

reviews cite these findings as not supporting the association between life events and the 

onset of problem drinking, reporting that "less than 25%" showed such an association. This 

is a questionable interpretation of the data. For example, marital status was determined 

by the current status. A stressful life event associated with marital disruption referred 

only to the last marriage. The criteria for an alcohol problem referred to the age at which 

the first problem occurred. No relationship between marital disruption and the onset of 

alcoholic drinking was possible using the stated criteria, unless the current disruption 

was the only one. Thus, a women who is currently divorced from her second husband could 

not be identified by this criteria as having begun alcoholic drinking in response to a prior 

divorce. 

The authors do point out that there is a weak association of stressful events and the 

onset of alcoholic drinking by their criteria. It needs to be noted that the design of the 

study seemed much more suitable to investigating psychological factors associated with 

alcoholism than the association of events and alcoholism. The strict psychiatric 

definition of alcoholism and the emphasis on disorders such as depression betray a strong 

bias toward a psychological explanation. One of the stressors investigated was suicide. 

One certainly might consider alcoholism and suicide as unhealthy responses to stressful 
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life events. How suicide would be viewed as a stressful life event which might be 

associated with the onset of alcoholic drinking, as was done in this study, is less clear. 

The expectation that the alcohol problems ought to occur in the same year as the 

stressful life event in order to be seen as associated is questionable. Also questionable is 

the assumption that a single event must be associated with almost immediate onset of 

problem drinking in order to establish an association. A woman might not drink in 

response to a miscarriage. She might not drink in response to the hysterectomy which 

followed six months later. She might however, begin drinking after a divorce the next 

year. In other words, using a contextual dialectic perspective, a combination of events, 

physical, psychological, and sociocultural may be more important than any single factor. 

It does appear that the consistency of the findings in the literature indicates that, for 

some women, the onset of problem drinking is directly associated with specific situations 

or events. It is possible that a contextual dialectic investigation would yield a stronger 

association by examining combinations of events, or the clustering of events with factors 

such as vulnerability due to familial patterns. 

Allen & Cooke (1985) criticize most life events research for an implicit or explicit 

assumption that life events cause illness. However, for the sake of discussion they allow 

that one thing can cause another. They then suggest that the abusive drinking may have 

been the cause rather than the result of the life stresses reported as anteceding alcohol 

abuse. Curlee (1969) and others have, however, taken pains to verify the onset and to 

temporally connect abusive drinking with the event or situation given by subjects. It is 

obvious that abusive drinking is the cause of alcoholism. However, it seems reasonable 

and useful to look at findings which relate an increase in alcohol consumption to stressful 

life events. Allen and Cooke cite the Morrissey and Schuckit (1978) study as having found 

no temporal connection between such events as a death or divorce and alcoholic drinking. 

Another criticism of Allen and Cooke is the exclusion of third variable explanations, that 

is the possibility that variables other than those being examied are relevant to the onset 
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Of alcoholism. This criticism is well taken from the perspective of this study, and is in 

fact the basis of this study. No single variable or dimension is causative in alcoholism, 

nor is any single variable or dimension sufficient to explain the onset, progress or 

recovery of female alcoholism. 

The role of society, and the woman's own view of her response to cultural 

expectations and mores is supported by research as an important dimension in the etiology 

of alcoholism. Findings, however, are often contradictory and weak. The effect of 

societal expectations and norms on the attitudes and behaviors should not be 

underestimated. However, these factors alone do not seem to offer sufficient information 

about the alcoholic woman to allow for a theory of female alcoholism. All women have 

been subject to changing societal views of stereotypical femininity. Many have welcomed 

the changes, and have used the expanding views of women's place in society to their 

advantage. Others, including, it appears, alcoholic women, have found the found the 

expansion of women's options and expectations disturbing and unsettling. While role 

confusion seems to be a characteristic of the alcoholic woman, the direction of the 

confusion, and the results of it, are less clear. The influence of variables from the 

physical and psychological dimensions is unknown. A dialectic investigation is needed to 

view the alcoholic woman in context, in order to find important interactions between the 

dimensions which may better explain the etiology of alcoholism in women. 

Summary and Hvpotheses 

From a contextual dialectic perspective, stress would result from the combination of 

biological, psychological, and sociocultural factors which are in conflict. Thus, the 

sociocultural factors of femininity, role confusion and ambiguity, and stressful life events 

and conflict between her own behavior and the expectations of others important to her, 

may cluster together in some women. Alcoholism may be the result for some women when 

impaired relationships or stressful life events threaten her sense of herself and her 
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femininity. When these sociocultural clusters combine with factors from the biological 

and/or psychological dimensions, alcoholism may be a response to the resultant stress. 

As has been stated previously, univariate analyses and research in a single dimension, 

has yielded little in understanding of female alcoholism. Our understanding of factors that 

leave women at risk for the development of alcoholism is extremely limited. The effect of 

society, its views, and its demands, and the impact of the family system on the female 

alcoholic have not been investigated to any extent. All women have been subject to 

essentially the same sociocultural factors. Only a small percentage of women respond 

through the abuse of alcohol. Once again, the need to seek and identify patterns, or 

clusters of factors in alcoholic women appears to be the only viable way of approaching 

female alcoholism. 

As far as can be ascertained no previous attempt has been made to replicate major 

findings pertaining to female alcoholism across dimensions with a single sample. The 

first six hypotheses for this study were developed from correlational findings on female 

alcoholism in the literature. Two hypotheses have been generated for each of the 

dimensions (biological, psychological, sociocultural) important to a dialectical 

perspective, representing each of the three major approaches to alcoholism. The final 

hypothesis was developed from the contextual dialectic framework which posits that 

women must be viewed in context, and is an attempt to identify clusters of variables that 

can discriminate the alcoholic woman from the nonalcoholic woman. 

This research study predicted that: 

1. Alcoholic women would score higher on the total number of relatives identified as 

having an alcohol problem than would nonalcoholic women. 

2. Alcoholic women would report a higher incidence of physical and health related 

problems than would nonalcoholic women. 

3. Alcoholic women would score lower on a measure of self-esteem than would 

nonalcoholic women. 
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4. Alcoholic women would score higher on a measure of depression than would 

nonalcoholic women. 

5. Alcoholic women would score higher on a measure of femininity than would 

nonalcoholic women. 

6. Alcoholic women would score lower on a measure of perception of meeting the 

expectations of significant others than would nonalcoholic women. 

According to Gomberg (1976, p. 608) alcoholism may be viewed as: 
"physiological psychological social 
predisposing + predisposing + predisposing 
factors factors factors 

which add up to a high potential for alcoholism. While none of these factors is unique to 

alcoholic persons, the combination makes for high risk." 

It is this combination of factors which is the particular interest of the present 

study. Therefore it was predicted that: 

7. A discriminant function analysis including the above six variables would yield 

significant weights on more than one of the variables. The percentage of variance 

explained using a combination of physical, psychological and/or sociocultural 

factors would be greater than that of any single variable. 



CHAPTER III 

METHODS 

Subjects 

The sample for this study consisted of two groups of women, one comprised of 60 

recovering alcoholics (referred to as the alcoholic or newly sober group) and the other of 

60 nonalcoholic women. All women were recruited on a volunteer basis, using convenience 

and snowball sampling techniques. 

Subjects in the nonalcoholic group were randomly selected from a pool of 132 women 

who had taken part in The Women's Identity Development Project (Sorell & 

Busch-Rossnagel, 1983) between 1983 and 1987. Each of these women had responded to a 

questionnaire concerning her family, health, and reasons for the use or nonuse of alcohol. 

This questionnaire is described later in this chapter. One respondent identified herself as 

a recovering alcoholic and was excluded from the sample. The comparison group of 60 

nonalcoholic women was randomly selected by the use of SPSS-X (1986) sample program. 

Subjects for the alcoholic sample were recruited from Alcoholics Anonymous (n = 2), 

inpatient (fl = 32), and outpatient (n = 26) alcoholism treatment facilities. Of the 58 

women in treatment programs, 44 also indicated that they were members of Alcoholics 

Anonymous. All were drawn from the West Texas (n = 10) and southern New England areas 

(a = 50). These women had identified themselves as alcoholic by seeking treatment at an 

alcohol specific treatment facility or by becoming members of Alcoholics Anonymous. The 

decision to accept a self-diagnosis as the criteria for inclusion in the alcoholic group was 

made for two reasons. First, the literature on problem drinking yields no consistently 

accepted definition of an alcohol problem. Edwards, Hensman and Peto (1972) suggested 

that research on alcoholism may focus on the consequences of dependent or nondependent 

drinking, or it might be restricted to the consequences of dependent drinking. Lisansky has 
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asserted that "a basic question that must be posed before considering the problem of 

personality variables in alcoholism is whether alcoholism is a diagnostic entity in itself 

or only a syndrome or a symptom" (p. 314). Secondly, the problem of social desirability, 

which would be a major concern in some instances of self-selection, is unlikely to be a 

factor when an alcohol problem is being examined. It seems reasonable to assume that if 

a women presents for treatment at an alcohol facility, she does indeed have a problem 

with alcohol. Therefore, for the purpose of this study, an alcoholic woman was defined as a 

woman who was being treated for problems associated with alcohol use, and whose 

drinking is in an arrested state (Johnson, DeVries & Houghton, 1966). 

A minimum criteria of three days sober was set for inclusion in order to avoid the 

possibility of a woman being in the throes of physical withdrawal which is generally a 

concern for about 72 hours (Willoughby, 1979). One subject was one day sober. This was 

not deemed a problem by the attending physician since she was showing no symptoms of 

physical addiction or withdrawal. In fact, the issue of withdrawal was not a large concern 

since participation was voluntary, and a woman who was feeling physically ill, or 

emotionally or mentally incapable of completing the measures, was free to refuse. Three 

women did return incomplete packets and indicated that they did not feel well enough to 

finish the questionnaire. These subjects were excluded from the study. 

A maximum time of three months sober was established for inclusion in the sample in 

order to tap as closely as possible those characteristics of women who are actively 

drinking. The rationale for this criterion derived from the literature indicating that a 

woman with an alcohol problem who has been without a drink for over three months has 

probably begun to make significant changes in her life (DeSoto, O'Donnell, Alfred & Lopes, 

1985). In addition, the clinical experience of the researcher suggested that women change 

dramatically in their views and goals during the fourth month of soberiety. The mean 

number of days sober in this sample was 35 (SC = 26.3). 
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The nonalcoholic women were asked whether or not they drank alcohol. Of the 60 

respondents, 22 (36%) indicated that they did not. This is consistent with the findings of 

Wilsnack, Wilsnack and Klassen (1985) and Hilton (1987) in their national surveys of 

drinking practices in United States. Among the nonalcoholic women who reported using 

alcohol, the most common reason given for drinking was "to relax." The alcoholic women 

most often indicated that when they drank it was to "get away from it all." 

The mean age of the women in the alcoholic group was 34.5 years (SC = 10.9). The 

nonalcoholic group had a mean age of 36.9 years (SD = 10.0). The difference in age was not 

statistically significant. Years of education did differ significantly between the two 

groups. The nonalcoholic group had a mean of 15.8 years ( ^ = 2.2) of schooling and the 

alcoholic group had a mean of 12.9 years (SQ = 2.3) of schooling, 1 (119) = 6.90, c_ < .001. 

This compares to a national average for white women of 12.6 years of education (U. S. 

Abstract, 1986). 

Among the alcoholic women, only 15 (25%) were married at the time of the study, 

although 40 (67%) had been married at least once. Of the 60 women in the comparison 

group, 48 (80%) were married at the time of their participation, and 55 (91%) had been 

married at least once. Although there was a significant difference in the percentages who 

were currently married at the time of their participation, z. = 7.85, Q < .001, the total 

number of years married was not significantly different. The alcoholic women averaged 

12.2 years (SD =10.1) of marriage and the nonalcoholic women averaged 15.2 years (SD = 

10.0). The alcoholic women who had ever been married had significantly more marriages 

than the nonalcoholic women who had ever been married 1 (94)= -2.45, c < .001. Of those 

women currently married, 6 nonalcoholic women stated that they were currently married 

to an alcoholic, whereas 9 of the alcoholic women were currently married to an alcoholic. 

Seventeen of the alcoholic women had been divorced from an alcoholic spouse (28% of the 

alcoholic women who had ever been married) as compared to 5 nonalcoholic women (8% of 

those who had ever been married) who were married to an alcoholic, z = 3.3, c <.001. There 
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were 22 divorcees in the alcoholic group as compared with 7 in the nonalcoholic group, 

1 (93) = 4.61, c < 001. Three alcoholic women were widows. There were no widows in the 

nonalcoholic group. There was no significant difference in the number of children in the 

two groups. The alcoholic women with children (n = 40) and the nonalcoholic women with 

children (IL= 50) had an identical mean number of children, 2.2, SQ = 1 -5 and 1.2 

respectively. 

Only 15 (25%) of the alcoholic women were employed at the time of their 

participation in the study. In the comparison group 47 (78%) were employed, j = 7.57, 

Q < .001. Since many of the alcoholic women had been employed prior to entering 

residential treatment, years of fulltime work experience were compared. The alcoholic 

women had a mean of 9.9 (SD = 8.3)years of fulltime work experience compared to 8.8 (SD 

= 6.0) years for the nonalcoholic women, not a statistically significant difference. Income 

levels of the nonalcoholic women differed significantly when compared to the alcoholic 

women, 1(119) = 2.22, Q < .05. 

The sample was essentially white. There were two black women in the alcoholic 

sample and none in the nonalcoholic comparison group. Of the alcoholic group, 34 (56%) 

were Roman Catholic. Only 14 (23%) of the nonalcoholic women identified themselves as 

Roman Catholic. This significant difference, 2 = 5.50, c < .001, may be explained in part 

by the fact that 50 of the 60 alcoholic women were from southern New England, an area 

which is 85% Roman Catholic, whereas 49 of the 60 nonalcoholic women were from the 

Southwest, where the percentage of Roman Catholic is less than 10%. In the alcoholic 

group 25% identified themselves as Protestant, 1% Jewish, 5% other, and 13% no religious 

affiliation. The nonalcoholic group was made up of 55% Protestant, 5% Jewish, 7% other, 

and 7% had no religious affiliation. 
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Procedures 

Each of the measures to be used in this study was collected from the comparison 

group pool of 132 subjects between 1983 and 1987. Data were collected from the 

alcoholic women in 1986 and 1987. Procedures used in data collection from the alcoholic 

group were similar to those used in The Women's Identity Development Project. 

Respondents in the Women's Identity Development Project completed a packet of paper and 

pencil measures, and, at a later date, participated in a structured interview, conducted by 

a trained interviewer. The alcoholic women completed the packet, including the 

completion of measures which will not be analyzed in this study. A number of problems 

resulted in no interviews for 48 of the 60 alcoholic women. These difficulties were 

largely unanticipated. Some women were feeling too ill to participate. The inpatient 

facilities were almost unanimous in their refusal to allow women to participate, 

primarily citing the structure in such facilities which did not allow for sufficient blocks 

of time for the lengthy interview. In addition, there was some concern that the content of 

the interview might raise issues for the woman that were best dealt with in the 

therepeutic setting. In two cases women began the interview, but were unable to complete 

it. The difficulty in locating subjects in West Texas, where the researcher was primarily 

located, and the preponderance of subjects from the northeast where there were no trained 

interviewers increased the problem of obtaining interviews from the alcoholic women. 

All prospective respondents were contacted by the researcher, or a representative 

who had agreed to assist in data collection. The purpose of the study, and the procedures 

were explained to each potential respondent. If a woman agreed to participate, a packet of 

materials containing general instructions, an Informed Consent statement to be signed by 

the respondent, and witnessed by the project representative, a respondent data sheet 

requesting background and demographic information, and the various measurement 

instruments identified below, was distributed by the interviewer or project representive, 

either in person or by mail. Packets were returned to the researcher or designee in person 
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or in the self-addressed stamped envelope provided in the packet. Copies of the contents 

of the packet are included in Appendices A and B. 

When the packets were returned, the informed consent was separated from the other 

materials and stored in a locked cabinet apart from the completed questionnaires. 

Thereafter, respondents were identified only by a unique number which assures the 

confidentiality of all information. 

Measures 

The Respondent Data Sheet. 

The Respondent Data Sheet was used to obtain basic demographic information such as 

age, residence, education, income, employment status., and number of children. It also 

contained a measure to be used in the biological dimension and described below as Alcohol 

History Questionnaire, and a measure to be used in the sociocultural dimension and 

described below as Expectations Questionnaire. 

Informed Consent 

The Informed Consent was completed by the respondent before data collection. It is 

in a form approved and required by the sponsoring institution after Human Subjects 

Review of the Women's Identity Development Project. The additions required by the 

Alcohol Study received approval as an addendum to the Women's Identity Development 

Project. A copy of the Informed Consent is attached as Appendix A. 

In accordance with the theoretical framework of the study, two measures 

representing each of three dimensions were selected or developed based on findings in the 

literature. These are described below. 
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Biological Dimension 

The Family and Health History Questionnaire 

This questionnaire was used to assess two variables in the biological dimension. 

Section 1 yielded a frequency of alcoholism in the subject's family. Subjects identified 

those maternal and paternal relatives through first cousins who were believed by the 

respondent to have or have had an alcohol problem. If more than one person in these 

categories of relatives (maternal aunt for example) were believed to be alcoholic, the 

respondent was to indicate the actual number in the category. For analysis a variable 

called "number of alcoholic relatives" was created by summing the total number of 

relatives indicated as having a problem with alcohol. 

The second section of the questionnaire asked the respondent to enumerate incidences 

of physical problems, including gynecological and obstetrical problems and diseases, for 

which she had been treated . Subjects indicated the physical problems they have or have 

had and the number of occurrences of each. A variable in the biological domain called 

"health " was computed by summing the number of gynecological and obstetrical disorders 

and the number of diseases indicated by each subject and was used to test hypothesis two. 

However, there are separate bodies of literature dealing with gynecological problems and 

other types of health problems. For this reason, subcategory variables "gynecological 

problems," the sum of obstetrical and gynecological problems, and "health problems," a 

sum of the number of other diseases for which the subject had been treated, were created 

to allowed for separate analysis and discussion of these factors. 

The family and health history questionnaire was constructed for this study based on a 

review of the literature and has face validity. Many studies (e.g., Bedi & Helikas, 1985; 

Bohman, filaL 1981; Cadoret, 1976; Cadoret, O'Gorman, Toughton & Heywood, 1985; 

Cotton, 1979; Lorange & Tulis, 1985; Merikanges, Leckman, Prusoff, Pauls & Weissman, 

1985) indicate significantly higher rates of alcoholism in families of female alcoholics 

than in the families of nonalcoholic women. A significantly higher rate of 
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obstetrical-gynecological problems has been reported in the literature for women who 

have alcohol problems than for the general population of women (e.g., Belfer & 

Schader,1976; Browne-Mayers, 1975; Kinsey, 1966; Lisansky, 1957; Lolli, 1953; Wall, 

1937; Wilsnack, 1973). Many diseases have been significantly correlated with 

alcoholism, such as muscle diseases (Geller, 1980), pancreatitis (Fairclough & Clark, 

1980), liver diseases (Wilkerson , Santamaria & Rankin, 1968), and effects from 

malnutrition (Thompson, Ral & Majumdar, 1980). This questionnaire was completed by all 

of the women. 

Psychological Dimension 

Rosenberg Self-Esteem Assessment 

The Rosenberg Self-Esteem Assessment (RSE) was used as one measure of the 

psychological dimension. Rosenberg (1965) conceptualizes self-esteem as "the overall 

attitude that a person maintains with regard to his own worth and importance...as a 

unitary personal predisposition" (Carmine & Zeller, 1979, p 63). The RSE is a 10-item 

instrument measuring attitudes of the individual towards him/herself. 

In a study of 5,014 students, Rosenberg (1979) reported a reproducibility coefficient 

of .92 and a coefficient of scalability of .72. A retest after two weeks yielded a 

test-retest reliability of .85. Replications with a small college sample (Siber & Tippett, 

1965) found a test-retest reliability of .85, and Powell (1984), with a sample of 112 high 

school students, found a test-retest reliability of .69. 

Two approaches have been used to assess validity. Using 44 college students, Siber 

and Tippett (1965) examined discriminant and convergent validity. In comparing the RSE 

with measures such as perceptual speed and other factors presumably unrelated to 

self-esteem , discriminant validity ranged from .0 to .40. In the same study, convergent 

validity with two conceptually related instruments revealed validity ranging from .56 to 

.86. 
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Rosenberg (1979) approached the issue of validity from a different theoretical 

perspective than did Siber and Tippett (1965). He assumed that "self-esteem should be 

empirically related to 1) depressive affect, 2) anxiety, and 3) peer group reputation" 

(Rosenberg, 1979, p. 292). Scores on measures testing validity confirmed that depressive 

affect was present in 80% of those who scored low for self-esteem. Only 4% of those 

scoring high on self-esteem also displayed depressive affect. Self-esteem was found to be 

negatively related to anxiety. Peer perceptions also seemed to confirm construct validity. 

Subjects who scored high for self-esteem were likely to be assessed by their peers as 

"well thought of and a "leader" (Rosenberg, 1979). 

The RSE consists of ten statements which are to be rated by the subject, as they 

relate to him/her, on a four-point scale ranging from "strongly disagree" to "strongly 

agree." Item scores are totalled to indicate the level of self-esteem. The highest possible 

score is 40. One alcoholic woman did not complete this questionnaire. 

Personal Assessment Inventory 

The Personal Assessment Inventory (PAI) was used as a measure of the psychological 

dimension. It consists of 40 items which are designed to measure the depression level of 

the subject (Krug & Laughlin, 1976). The scale was created through a blending of the 

factor analytical approach and contrasted-groups approach. 

Both clinical and normal populations were studied in order to establish internal 

valididty for the PAI. Alpha coefficients ranged from .85 for the nonclinical adult 

population to .93 for the clinical population. Parallel split-half analysis results were 

similar (Krug & Laughlin, 1976). Discriminant validity was established in a study of 1904 

clinical and nonclinical subjects. In the Krug and Laughlin study, a correlation of .88 was 

found between the PAI and other psychiatric assessments of depression.The PAI includes 

forty statements with three response options. The A and C choices are opposites (e.g., 

quiet-lively; true-false). The B response is an ambivalent or indecisive choice which 
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respondents are asked to use only in the event that it is impossible to decide on a 

definitive answer. The measure takes approxomately ten minutes to complete. 

Calculations of scores followed the procedure of summing across item responses 

described in The Handbook of I PAT Depression Scale (Krug & Laughlin, 1976). Because of 

the high correlation between depression and anxiety (.50) found in the development of the 

scale, and the widely held perception in clinical circles that anxiety and depression are 

closely related factors, "moderator" items, those with negligible correlations with 

depression and strong correlations with anxiety were included in the scale as items 19, 

20, 39, and 40. The authors suggest that when the aim of the researcher is to improve the 

discriminatory power of the scale, use of the corrected score is appropriate. The 

corrected score, adjusted for anxiety, was used in this study. One nonalcoholic subject did 

not complete this measure. 

Sociocultural Dimension 

Bem Sex-Role Inventory 

The short form of the Bem Sex-Role Inventory was used as a measure in the 

sociocultural dimension. Although the BSRI is often used as a measure of psychological 

masculinity and femininity, it seems clear that the theoretical perspective offered by Bem 

(1979) is primarily concerned with societal definitions of masculine and feminine 

attributes and the need of the individual to conform to society's expectations. She stated. 

The theory underlying the BSRI asserts that sex-typed individuals will 
conform to whatever definitions of femininity and masculinity the 
culture happens to provide. The theory deliberately does not specify 
the particular contents of these definitions, however, because these 
will vary from culture to culture. The theory is a theory of process, 
not content. . . . The culture has arbitrarily clustered together 
heterogeneous collections of attributes into the two categories 
prescribed as more desirable for one sex or the other. The very 
concept of androgyny is a positive assertion that these arbitrary 
clusters of apples and oranges need not - and for some individuals do 
not - "hang together." If the culture groups a hodgepodge of attributes 
into a category it calls "femininity" or "masculinity," then that 
hodgepodge is what sex-typed individuals will take as the standard for 
their behavior. The purpose of the BSRI is to discriminate between 
those individuals for whom this hodgepodge does form a unitary 
cluster and those for whom it does not. (p. 1049) 
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A recent study (Pederson & Bond, 1985) provides some support for Bem's assertion 

that It is the culture which establishes sex-typed norms, and further, that individuals do 

Indeed respond to these changing definitions. During 1984 the authors administered the 

BSRI to 98 women and 113 men at Brigham Young University, and to 38 women and 84 men 

at the University of Tulsa. They hypothesized that, as a result of the substantial changes 

in society over the past decade, "sex-roles of both men and women have become more 

androgynous during the past decade" (p. 43). Results of the 1984 study were compared to 

Bem's 1974 data, gathered on samples from Stanford University and Foothill Junior 

College. A two-way analysis of variance indicated that the two 1984 samples were not 

significantly different. This information was not available for the 1974 sample. 

However, the corresponding mean scores for that sample were comparable, and thus the 

data for both the 1974 and 1984 samples were collapsed to represent the results for each 

year. Masculinity, femininity and androgyny l-ratio scores were calculated for each 

subject. The results indicated that men and women in 1984 scored significantly higher 

(men Q. < .001; women c < -01) on both the masculinity and femininity scales than did the 

1974 sample. Using Bem's 1977 definitions of androgyny, e.g., high masculinity, high 

femininity, both males and females in the 1984 sample were more androgynous. Bem 

(1976, p. 51) asserted that androgynous individuals "represent the very best of what 

masculinity and femininity have come to represent." Pederson and Bond suggested that 

their study indicated that "men and women appear to have stronger definitions of their 

own sex-role and a greater incorporation of the sex-role behaviors of the other sex as 

well" (p. 47). They attribute this increase to the changes in society and cultural 

definitions. For these reasons, in this study, the BSRI was considered a measure of 

sex-typed roles and was used as a measure in the sociocultural rather than the 

psychological dimension. 

The short form of the BSRI consists of 30 items. Of these, twenty have been 

identified empirically as socially desirable in all individuals, but more desirable for 
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either males or females. Descriptors such as "dominant," "aggressive, and "forceful" are 

considered to be masculine, wheras adjectives such as "gentle," "affectionate," and 

"sensitive to the needs of others" are among the ten items considered to be desirable 

feminine characteristics. The remaining ten items have been found to be unrelated to 

either masculine or feminine attributes. These were included to provide a neutral context 

for the measurement of masculine and feminine characteristics. 

Two normative samples were used by Bem (1974) to establish internal consistency 

for the three BSRI sub-scales on the original 60-item form of the instrument. Coefficients 

alpha of .86 for the masculinity scale, .88 for the femininity scale, and .75 for the neutral 

scale were derived from an analysis of responses of 444 male and 279 female 

undergraduates. The second sample of 117 male and 77 female undergraduates yielded a 

coefficient alpha of .86 for the masculinity subscale, .82 for the femininity subscale, and 

.70 for the neutral sub-scale. Moreland, Gulinak, Montague, and Harren (1978) report alpha 

coefficients of .86 for the masculinity subscale, .76 for the femininity subscale, and .68 

for the neutral subscale when the responses of 314 male and 286 female undergraduates 

were analyzed. Significant correlations between the scores on the long and short forms 

have been found (Bem, 1981). Sorell & Turner (1986) report an alpha coefficient of .88 for 

the masculinity subscale and .85 for the femininity subscale in a sample of adult women, 

jest-retest reliabilities over a four week period were reported as .90, .90 and .89 for the 

three subscales (Bem, 1974). 

The issue of construct validity of the BSRI has generated considerable controversy 

(e.g., Locksley & Colton, 1979; Pedhauzer & Tetenbaum, 1978). The long form contained 

negative items and the words "masculine" and "feminine." The short form was devised to 

respond to these criticisms. Inclusion of an item on the short scale was based on an 

empirical demonstration that each item appeared to be more desirable or undesirable in 

one gender than in the other, or equally desirable or undesirable. Bem (1979) postulates 

that this represents a measure of the extent to which individuals utilize accepted and 
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well known cultural definitions of masculinity and femininity as a standard against which 

to measure their own psychological attributes and actions. Bem (1979) argues that the 

sex-typed individual is not only well aware of these culturally accepted norms, but 

attempts to behave in a way consistent with these societal norms. The BSRI was scored 

on a 7-point Likert scale by summing ratings on masculinity and femininity items to yield 

a score for each dimension. One alcoholic woman did not complete this questionnaire. 

Expectations Questionnaire 

A review of the literature supports correlations between female alcoholism and 

role ambiguity (Bardwick, 1971; Kinsey, 1966; Jones, 1971; Parker, 1972: Wilsnack, 

1973). This ambiguity appears to emanate from a discrepancy between how a woman 

believes society or significant others expect her to act and how well she believes she 

meets those expectations. It seems reasonable to assume that a comparison between a 

woman's image of herself in a particular role, and her perceptions of how well she meets 

the expectations of significant others of her in that role would assess role congruence, or 

lack of it. Viewing a woman in context is a basic and crucial component of this study. A 

woman's perception of how she meets the expectations of significant others and society is 

one aspect of context. 

In the interview portion of the Women's Identity Study from which the comparison 

group was drawn, women were asked to identify the various roles they occupy (e.g., wife, 

mother, employee) and how well they believe they meet the expectations of significant 

others in the several roles which had been identified. The women in the comparison group 

who participated in the study in 1986 and 1987 were asked these questions in the 

interview, but also received a questionnaire in the packet designed to measure this same 

construct. All of the alcoholic women were provided the questionnaire in the packet. 

The form of the questions in the interview and the written question used in the 

packets were the same. For example., if a woman had identified heself as a wife, mother. 



78 

and daughter, she would be asked, during the appropriate section of the interview, or in the 

first section of the questionnaire, what her husband, parents and children expected of her 

in her role as wife and how well she believed she met their expectations. She would, in 

other sections, be asked the same questions with regard to her roles of mother and 

daughter. At the end of the interview and/or the questionnaire, a global question "Overall, 

how well do you meet the expectaions of others important to you?" was asked. 

A variable called "others' expectations" was created for this study from a self-rating 

by the subject of her overall success in meeting the expectations of others important to 

her. Although role specific scores and overall scores were available for many of the 

nonalcoholic women, very few of the alcoholic women rated themselves in each role. 

Possible explanations of this phenomenon will be offered in the discussion section. The 

variable " others' expectations" was obtained from the global question in which subjects 

were asked to choose on a scale of 1 = great or very well, 2 = pretty well 3 = so -so or 

average, 4 = not very well, 5= Not at all, an overall rating of how well they meet the 

expectations of others important to them. 

The Expectations Questionnaire was completed by 81 subjects, 54 alcoholic and 28 

nonalcoholic. A single score obtained from the global question was used. Six alcoholic and 

30 nonalcoholic women did not complete the questionnaire. Of these, interviews were 

available for all of the nonalcoholic women, but not for any of the alcoholic women. 

The interviews of the 30 nonalcoholic women for whom there was no Expectations 

Questionnaire were reviewed by two raters, using the rating scale devised by the 

researcher. They first looked for the response to the general expectations questions. In 16 

of the interviews the question, "Overall, how well do you meet the expectations of those 

important to you?" had been asked. In almost all cases the response corresponded to the 

rating used by the alcoholic women, that is, 1 = great or very well, 2 = pretty well 3 = so 

-so or average, 4 = not very well, 5= Not at all. In a few instances women responded with 

a numerical scale ("on a scale of 10, probably a 7") or with a percentage ("I'd say 75%"). 
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The numerical ratings given by the interviewee in every case were 7 or 70% and above. A 

rating of 9 (90%) or 10 was scored as a 1. A rating of 2 was given for 7 (70%) to 9 (90%). 

In 14 interviews the "overall" question had not been asked of the respondent. In 

those cases the entire interview was reviewed for responses to individual role 

expectations questions. If the respondent was consistent in her responses across roles, 

that is, if she gave herself the same rating in each of the roles, a rating corresponding to 

that answer was given. In one instances there was a wide discrepancy in the responses. 

The subject rated herself as very high in meeting the expectations of husband and children 

and very low in meeting the expectations of parents and siblings. Since there was no way 

to assess the relative importance of these family members, this subject was not given a 

rating and was scored as having missing data. 

Although the problem did not arise in the rating of the interviews for the comparison 

group, raters had been instructed that if the response did not obviously correspond to the 

rating responses, and the raters could not agree on the interpretation of the responses that 

had been given, the score would be considered missing. Scores were obtained for a total of 

52 nonalcoholic women and 53 alcoholic women. 



CHAPTER IV 

RESULTS 

Preliminary Analyĉ pc; 

Preliminary analyses were conducted prior to the analyses testing the hypotheses. 

These preliminary tests included reliability tests for the dependent measures and 

correlations between and within the independent, dependent, and demographic variables. 

Reliabilltv of Dpppndent Measures 

Internal consistency reliability was calculated on the Bem Sex-Role Inventory 

femininity scale (BSRIFEM), and the Rosenberg Self Esteem measure (RSE) using Cronbach's 

alpha (Cronbach, 1951). Alpha coefficients of .89 for the BSRIFEM and .90 for the RSE were 

obtained for the full sample. For the alcoholic group these alpha coefficients were 

BSRIFEM, .91, and RSE, .86. For the nonalcoholic group the alpha coefficient for the 

BSRIFEM, scale was .84 and for the RSE, .79. These coefficients are considered to be 

adequate to establish reliability of these dependent measures for this study. 

Frequencies of Dependent Variables 

The variables measuring number of alcoholic relatives and presence of certain 

diseases and disorders were created from frequency counts. The frequencies measuring 

the rate of alcoholism in subjects' families were obtained by asking who among a list of 

blood relatives was perceived by the subject to have or have had alcoholism. For those 

categories of relatives in which there may have been more than one relative, subjects 

were asked to identify the actual number. The number of women reporting indicates how 

many subjects claim to have an alcoholic relative in that category. It does not take into 

account the actual number of relatives with alcoholism in each category. Table 1 shows 

80 
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that the number of alcoholic first degree relatives is higher at every level, except son, for 

the alcoholic women. 

Following the trend in the literature, the variable measuring health-related problems 

was broken into two types, gynecological and obstetrical problems or disorders, and other 

illnesses which are associated with alcoholism in women. Table 2 shows the number and 

percentage of women in each group who responded affirmatively to each Item. Table 3 

shows the number and percentage of women in each group who reported treatment for 

certain health-related problems. 

The variable measuring others' expectations is an assessment of a woman's 

perception of how well she meets the expectations of people who are important to her. 

This Is not a variable which had appeared in the literature, but rather one that was 

created in an effort to tap the contextual aspect of a woman's life. The literature refers 

repeatedly to such constructs as role confusion and role ambiguity. In this study, the lack 

of congruence between a woman's behavior and the expectations of those whose opinion she 

ostensibly values, was seen as one way of tapping the ambiguity and confusion referred to 

in the literature on female alcoholism. Table 4 shows the responses of the two groups to 

the question, "Overall, how well do you meet the expectations of others important in your 

life?" 

Intercorrelations of Dependent Variables 

Pearson product-moment correlations were calculated to determine the relationships 

among the six dependent variables: number of alcoholic relatives, number of treated 

diseases and obstetrical-gynecological problems, depression scores, corrected for 

anxiety, on the Personal Attributes Inventory (PAI), self-esteem scores measured by the 

RSE, femininity scores on the BSRIFEM, and a measure of a woman's perception of how 

well she meets the expectations of others important to her. Correlations between the 

dependent variables and the independent variable were also calculated. As can be seen 
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from Table 5, the independent variable, alcoholism, was significantly correlated with 

scores on each of the dependent variables. In addition, higher depression scores were 

significantly correlated with the number of alcoholic relatives and diseases. Lower 

depression scores were significantly correlated with higher levels self-esteem, higher 

femininity scores and lower scores on the others' expectations measure. Higher scores on 

others' expectations were significantly correlated with lower numbers of alcoholic 

relatives and fewer health problems treated and lower levels of self-esteem and 

femininity. In addition to the negative correlation with depression, self-esteem and 

femininity were positively correlated with each other. Separate analyses were performed 

for nonalcoholic and alcoholic women. These relationships are shown in Table 6. For the 

nonalcoholic women, self-esteem was significantly and negatively correlated with 

depression and femininity, and positively correlated with others' expectations. In the 

alcoholic sample depression was significantly and negatively correlated with self-esteem 

and femininity and positively correlated with others' expectations. The significant 

correlations in the full sample, shown in Table 1 are almost completely accounted for by 

the alcoholic women. These relationships are shown in Table 6. 

Table 7 presents the correlations between the dependent variables and certain 

demographic variables. The first three variables, which ask whether the subject is now, 

or ever has been married, and whether or not the subject has children, required a yes 

(scored 1) or no (scored 0) response. The two remaining variables were scored by the 

actual number of years of education or of years of fulltime employment. Marital status 

was significantly correlated with several of the demographic variables. Years of 

education was signicantly correlated with every dependent variable. 

Only 25 % of the alcoholic women were married at the time of their participation in 

the study. However, two-thirds of the women had been married at one time. Because of 

the negative effect of alcoholism on relationships and on marriages, this difference in the 

groups was seen as a result of the drinking. 
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The significant difference between the groups on the levels of education could not be 

explained as a result of the alcohol abuse. In some cases the abuse may have begun in the 

teen years when the decision to leave school was made. However, because of a lack of data 

supporting that explanation, it is assumed that the use of alcohol became a problem for 

most of the women in the adult years. Therefore, because of the significant correlations 

between education and the dependent variables, and the lack of data supporting alcoholism 

as an explanation of the differences between the groups in years of education, the 

decision was made to use education as a covariate in testing the first six hypotheses. 

Major Analyses 

The first six hypotheses tested the significance of each of the variables to female 

alcoholism. The dialectic model (Riegel, 1973) had provided a frame within which to look 

at the literature on female alcoholism. The three dimensions from that theory, i.e.. 

Inner-biological, individual-psychological, and cultural-sociological, corresponded with 

the three major theoretical approaches to alcoholism in general, and female alcoholism in 

particular. From the literature two variables were chosen to represent each dimension. 

Each of these variables has been used repeatedly In empirical studies, has been reported as 

highly correlated with female alcoholism, and also seemed to adequately represent the 

theoretical model from which it was drawn. However, as far as could be determined, no 

one had tested for significant differences between alcoholic and nonalcoholic groups on all 

six variables, using a single sample, nor had all six, or combinations of them across 

dimensions, been examined for discriminatory power. Thus, the first six hypotheses were 

designed to test the significance of each variable to female alcoholism in a single sample. 

A multivariate analysis of covariance (MANCOVA) was used to test these first six 

hypotheses. This design was chosen for several reasons. Ordinarily, directional 

hypotheses are tested with a one-tailed L-test (Tabachnick & Fidell, 1983) because of the 

danger of increasing the likelihood of Type H error through the use of a MANOVA, which 
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calculates two-tailed tests. Although the dependent variables had been correlated in 

previous research with female alcoholism, these findings were in single samples, and from 

a unidimensional approach, and often did not use a comparison group. It was the intent of 

this study to take a multidimensional approach not only in conceptualizing female 

alcoholism, but in empirically studying it. In addition, the preliminary analysis (Table 6) 

had indicated a strong correlation between education and the dependent variables which 

could not be explained by the theory and which necessitated using education as a covariate. 

Thus, a decision was made to pursue the more rigorous analysis of MANCOVA. 

The MANCOVA provided support for the notion that there was a significant difference 

between the two groups (alcoholic and nonalcoholic women) on the six scales used £ 

(6,95) = 26.7, Q <.001, Wilk's Lambda .37, Q < .001. Given the significant multivariate 

test, contributions of individual variables were further explored. The results of the 

analysis for each hypothesis and the means and standard deviations are shown on Table 8. 

Hypothesis One 

Hypothesis one stated that alcoholic women would score higher on the total number of 

relatives identified as having an alcohol problem than would the nonalcoholic women. This 

hypothesis was supported by the univariate test, £ (1,100= 26.9, c < .001) with alcoholic 

women reporting 6.3 alcoholic relatives compared to 1.3 relatives for the nonalcoholic 

women, 1 (118) = -6.82, Q , .001. The B^ was .28. The regression analysis for within cells 

error term indicated that the contribution of education to the effect of the variable 

number of relatives was nonsignificant. Based on these findings the variable was 

accepted for use in determining the later discriminant function. Hypothesis one was 

supported. 
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Hypothesis Two 

Hypothesis two stated that alcoholic women would report a higher incidence of 

health-related problems than would nonalcoholic women. The alcoholic women reported 

6.9 health problems compared to 1.6 problems reported by the nonalcoholic women, 1(118) 

= -6.61, c <.001. The R^ was .27. The results of the univariate test, £(1,100)= 26.4 

C < .001 supported the hypothesis. An examination of the covariate analysis indicated 

that the effect of education on the variable health-related problems was nonsignificant. 

This hypothesis was supported, and the variable was accepted for inclusion in the 

discriminant function analysis. 

Hypothesis Three 

Hypothesis three stated that alcoholic women would score lower on a measure of 

self-esteem than would nonalcoholic women. This hypothesis was supported by the 

univariate test, £ = 35.6 (1,100) c < .001 with the alcoholic women scoring a mean of 

25.1 on the RSE compared to a mean score of 32.6 for the nonalcoholic women. The R^ was 

.48. However, the contribution of the covariate, education, analyzed through the 

regression analysis of within cells error, was also significant, 1 (118) = 3.24, c < .01. This 

finding was additionally analyzed through an analysis of variance with education as a 

covariate. These findings revealed that both education, £ (2,101) = 49.4, and the main 

effect of alcohol, £ (2,103) = 33.5, were significant, Q < .001. Additional calculations 

yielded means adjusted for education of 24.1 for the alcoholic women and 31.7 for the 

nonalcoholic women. Based on the significant finding of the MANCOVA, and the 

significance of alcohol as a main effect, the variable was accepted for inclusion in the 

discriminant analysis. Hypothesis three was accepted. 
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Hypothesis Four 

Hypothesis four stated that alcoholic women would score higher on a measure of 

depression than would nonalcoholic women. The alcoholic women had a mean score of 

41.5 compared to 9.1 for the nonalcoholic women. The B^ was .64. This hypothesis was 

supported through the univariate test, £ (1,100)= 105.38, c < .001. An examination of the 

regression analysis for within cells error indicated that the covariate education made a 

significant contribution to the effect of the variable depression, ±(118) = -2.26 (6, 95) 

C < .05. This finding required additional analysis through the use of an ANCOVA with 

education as the covariate which replicated the significant effect of education, £ = 91.98 

(2,101), c <.001, found in the MANCOVA. It also repeated the significance of the main 

effect of alcohol, £ = 121.74 (2,101) c < .001. The mean adjusted for education was 42.4 

for the alcoholic women and 8.2 for the nonalcohoic women. The significant contribution 

of the covariate on depression is a factor which must be taken into account when the 

strength of the contribution of depression to female alcoholism is considered. However, 

since the univariate analysis supported the main effect of depression, the hypothesis was 

supported and the variable retained for inclusion in the discriminant analysis. 

Hypothesis Five 

Hypothesis five stated that alcoholic women would score higher on a measure of 

femininity than will nonalcoholic women. The alcoholic women had a mean score of 54.3 

compared to 58.3 for the nonalcoholic women. The univariate test indicted that this 

variable did not contribute significantly, £ = 2.49 e > .05. This hypothesis was not 

supported and the variable was dropped from further analysis. 

Hypothesis Six 

Hypothesis Six states that alcoholic women would score lower on a measure of 

perception of meeting the expectations of significant others than would nonalcoholic 

women. The alcoholic women scored 2.8 compared to 1.9 for the nonalcoholic women, 
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1 (104) = -5.92, c < .001. The B^ was .26. Scoring on this measure is the reverse of all 

other scoring. Thus a high score indicates a lower perception of meeting expectations. 

Positive correlations indicate negative relationships. The findings of the univariate test 

was significant £ (1,100) = 17.8, B < .001. Further examination revealed that the effect of 

the covariate was nonsignificant. This hypothesis was supported and the variable retained 

for inclusion in the discriminant function analysis. 

Hypothesis Seven 

Hypothesis seven stated that a discriminant function analysis would yield significant 

weights on more than one of the variables. In addition, the percentage of the variance 

explained using a combination of physical, psychological and/or sociocultural factors was 

predicted to be greater than that of any single variable. 

Stepwise Discriminant Analysis is an accepted method for ordering and eliminating 

variables when no a priori reason exists to follow a certain order (Kelka, 1981). In this 

case there was no reason to believe that any one variable should be entered before any 

other. Therefore, the stepwise procedure was employed. 

The stepwise method employed was" Wilks" in which variables are entered one at a 

time based on the ability to minimize the overall Wilks' lambda. Default levels of the 

SPSS-X program (1986) were employed for tolerance (.001), which is its within-groups 

variance not accounted for by other variables in the analysis, and F-to enter (1.0), which 

corresponds to a significance level of .5. The default of the program also asumes equal 

prior probabilities for the classification analysis, which was used in this case. As was 

noted in the discussion of the results of the MANCOVA, the femininity scores of the two 

groups did not differ significantly, and the variable was eliminated from further analysis. 

In addition, since the covariate was nonsignificant in the Mancova (Wilk's .90, Q > .05), five 

variables, number of relatives, health-related problems, depression, self-esteem, and 
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Others' expectations, were tested for significant discriminatory capabilities. Table 9 

shows the results of the discriminant function. 

The variable, self-esteem, did not meet the tolerance level for step 5, and was 

eliminated. Depression accounted for the highest amount of variance, followed by 

health-related problems, number of alcoholic relatives, and others' expectations. A 

comparison of the B^ and the £ values supports the first part of Hypothesis seven, that is, 

that the discriminant analysis would yield significant weights on more than one variable. 

Furthermore, the composite discriminate function analysis yielded a Lambda of .28 (ja 

< .001), or overall B^ of .72 which indicates that the linear combination of the four 

dependent variables, weighted for their individual contributions, yielded a higher 

discriminatory power than did the individual variables separately. Thus, the function 

accounted for more of the variance, that is 72%, than did the individual variables. 

Calculation of a shrinkage formula yielded a corrected R̂  of .70. The second part of 

Hypothesis Seven was supported. 

A discriminant function analysis can be used to predict group membership, or 

discriminate between members of different groups. The function correctly classified 

membership in the alcoholic or nonalcoholic group with 94.3% accuracy, chi-square (1) = 

78.86, J2 < .001. The result of the classification procedure is shown in Table 10. 
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TABLE 1 

Frequency of Reported Alcoholic First-degree Relatives 

Alcoholic Women Nonalcoholic Women 

Number Per Cent Actual # 
Reporting 

Number Per Cent Actual # 
Reporting 

Mother 22 36.7 22 11.7 

Father 41 68.3 41 13 21.7 13 

Brother 30 50.0 45 15.0 11 

Sister 19 31.7 26 3.3 

Grandmother (M) 

Grandmother (P) 

Grandfather (M) 

Grandfather (P) 

Aunt (M) 

Aunt (P) 

Uncle (M) 

Uncle (P) 

1st Cousin (M) 

1st Cousin (P) 

Son 

Daughter 

Totals 

9 

11 

21 

16 

15 

8 

25 

18 

9 

12 

0 

4 

15.0 

18.3 

35.0 

26.7 

25.0 

13.3 

41.7 

30.0 

15.0 

20.0 

0 

6.0 

378 

9 

11 

21 

16 

34 

11 

47 

31 

32 

28 

0 

4 

0 

4 

7 

7 

4 

1 

7 

7 

1 

3 

0 

0 

0.0 

6.7 

11.7 

11.7 

6.7 

1.7 

11.7 

11.7 

1.7 

5.0 

0 

0 

82 

0 

4 

7 

7 

4 

1 

8 

7 

1 

9 

0 

0 

Key: Number = subjects reporting one or more alcoholic relatives in a category 
Per Cent = percentage of subjects with an alcoholic relative in a category 
Actual = number of alcoholic relatives reported in each category 
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TABLE 2 

Frequency of Reported Obstetrical and Gynecological Problems 

Alcoholic Women Nonalcoholic Women 

Number Per Cent Actual Number Per Cent Actual 

Miscarriage 

Endometriosis 

Inorgasmia 

Frigidity 

DandC 

Difficult Pregnancy 

Hysterectomy 

Breast Cancer 

Cervical Cancer 

Total 

23 

2 

19 

25 

24 

16 

6 

2 

1 

38.3 

3.3 

31.7 

41 

40.0 

26.7 

10.0 

3.3 

3.3 

31 

2 

25 

37 

30 

33 

6 

2 

1 

167 

11 

6 

8 

9 

12 

11 

1 

2 

9 

18.3 

10.0 

13.3 

15.0 

20.0 

18.3 

1.7 

3.3 

15.0 

16 

6 

15 

11 

13 

12 

1 

2 

18 

94 

Key: Number = subjects reporting one or more treatments in a category 
Per Cent = percentage of subjects reporting treatment in a category 
Actual = number of courses of treatment reported in each category 
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TABLE 3 

Frequency of Reported Diseases 

Vitamin deficiency 

Depression 

Diabetes 

Gastroentritis 

Pneumonia 

High Blood Pressure 

Enzyme deficiency 

Insomnia 

Pancreatitis 

Ulcer 

Broken bones 

Total 

Alcoholic Women 

Number 

28 

36 

0 

10 

17 

8 

2 

21 

5 

14 

29 

Per Cent 

46.7 

60.0 

0 

16.7 

28.3 

13.3 

3.3 

35.0 

8.3 

23.3 

48.3 

Actual 

53 

79 

0 

16 

25 

8 

2 

50 

7 

17 

39 

296 

Nonalcoholic 

Number 

2 

8 

2 

6 

7 

3 

1 

1 

0 

6 

11 

Women 

Per Cent 

3.3 

13.3 

3.3 

10.0 

11.7 

5.0 

1.7 

1.7 

0 

10.0 

18.3 

Actual 

2 

11 

2 

14 

7 

3 

1 

1 

0 

6 

11 

58 

Key: Number = subjects reporting one or more problems in a category 
Per Cent = percentage of subjects with problems in a category 
Actual = number of courses of treatment reported in each category 
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Measure of Others' Expectation 
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Alcoholic Women Nonalcoholic Women 

Number Per Cent Number Per Cent 

Very Well 

Pretty Well 

So-So 

Not Too Well 

Not At All 

Missing 

3 

16 

17 

23 

1 

6 

Mean = = 2.8 

5.0 

26.7 

28.3 

13.3 

1.7 

25.0 

S SD = .88 

11 

37 

3 

1 

1 

8 

Mean = 

18.6 

62.7 

5.0 

1.7 

1.7 

10.0 

1.9 

SD=.67 
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TABLE 5 

Intercorrelations of Independent and Dependent Variables 

REL HTH DEP EST FEM EXP^ 
( N = 1 2 0 ) (N=120) (N=119) (n=119) (n=119) (11=106) 

ALC .53*" .52*** .79*** -.17* -.23** .50*** 

REL .34*** .50*** -.16 -.28** .20* 

HTH .35*** -.12 .02 .33*** 

DEP -.44*** -.36*** -.50*** 

EST .18* -.23** 

FBVI -.19* 

* C < . 0 5 * * c < . 0 1 ***C<.001 

1 A negative i indicates a positive relationship 

KEY: REL = number of alcoholic relative 
HTH = number of health problems 
DEP = score on depression measure 
EST = score on measure of self-esteem 
FEM = score on femininity measure 
EXP = score on others' expectations measure 
ALC = alcoholic versus nonalcoholic 
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TABLE 6 

Intercorrelations of Dependent Variables 
for Alcoholic and Nonalcoholic Women 

RELATIVES HEALTH DEPRESSION ESTEEM FEMININITY EXPECTATONS^ 
(n = 60) (a =60) (n=59) (n = 60) (a = 52) 

REL (a = 60) 

HTH(n=60) .08 

DEP (a = 59) 

EST (n = 60) 

FEM (n = 59) 

EXP (n = 54) 

.12 

~ 

.16 

.03 

.16 

.16 

-.06 

.20 

— 

.69*** 

-.45*** 

.30* 

-.03 

.09 

-.29* 

— 

.31* 

-.41*** 

-.07 

.06 

.04 

.25* 

— 

-.13 

.12 

-.11 

-.00 

-.35** 

-.05 

~~ 

Nonalcoholic Women above Diagonal 

Alcoholic Women below Diagonal 

*C<.05 **c<.01 ***c<.001 

1 A negative i Indicates a positive relationship 

KEY: REL = number of alcoholic relative 
HTH = number of health problems 
DEP = score on depression measure 
EST = score on measure of self-esteem 
FEM = score on femininity measure 
EXP = score on others' expectations measure 
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TABLE 7 

Correlations of Demographic and Dependent Variables 

RELATIVES HEALTH DEPRESSION ESTEEM FEMININITY EXPECTATONS^ 
(n=i20) (n=i20) (n = ii9) (n = ii9) (n = ii9) (n = i06) 

MARRIED (Q = 63) 

EVER (n = 95) 

DIV (n = 29) 

CHILD (n= 90) 

EDUC (n = 120) 

WORK (D = 94) 

-.23* 

-.01 

.21* 

-.02 

-.29*** 

.10 

-.16 

.05 

.19* 

.05 

-.26** 

.03 

-.45*** 

-.20* 

.31*** 

-.04 

-.52*** 

.04 

.39*** 

.22 

.26** 

-.02 

.52*** 

-.01 

.09 

.11 

-.04 

.11 

.18* 

.14 

-.22** 

-.02 

.26** 

.03 

-.36*** 

-.09 

*C<.05 **c<.01 ***c<.001 

1 A negative £ indicates a positive relationship 

KEY: MARRIED= married at time of participation 
EVER = had been married at least once 
DIV= divorced at time of participation 
CHILD= children 
EDUC= years of education 
WORK = years of fulltime work experience 
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Variable 

RELATIVES 

HEALTH 

DEPRESSION 

ESTEEM 

FEMININITY 

Results of Multivariate Analysis 
DF 6, 95 

(N=103) 

Alcoholic 
n=60 

EXPECTATIONS 

Mean 

5.8 

6.9 

41.5 

25.1 

54.3 

2.8 

SD 

4.6 

6.1 

12.5 

4.8 

10.1 

.9 

Mean 

1.3 

1.5 

13.0 

32.6 

58.3 

1.9 

of Covariance 

Nonalcoholic 
n = 60 

SD 

1.9 

1.6 

9.1 

4.2 

5.9 

.7 

F Significance 

28.87 

26.38 

105.38 

35.62 

2.49 

17.78 

.001 

.001 

.001 

.001 

.117 

.001 
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TABLE 9 

Summary of Individual Contributions of Variables 
To the Discrimination of Alcoholic from Nonalcoholic Women 

After Entrance 

Variable Equivalent DF Wilks' Lambda Coefficient"' R̂  Significance 
F 

DEPRESSION 

HEALTH 

RELATIVES 

EXPECTATIONS 

170.9 

115.9 

80.72 

61.58 

1,102 

2,101 

3,100 

4, 99 

.49 

.32 

.30 

.28 

.81 

.44 

.26 

.17 

.50 

.68 

.70 

.72 

.001 

.001 

.001 

.001 

1. Standardized canonical discriminant function coefficients 
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ACTUAL GROUP 
MEMBERSHIP 

GROUP 0 
(nonalcoholic) 

GROUP 1 
(alcoholic) 

Total 

TABLE 10 

Classification Results 

NUMBER OF 
CASES 

52 

53 

105 

PREDICTED GROUP MEMBERSHIP 
0 1 

49 3 
94.2% 5.8% 

3 50 
5.7% 94.3% 



CHAPTER V 

DISCUSSION 

The results of this study indicate that viewing female alcoholism from a 

contextual/dialectic perspective, in which the focus is on a "changing individual in a 

changing world" (Riegel, 1975, p. 50) provides more heuristic information about female 

alcoholism than does any approach utilizing a unidimensonal perspective. Shaw's (1980) 

hypothesis that alcoholism is a mutifactorial problem is supported by the findings of this 

study. The significance of findings in the biological, psychological and sociocultural 

dimensions suggests that without solid theoretical justification and very strong 

statistical evidence, a unidimensional approach to female alcoholism appears to be 

unsupportable. 

Riegel's dialectic theory, which suggests that change is a result of asynchrony within 

and among the four dimensions of inner-biological, individual-psychological, 

cultural-sociological and outer-physical within which each individual functions, lent 

itself to a multifactorial examination of female alcoholism. Riegel's first three 

dimensions corresponded with the three major approaches to alcoholism: biological, 

psychological, and sociocultural. The notion of the interdependence of the dimensions 

allowed for a multivariate investigation. Riegel's emphasis on the relationship within and 

among the dimensions seems particularly appropriate for a study of women, since recent 

findings have suggested that context is a particularly crucial factor in examining women's 

issues (Gilligan, 1972; Sorell and Busch-Rossnagel, 1983). 

The first six hypotheses of this study were designed to replicate findings in the 

literature in each of the three dimensions. Two variables were chosen to represent the 

major empirical findings and to illustrate the focus of each dimension. The seventh 

hypothesis was a test of the theoretical assumptions underlying this study. 

99 
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The methods used in this study allowed for considerably more confidence in the 

findings than is usual in research on female alcoholism. The minimal length of sobriety of 

the subjects (under three months) taps as closely as is probably realistic, those 

characteristics of the drinking alcoholic. The number of subjects is considerably higher 

than is generally found in similar studies and is adequate to meet the assumptions of the 

analyses performed. The use of a comparison group is unusual in this type of research, and 

lends credibility to the findings. Morrissey (1985) noted that of the most commonly cited 

empirical works on female alcoholism, "41% include no comparison group, 45 % compare 

males to females, and a minority use control groups of normal females" (p. 88). In 

addition, she points out that the differences that have been reported between male and 

female alcoholics are primarily attributable to "differences in gender roles and in the 

responses of agents of social control to males and females" (p. 88). 

The most significant contribution of this study lies in a new conceptualization of 

female alcoholism. The importance of the interrelationship of the many factors 

contributing to alcoholism in women has not been empirically tested. The significant 

findings of this study give strong support to the efficacy of viewing female alcoholism 

from multiple perspectives, both theoretically and empirically. 

In this chapter a discussion of the results of the study will be presented. First each 

hypothesis will be addressed separately within the dimension it represents. Then the 

sample will be discussed. The implications of the findings, from both a theoretical and 

clinical perspective will be discussed. The limitations of the study will be presented, 

followed by suggestions for future research. 

The Biological Dimension 
Hypotheses 1 and 2 

The biological dimension is usually investigated by those who consider alcoholism a 

disease in which the abuse of alcohol is regarded as a symptom of an underlying 

disturbance of physiology or structure. A review of the literature demonstrated that 
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proponents of the disease concept primarily approached the issue of alcoholism from one 

of two perspectives: rates of familial alcoholism or the presence or prevelance of health 

problems correlated with alcoholism. 

Familial Alcoholism 

One body of literature pertains to genetics and heredity. It is concerned with the 

apparent transmission of the disease of alcoholism from one generation to another. 

Research focuses on the prevalence of alcoholism in families. Very few researchers from 

this perspective have studied women. Those who have, however, support the notion that 

women alcoholics have a greater incidence of parental and familial alcoholism than do 

male alcoholics (Cotton, 1979; Fort and Porterfield, 1961; Jones, 1972; Rathod and 

Thompson 1971). Lisansky (1957) reported that half of the women, and a third of the men 

in her study had at least one alcoholic parent. She also reported that 9% of the siblings of 

male alcoholics and 24% of the siblings of female alcoholics were themselves alcoholic. 

The findings of this study, shown on Table 8 in Chapter4, support the notion that there is a 

higher incidence of alcoholism in the families of alcoholic women than in the families of 

nonalcoholic women. The alcoholic women had more alcoholic parents, siblings, 

grandparents, maternal aunts and uncles and paternal aunts than did the nonalcoholic 

women. Neither the alcoholic women, nor the nonalcoholic women reported alcoholism 

among their sons. 

No studies have reported a strong correlation between maternal alcoholism and 

alcoholism in daughters. However, four alcoholic women reported having at least one 

alcoholic daughter. The mean age of the sample (34.5 years for the alcoholic women and 

36.9 years for the nonalcoholic women) make this finding interesting but difficult to 

interpret. It severely limits the potential of the subjects having daughters or sons old 

enough to have developed a drinking problem. Therefore, the findings of alcoholism among 
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the mothers and children of the alcoholic subjects might be noted and considered as an 

area of future research. 

The rate of alcoholism among relatives in this sample is considerably higher than 

those generally reported in the literature. This may be due to the way the question was 

asked. Subjects were asked to Identify those relatives who they believed have, or have 

had, a problem with alcohol. It is difficult to know whether this wording increased or 

decreased the accuracy of the reporting. Many studies use clinical evidence of alcoholism 

as a criteria. Although this allows for a greater degree of confidence in the findings than 

a less measurable criteria, it may perpetuate underreporting of the rate of familial 

alcoholism since so many instances of alcoholism are either misdiagnosed or deliberately 

obscured with a plausible and innocuous diagnosis. Reliance on the subjects' perceptions 

and family myths and gossip has both advantages and disadvantages. It minimizes the 

danger of underreporting through the use of stringent criteria, and probably picks up 

relatives who would not have been identified through other means. On the other hand, there 

may be a tendency, especially among the alcoholic women, to report as an alcohol problem 

a variety of deviant behaviors which may or may not be related to alcohol abuse. In 

addition, comparisons of numbers of alcoholic relatives are difficult to make with 

confidence because women were not asked to specify the total number of relatives in a 

category. There is a considerable difference between women who have one aunt who is an 

alcoholic, and women with twelve aunts, one of whom is an alcoholic. Further 

Investigation is indicated to identify a more precise criteria for the identification of 

alcoholic relatives, and which would allow for better comparisons of the percent of each 

category of relative. Overall, the findings of this study support those in the literature 

from the disease perspective that report a pattern of familial alcoholism among alcoholic 

women. 
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Health Problems 

The second area of focus in the biological dimension is the occurrence of certain 

diseases and disorders. These can be divided into health problems which appear to be 

highly correlated with alcoholism in men and women, and which, for the most part have not 

been the object of specific research among women, and obstetrical and gynecological 

disorders and diseases which have been investigated among women alcoholics. 

The relationship of alcoholism and female physiology has been noted since Wall's 

(1937) findings that 80% of the 50 alcoholic women in his study suffered from 

dysmennorrhea. Various studies since then have shown a relationship between 

gynecological and obstetrical problems (Belfer, Schader, Carroll and Hermatz, 1971; 

Kinsey, 1966; Kissan and Haan, 1982; Lisansky, 1957; Lolli, 1953; Podolsky, 1973). 

Women In this study were asked about the occurrence of various diseases and disorders 

related to female physiology. The results, shown on Table 5. support the hypothesis that 

alcoholic women report more problems related to female physiology than do nonalcoholic 

women. The findings indicate that these differences are more prevalent in what might be 

called disorders, or difficulties related to reproduction rather than diseases or disorders 

such as cancer. The alcoholic women have had more D & Cs and hysterectomies than have 

the nonalcoholic women. They also report more difficult pregnancies and more 

miscarriages. The nonalcoholic women reported higher numbers of treatment for 

frigidity than did the nonalcoholic women. 

The question which needs to be asked at this point is, does the alcohol abuse cause or 

contribute to the reproductive difficulties? Some studies (Lisansky, 1957) ascertained 

that the reproductive problems anteceded the abusive drinking, and therefore ruled out 

reproductive difficulties as a consequence of abusive drinking. This was not done in this 

study, and therefore no conclusion can be drawn on the issue of causation. 

There are a number of health-related problems that are correlated with alcoholism or 

heavy drinking. As a central nervous system depressant, alcohol is nonspecific in its 
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effect on the body. No system is immune from the damaging effects of the drug. Some 

diseases seem to be correlated with alcoholism without apparently being "caused" by it. 

Pneumonia is an example of this type. Other diseases are a direct result of alcohol abuse. 

Spider angioma is one of these. Others, including many stomach disorders, are common 

among alcoholics and can result from alcohol abuse, but occur in the nonalcoholic 

population and have causes other than alcohol. 

Table 6 in Chapter 4 shows the findings for the 11 diseases. Respondents were asked 

to note any disease for which she had been treated, and the number of times she had been 

treated if that were more than once. Two of the three health-related problems reported 

most often by the alcoholic women were depression and Insomnia. Over half of the 

alcoholic women reported treatment for depression, and over one-third had been treated 

for insomnia. These are often viewed by physicians as stress-related disorders, and 

treated with mood altering drugs. They can, however, be directly attributable to the 

chemical effects of the drug alcohol. Alcohol is a depressant drug which is known to 

interfere with REM sleep. The findings in this study suggest that the correlation of 

depression and insomnia with alcoholism is strong. Vitamin deficiency, the second most 

commonly treated problem, reported by 47% of the alcoholic women and only 3% of 

nonalcoholic women, is also strongly correlated with alcoholism. Since alcohol interferes 

with the ability of the body to absorb nutrients, the correlation between alcoholism and 

vitamin deficiency is not a surprising. Malnutrition and vitamin deficiency are not 

common diagnoses in this generally affluent society. Its presence, in women for whom 

poverty is not an obvious explanation for it, ought to to be taken by those who treat 

women as a clue to investigate the possibility of alcohol abuse. 

The Psychological Dimension 
Hvpotheses 3 and 4 

It is interesting to note that most of the research that has been done on male 

alcoholics has assumed that alcoholism is a disease with a physiological basis. The 
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majority of research done on the female alcoholic has assumed that alcoholism is a 

symptom of an underlying psychological problem. Two variables, depression and 

self-esteem, were chosen to represent the psychological dimension based on the findings 

in the literature. 

Depression 

The Personal Assessment Inventory was employed to measure the depression levels of 

the respondents. The results were significantly different between the two groups . This 

supports the consistent findings in the literature. 

Depression is one of the most difficult variables to interpret in relation to 

alcoholism. Alcohol is a central nervous system depressant. It depresses the activities of 

the various systems in the body and is known to alter moods. Therefore, depression is to 

be anticipated with the use of alcohol. Whether there really is a higher rate of depression 

among women in general, and among alcoholic women in particular is uncertain. There may 

be. It may also be a convenient diagnosis when a physician is faced with anger or 

frustration in female patients. In the case of alcoholism in women, most people, doctors 

included, are loathe to 'accuse' someone of being an alcoholic without conclusive proof. 

Unlike alcoholism, depression is an acceptable diagnosis for a woman. 

The results of this study give support to the accepted notion that the rate of 

depression is greater in an alcoholic sample than in a nonalcoholic sample. There are no 

data In this study that contradict the findings of a significant correlation between 

alcoholism in women and depression. However, it is difficult to know how to interpret 

this finding. As has been mentioned, alcohol is a depressant drug which would be expected 

to contribute to depression in its users. In addition, depression seems to be a construct 

that has a number of components and emphases. It is difficult if not impossible to tease 

out confounding factors. For example, education contributed significantly to the effect 
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of the variable depression in this study, and no significant changes were found when the 

mean score adjusted for education was used. 

Gold (1987) noted, as possible explanations of the high reported rates of depression 

In women, that women go to physicians in general, and psychiatrists in particular, more 

often than men do, and that 75% of all prescriptions for mood-altering drugs are 

prescribed for women, mostly by men. The sociocultural influence cannot be ignored in a 

discussion of depression. 

Perhaps depression is a useful discriminator between healthy, or functional women 

and unhealthy or dysfunctional women, rather than between alcoholic and nonalcoholic 

women. The findings of this study indicate that several other variables contribute 

significantly to alcoholism in women. It would be useful to compare a population of 

women with high rates of depression but no indication of alcoholism with women who are 

alcoholic, in order to ascertain more accurately the relationship between alcoholism and 

depression. 

Self-esteem 

Low self-esteem is the second most common psychological variable associated with 

alcoholism in women. It certainly makes intuitive sense that when one violates the 

norms of society, and behaves in a way to elicit disgust and derision, self-esteem is 

negatively affected. However, the results of this study provide little additional insight 

into the significance of self-esteem in relation to alcoholism. There was a significant 

difference between the scores of the alcoholic and nonalcoholic groups when analyzed by 

the MANCOVA. However, the contribution of self-esteem to the discriminant function did 

not meet the requirements for entrance into the function. Part of the explanation may lie 

in the significant effect of the covariate education, a characteristic it shared with 

depression, the highest contributor. In addition, self-esteem was significantly correlated 

with both depression and others' expectations. It appears that by the time the joint 
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variance with depression and others'expectations was considered, there was very little 

left for the independent contribution of self-esteem. 

The consistent view of treatment personnel that low self-esteem is a serious issue 

for alcoholic women, and the lack of empirical support for that view is puzzling. It is 

possible that sampling issues, such as the discrepancy in years of education in this 

sample, have resulted in confounds that effect the reliability of the measure. It is also 

possible that the variable being operationalized as self-esteem In the various measures, 

and the perception of self-esteem held by treatment professionals, differs by definition. 

The strength of the conviction of clinicians that self-esteem Is a treatment issue for 

alcoholic women indicates that some effort ought to be expended in ascertaining the 

meaning attributed by clinicians to the word, and perhaps the development of a construct 

to more accurately reflect that meaning. In this study a variable which assessed the way 

a woman perceived herself as meeting the expectations of others important in her life was 

significantly correlated with self-esteem, and resulted in significant differences 

between the alcoholic and nonalcoholic women. It is possible that this variable assessed 

more closely what clinicians have referred to as self-esteem, that is a sense of worth 

that emanates from knowing that one is acceptable in the eyes of those whose opinion one 

values. Obviously this construct of self-esteem requires additional definition and 

investigation as it applies to alcoholic women. Perhaps the alcoholic woman is more 

dependent on the evaluation of others than she is on her own sense of herself. It is 

possible that the construct defined by researchers differs from what treatment providers 

call self-esteem and identify as a serious problem for alcoholic women in treatment. 

The Sociocultural Dimension 
Hypotheses 5 and 6 

In the past several years increasing emphasis has been placed on differences between 

men and women. There has been an attempt to recognize that different does not imply 

better or worse, nor does it imply healthy and unhealthy. One of the differences that has 
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emerged in the eighties is an understanding that a woman ought to be studied within the 

context of her relationships and her culture. In alcoholism research little attention has 

been paid to the sociocultural dimension. Those who have considered it important have 

tended to take a social learning approach to alcoholism. This approach, however, has not 

incorporated recent findings about the nature of women (Gilligan, 1982; Sorell and 

Busch-Rossnagel, 1983), nor has it paid particular attention to women's Issues. This lack 

of attention to specific issues of women in the area of alcoholism manifested itself in the 

paucity of obvious and supportable variables to be used in this study to operationalize the 

sociocultural contributions to alcoholism. 

Femininity 

The MANCOVA did not support the hypothesis that alcoholic women would score higher 

on a measure of stereotypical feminine traits than would the nonalcoholic women. This 

finding may be the result of the measure used. Other measures of femininity such as the 

Personal Attributes Questionnaire measure negative and positive traits. Perhaps the 

presence of "ultrafemininity" noted by Jones (1971) would be identified by that type of a 

measure. Alternatively, it may be that the femininity scores of the nonalcoholic sample 

were matched by high masculinity scores (resulting in an androgyny finding), whereas the 

alcoholic women did not have correspondingly high masculine scores. In light of the 

consistent view in the literature that alcoholic women tend to value stereotypical 

feminine roles, it would be useful to explore the question through these other avenues 

before the hypothesis is rejected. 

Traditionally alcoholism has been thought of as a middle-aged male disease. Drinking 

has been an integral part of male society. Men relax "with the boys" over a beer, close a 

deal with a toast, and assess their manhood by the capacity of their hollow leg and their 

ability to drink the others "under the table." Although women drink, and apparently 

always have, their use of alcohol has never been a part of the rituals of womanhood. 
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Women who "drink like a lady" are neither respected nor seen as enhancing their 

femininity. She is expected to do that by society. Anything less is viewed negatively. 

Society clearly views drinking behaviors, particularly when they are excessive, differently 

in men and women. 

There have been a number of speculations about the relationship between gender roles 

and alcohol use. Research has supported the idea that alcoholic women tend to be 

"ultrafeminine" (Jones, 1971), and that many women drink in response to stressful life 

events (Curlee, 1969; Morrissey and Schukitt, 1978), most of which could be viewed as 

threats to the stereotypical feminine role, such as divorce, and empty nest. The Bem 

Sex-role Inventory utilizes stereotypical traits to assess masculinity and femininity. 

Since these traits are defined by society as stereotypical, the BSRI was considered a 

measure of a variable in the sociocultural dimension. However, the lack of support for the 

findings in other studies raises a question about the usefulness of this measure to tap the 

construct of femininity referred to in other studies. 

Others' Expectations 

It is very difficult to operationalize variables that accurately reflect the systemic 

quality of life. The variable others' expectations was an effort to measure one aspect of 

relationships between women and others important to her. The assumption underlying the 

creation of this variable was that women identify themselves in terms of their 

relationships (Sorell and Busch-Rossnagel, 1983). If there are problems in relationships 

one may assume that a woman's sense of herself, and the quality of her life, will be 

diminished. Given the serious social consequences of alcohol abuse, it was assumed that 

alcoholic women would see themselves as less successful in meeting the expectations of 

those people whose approval they valued. 

The results of the MANCOVA supported the hypothesis that the alcoholic women 

would rate themselves lower in meeting the expectations of others important to them. 
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This finding indicates that there is a discrepancy for alcoholic women between their 

performance in various roles, and their sense of how others expect them to perform in 

those roles. As was suggested in the section on self-esteem, this is not a construct that 

has received any attention in the literature. However, taking into account the contribution 

of this variable to the discriminant function, it is clearly a construct which has some 

importance to female alcoholism. 

Given the importance of relationships to women it is possible that the construct 

which therapists refer to as self-esteem may be better tapped by a variable such as this 

one. If a woman is continually faced with the knowledge that she is a disappointment to 

those whose opinions she values most, it is possible that her sense of worth Is negatively 

impacted. Questions that ask her how she evaluates herself may not tap the same 

construct as questions which ask how she evaluates herself in relation to others' opinion. 

For example, she may respond positively to the question from the RSE "I feel that I am a 

person of worth, at least on an equal basis with others." If that question were reworded 

to ask for her perception of how her husband viewed her, such as "My husband sees me as a 

person of worth in my role as wife (mother, homemaker), at least on an equal basis with 

others," her response might be quite different. Her sense that someone else does not 

approve of her and her response to that may be the construct which is noted by clinicians. 

Carol Gilligan (1982) noted that women make moral judgments based on how best to 

discharge her multiple obligations to self and others. Perhaps she also develops 

self-esteem based on how she meets the multiple expectations of self, significant others, 

and society. 

An unanticipated problem arose with this variable. Many of the alcoholic women had 

such fractured relationships that questions of meeting the expectations of significant 

others were either moot, or so painful that the women refused to respond. This was 

particularly true with younger women and their relationships with parents. Many of them 

simply skipped the question, or responded bitterly saying "I've never met their 
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expectations." Some had had little or no contact with families for many years. Some of 

the women who were mothers had had children taken from them by the authorities. Some 

had recently been divorced. In all, this variable, which seems new to alcoholism research 

in women, and seems to account for a significant amount of variance in distinguishing 

alcoholic and nonalcoholic women, is one that needs refinement. Recognition of the 

prevalence of broken relationships among alcoholic women necessitates careful wording of 

the questions and an approach to the questions that would encourage a response from those 

whose inclination would be to consider the issue moot because of the lack of contact with 

signlficnt others such as parents and children. 

The theory underlying this research suggested that individual variables were less 

useful In explaining alcoholism in women than a multivariate analysis would be. The 

statistical analysis of the six variables chosen to represent the three widely accepted 

models of alcoholism and the three dimensions of the dialectic theory were found to be 

significant in a single sample. The findings of this study support previous empirical 

studies in a way that gives additional credence to them.. 

The Dialectic in Female Alcoholism 
Hypothesis 7 

As had been mentioned earlier, the research question, the choice of a model, and the 

analysis used is generally congruent with the researcher's interest and background. In this 

case, the frustration of a clinician with empirical studies that yielded high correlations 

and little or no direction for prevention or treatment led to the present investigation. It 

was not the intent of this research to find the cause of alcoholism among women. Rather 

the goal was to examine contributions of factors from several dimensions to differentiate 

between alcoholic and nonalcoholic women. This multivariate approach looks to the 

interrelationships among the several dimensions. 

The theoretical basis of this study was a contextual dialectical approach in which 

female alcoholism was seen as the result of interactions within and among the biological, 
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psychological and sociocultural dimensions. No one dimension was seen as more important 

than another. The individual contributions of each variable were examined only to confirm 

the correlations reported in the literature, as this had never been attempted in a single 

sample. 

Because the research design provided two groups, only a single discriminant function 

resulted from the analysis. This analysis, into which the four variables found to be 

significant through the MANCOVA were entered, yielded a Wilk's Lambda of .28 which was 

significant. The function accounted for 72% of the variance. Standardized structure 

coefficients were then used to analyze the relative contribution of each variable to the 

separation between the groups. In this function the largest contributor to the separation 

was depression, followed by health-related problems, number of alcoholic relatives and 

others' expectations. 

Besides identifying variables that would account for a significant amount of the 

variance in female alcoholism, discriminant analysis may also be used to classify subjects 

into one of the two groups, alcoholic or nonalcoholic. A classsification analysis was 

performed. This resulted in correct classification of 94% of the nonalcoholic subjects and 

alcoholic subjects. The total efficiency of the classification was compared to a 

classification based on chance alone. The 94.29% accuracy rate was found to be 

signicantly better than chance (50%). 

The findings of the discriminant analysis offer strong support for the dialectic theory 

as a lens through which to view female alcoholism. Other variables which have been found 

to correlate with alcoholism in women can be tested in this same manner, in conjunction 

with the ones used here or in other combinations. The possibility of increasing the 

variance accounted for when other relevent variables are identified is strong. In this 

study for example, the rate of divorce among the alcoholic women was high. The number of 

former alcoholic spouses was significantly different between the groups. The reason 

given for the use of alcohol differed between the groups. The addition of these, or other 
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variables, might not only increase the amount of variance accounted for, but might also 

increase the percent of subjects correctly classified. The finding which cannot be 

emphasized enough in this study is the support for viewing female alcoholism in a 

multifactorial manner, both theoretically and empirically. 

The Sample 

Definitions of alcoholism tend to emanate from the model favored by the researcher. 

Thus, physical problems, often late stage factors, are favored as a criteria for alcoholism 

by the proponents of the disease concept. Those who view alcoholism as a psychological 

problem use DSM III criteria, and social learning theorists look to behavioral indices such 

as number of drinks consumed within a certain period. A woman met the definition of an 

alcoholic for the purposes of this study If she had sought treatment for an alcohol problem 

at an Inpatient or outpatient facility licensed to treat alcoholics, or if she stated that she 

was a member of Alcoholics Anonymous. This definition, although differing from many 

found in the literature, makes intuitive sense and is congruent with the theoretical basis 

of this study which emphasizes the multifactorial aspect of alcoholism. 

As was noted in Chapters 3 and 4, the two groups included in the sample differed on a 

number of demographic variables. There was a significant difference in marital status, in 

income and in employment status. The importance of the differences in these variables in 

the sample is a matter of interpretation. In this study there was no way of ascertaining 

how many of these differences were a direct result of the abuse of alcohol. One can 

speculate however. 

The mean age of the alcoholic sample was 34 years and the median age was 33. For 

the nonalcoholic sample the mean age was 36 and the median age 35. These differences 

were not significant. However, the mode for the alcoholic sample was 24 years, compared 

to 32 years for the nonalcoholic sample. Some of the difference in the number of women 

who had never been married might be explained by the number of younger women in the 
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alcoholic sample. When only those women who had ever been married were considered, 

there was no significant difference between the groups in the total number of years of 

marriage. The groups did differ significantly in the number of marriages. Of the 40 

alcoholic women who had ever been married, 12 had been married more than once. Of the 

55 nonalcoholic women who had ever been married, only 7 reported more than one 

marriage. Of the 15 alcoholic women currently married, 9 (60%) reported that the husband 

is an alcoholic, and of the 22 currently divorced, 17 (77%) reported that the former 

husband was an alcoholic. However, among the 12 nonalcoholic women who had been 

married more than once, 5 (41%) reported that the exhusband was an alcoholic. Only 6 of 

the 48 women in the nonalcoholic sample were married to an alcoholic. It is obvious that 

the abuse of alcohol is associated with the lack of stability in marriages. 

Wilsnack, Wilsnack and Klassen (1985) report that women tend to mirror the drinking 

patterns of their partners. A correlation between the drinking of women and their spouses 

is supported in the study where 70% of the alcoholic women who have been married are or 

were married to alcoholic men. Do 'birds of a feather flock together," or do women 

attempt to please their spouses by modeling their behaviors? One cannot tell from the 

available data. In this sample there is no significant difference in the number of married 

alcoholic and nonalcoholic women whose spouses are alcoholic, but significantly more 

alcoholic women have been divorced from alcoholic spouses when compared to the 

nonalcoholic sample. It is a "family myth" in the alcoholism field that women stay with 

alcoholic husbands and men leave alcoholic wives. Although no empirical support has been 

found in the literature to substantiate this belief, this sample does give some support to 

that notion. Of the 22 divorces reported by the alcoholic women, 17 were from alcoholic 

spouses The rate of divorce among the alcoholic women who had ever been married was 

significantly higher than the divorce rate for nonalcoholic women who had ever been 

married. It is not possible from the data available to say with certainty that alcoholism 
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in the women led to the divorce, but the available data is strong enough to suggest that in 

future study the perception of the role of alcohol abuse in the divorce might be examined. 

The employment status of women In the sample did differ significantly. In the 

alcoholic sample 25% of the women were employed. This compared to 78% of the 

nonalcoholic women who were in the workforce. When years of full-time work experience 

were examined, there was no significant difference between the two groups in spite of the 

greater number of younger women in the alcoholic sample. In fact, the alcoholic women 

had a slightly higher, though nonsignificant, average number of years of full time 

employment experience. This may be explained by the differences found in levels of 

education. The alcoholic women may have been working while the nonalcoholic women 

were getting an education. The fact that the alcoholic women were not employed at the 

time of the study seems to be attributable to the effect of the alcoholism. Half of the 

women were in residential treatment programs. Obviously the differences in income are, 

at least in part, a result of the employment status. Again it appears that it is logical to 

view this as a result of the alcoholism rather than to view it as a factor which ought to be 

controlled in the analysis. 

Years of education differed significantly between the groups. This difference was not 

viewed as a factor of the alcoholism but was used as a covariate in the analysis. No 

analysis was undertaken of the age at which the alcoholic women began to have a drinking 

problem, but it is unlikely that the lack of education can be attributed to consistently 

early onset of problem drinking. In addition, it should be noted that the mean number of 

years of education of the nonalcoholic women (15.8) is very high for women. The mean 

number of years of education for white women in the United States is 12.6, much more 

accurately reflected by the mean of the alcoholic women than by the nonalcoholic sample. 

This comparison of the alcoholic women with women in general supports the decision to 

employ the covariate in this study. However, the adjustment for education did not result 

in any significant change in scores. 
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Level of education is often considered the best predictor of socioeconomic status. 

This is supported by significant differences in the social indices of these two groups. No 

information was available to allow for any comparisons of the relative influences of 

alcoholism and education on these socioeconomic variables. 

In short, the samples differed on some important demographic variables. Ordinarily 

this would be a serious concern. In this case, however, since the purpose of the study was 

to distinguish between alcoholic and nonlcoholic women, these differences were evaluated 

in light of their probable relationship to alcoholism. It is unlikely, given the serious 

social consequences of abusive drinking for women, that one would ever have a comparable 

sample of alcoholic and nonalcoholic women on demographic variables such as marital 

status, employment, and income. 

Implications of the Findings 

Historically three perspectives have dominated the field of alcoholism theory, 

research and clinical practice. These are: a biological perspective, favored by proponants 

of alcoholism as a disease, a psychological perspective which views alcoholism as a 

symptom of underlying deficit in personality structure, and a sociocultural approach 

dominated by social learning theorists and behavioral therapists who view alcohol abuse 

as a learned behavior which needs to be unlearned, or modified. 

Theoretical Implications 

The first contribution of the study is in the realm of theory. Although the idea that 

alcoholism is a complicated and multifactorial problem which does not lend itself to 

simple explanations is rarely challenged, theory and research has continued to be 

unidimensional. Riegel's dialectic theory has not, as far as can be ascertained, been used 

as the basis of empirical studies. This is probably a result of the difficulty of 

operationalizing variables which will capture the important aspects of each dimension. 

In the case of this study, prior research had identified relevant variables. What was 
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lacking was a theory which could begin to explain alcoholism from a multidimensional 

perspective. A dialectical contextual approach allows for the variations which have been 

identified by researchers and clinicians as relevant to a study of alcoholism. It is 

possible that future investigations will identify more precisely the contributions of the 

variables and dimensions. At present it is significant that the theory has room for 

variations within those contributions. In some instances the contribution of the biological 

variables may be so strong that very little interaction with other dimensions will be 

needed to result in alcoholism. In other cases several factors may make nearly equal 

contributions. In this study variables were chosen based partly on the theory and partly 

on previous research. These variables are neither exhaustive, nor necessarily the best 

contributors. Identifying other variables and other combinations may increase the 

effectiveness of this model. The theory, however, that alcoholism is a multifactorial 

problem which is the result of interactions of variables is an important start in 

developing a heuristic theory of alcoholism. 

Clinical Implications 

The ultimate goal of this study was to identify patterns which could be used by those 

who design prevention, education and treatment programs, and by the clinician who 

actually provides treatment to alcoholic women. The goals of prevention, education, and 

treatment programs differ. Prevention programs are designed to address populations at 

risk for certain anomalies in order to interrupt a course which is likely to have 

destructive results. Education programs have as their goal the dissemination of 

information which can be used in addressing issues relevant to a certain population. 

Treatment programs are designed to remediate an existing problem. The populations 

addressed by each of these interventions differ. Education programs address the general 

public, and often those responsible for teaching about an issue, or intervening in it. 

Prevention programs target populations who are viewed as statistically at risk for the 

occurrence of a certain 
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problem. Treatment programs serve those who are negatively affected by a problem or 

disorder. The findings of this study may be useful in each of these modalities. 

Implications for Prevftntinn 

Analysis of the variable concerning the number of alcoholic relatives supports the 

widely held belief that there is a familial component in female alcoholism. Alcoholic 

women had significantly more first degree relatives than did the nonalcoholic sample. 

This suggests that prevention efforts ought to target children-of alcoholics in order to 

educate them to the potential of an alcohol problem, and to remediate some of the 

dysfunctional patterns common in the alcoholic family. 

Since such variables as self-esteem and femininty were not supported as significant 

factors in female alcoholism there is no basis in this study upon which to make specific 

recommendations for prevention programs based on those factors. However, each of these 

has some impact on one's ability to establish and maintain healthy relationships. It is 

dangerous to imply that because alcoholism seems to impair relationships, efforts to 

establish healthy relationships would reduce the rate of alcoholism, and there is nothing 

in the findings of this study that would allow for such a statement. However, the rate of 

familial alcoholism for alcoholic women is very high, and one might well assume that 

some of the impact comes not only from genetic factors, but from the disrupted 

relationships which result from impairment in the family. People learn the basics of 

interpersonal relationships in their family. If unhealthy or dysfunctional relationships is 

the norm in a family, as it certainly is in the alcoholic family, then prevention efforts 

might include relationship skills, the lack of which might increase susceptability to 

alcohol use, and ultimately abuse. A child who grows up in an alcoholic home may lack 

social skills. This lack may precipitate the use of alcohol as "instant courage" in social 

situations. The family history of alcoholism which resulted in the poor interpersonal 

skills probably also has the individual at risk genetically. The use of alcohol to remediate 
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social incompetance triggers a physical predisposition to alcoholism. The increased use 

of alcohol damages relationships which leads to increased isolation and incompetance. 

Therefore, it is incumbent upon prevention specialists to identify those situations in 

which alcohol use might be seen as a solution to a problem, or a compensation for a skills 

deficit, and work to provide alternate solutions, or skills which will lessen the chance of 

alcohol abuse in an at risk population. 

Implications for Education 

The goal of education programs is the dissemination of information about alcoholism 

to the general public and to those who have a special need to know such as health care 

providers and teachers. This study provides strong support for some findings which have 

not been widely disseminated, particularly with regard to women. It also introduces a 

perspective, that is an emphasis on the patterns of factors which are associated with 

alcoholism, which is new to the field of alcoholism research and theory. Emphasis in 

educational programs should be on the patterns associated with alcoholism in women 

rather than on isolated indices. The intergenerational transmission of alcoholism, 

whether it be attributed to heredity or environment, is an important notion which needs 

further dissemination. The interrelationships between the sociocultural dimension and the 

biological and psychological dimensions is one that has been largely ignored. 

Willoughby (1979) proposed what he called a "three-legged stool" theory. This theory 

suggested that in the presence of two diseases (from a list he provided) the third leg was 

probably alcoholism. Although the findings of this study do not specifically support that 

theory, it Is clear that certain diseases are positively correlated with alcoholism. 

Education efforts to health care providers on the correlation of these diseases and 

alcoholism would raise the awareness of those who presently fail to recognize all but the 

most obvious cases of alcohol abuse. Indeed, some effort to explore drinking patterns in 
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patients who have presented with certain physical and/or psychiatric problems would 

probably result in earlier diagnosis and treatment for large numbers of alcoholic women. 

Implications for Therapy 

There is a general perception among alcoholism treatment personnel that money put 

into research is wasted. At best it merely allows for confirmation of what is already 

"known" by every alcoholic and treatment provider, and at worst publicizes findings which 

may have statistical validity but which can be misinterpreted or misused not only by the 

alcoholic, but by government officials and funding sources. Perhaps the caution with 

which findings from this study are presented will help alleviate some of those criticisms. 

Hopefully the contextual dialectic approach and the emphasis on the need to base 

conclusions about women alcoholics from the findings of studies on women alcoholics will 

be an important contribution to the treatment sector. 

The number of alcoholic relatives, which in this study makes a high relative 

contribution to the seperation between groups, has important clinical implications. 

Traditionally, therapy for alcoholism has been individual or group therapy for the abuser. 

Little or no attention has been paid to the family. In the past few years the importance of 

the family has gained some recognition. Interventions which called upon family members 

to confront the alcoholic have gained in popularity. The notion of contributions of some 

members of the family, primarily the spouse or parent, to the maintenance of the drinking 

problem has resulted in the term co-dependent, and the treatment of that person for his or 

her role as an enabler. However, this approach, often called 'family' therapy or 

intervention, still tends to disregard the relationships between members of the system. 

Adding individuals, viewed individually, does not impact on the relationships among the 

various members of the system. This has remained an issue with the alcoholism 

professional because systems theory, as it is presented, begins with the dyad. From the 

perspective of the alcoholism professional ignoring the individual with an addictive 
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disease is as untenable as having an identified patient is to the systems theorist. The 

dialectic approach to alcoholism may be the bridge which allows for individual 

characteristics to interact with systems variables. 

The findings of high correlations between the number of alcoholic family members 

and alcoholism in women suggest that some patterns in the alcoholic family, such as role 

reversals, weak boundaries, scapegoating, and lack of stability, are transgenerational. 

Interventions with the family need to focus not only on the family's contribution to the 

current alcohol problem, but on altering those patterns that contribute to the development 

and maintenance of alcoholism. Furthermore, treatment for the nonalcoholic family 

members who suffer from the effects of these dysfunctional patterns is needed. Family 

therapy, which focuses on patterns in the family, could be used to remediate those areas 

of dysfunction which lead to future problems. Issues of blame, shame, guilt, and 

responsibility (Fossim and Mason, 1986) are common in the alcoholic family. When these 

are not resolved, a new generation is headed toward unhealthy relationships, with or 

without the presence of alcohol. Thus the role of the family in the development and 

maintenance of an alcohol problem is supported by the findings of this research, and the 

recommendation for an emphasis on family therapy is a logical one given the strength of 

the findings on the influence of the family in alcoholism. 

The clinial implications of the variable identifying health-related problems have been 

alluded to in a previous paragraph. Because of society's disdain for alcoholism in women, 

and perhaps because of a misguided attempt to protect the alcoholic woman, early 

diagnosis among women is rare. The notion that women are "sicker" than their male 

counterparts (Lisansky, 1959) when they present for treatment, if it is indeed so, may be 

because women are misdiagnosed for so long. If a woman has been treated for insomnia 

with drugs for three years before her alcoholism is addressed, she probably is sicker than 

she was three years earlier. The high correlations of some diseases and disorders, 

particularly those whose relationship to alcoholism is not causal (as in chirrosis, for 
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example), suggests that those who diagnose and treat physical and psychiatric problems 

might view the presence of the diseases or disorders as a red flag that would merit 

exploring the drinking patterns of the patient. 

The significance of the variable which explored the woman's perception of how she 

meets the expectations of others important to her suggests that relationship problems 

ought to receive greater attention in therapy than is presently the case in traditional 

alcoholism counseling. Interestingly, the understanding of the importance of this variable, 

which has received relatively little attention from the professional community, is obvious 

in the Twelve Steps of Alcoholics Anonymous (1976). Six of the 12 steps involve other 

people, and efforts to reestablish right relationships. Again the implications for therapy 

are clear. Women place great importance on their relationships. Relationships are 

damaged by abusive drinking. Emphasis in therapy must be on repairing damaged 

relationships and forming new, supportive and healthy ones. 

The implications of the significance of depression in a clinical setting are less clear 

than are the implications of the other variables. This study has confirmed higher levels 

of depression among alcoholic women than among the nonalcoholic women. The issue of 

depression among alcoholic women continues to be a thorny one, with complications of 

predrinking depressive disorder, the chemical effect of the drug alcohol, and the attitude 

of society toward women, depression and alcoholism. The findings of this study contribute 

little toward the clarification of these issues. Perhaps the one finding that points in a 

new direction is the finding that depression is a significant discriminator of alcoholism in 

combination with other variables which appear to be more specific to alcoholism alone 

than is depression. Depression may be a better predictor or discriminator of a 

dysfunctional, or unhealthy population than it is of an alcoholic population. However, 

additional research is needed to test this proposition. 

From a clinical perspective, perhaps the most important contribution of this study is 

the identification of a number of factors that are specific to women, though not 
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necessarily exclusive to them, which can be translated into treatment programs. It 

provides a model that was developed for women, taking into consideration factors that are 

particularly germaine to them. Up to this time it has been the norm to investigate men, 

and in the same vein, design treatment programs for them, which are not necessarily 

suitable for, or helpful to women. The differences between men and women in any 

population, and the differences between men and women alcoholics in particular, point 

strongly to the need for consideration of gender in the design and implementation of 

treatment programs for alcoholic women. 

Limitations of the Study 
and Implications for Future Research 

Although an attempt has been made to correct some of the flaws which are prevalent 

in research on female alcoholism, and some improvements have been made, several 

limitations of this study need to be recognized. 

There is no way to determine whether or not the differences in the demographic 

variables such as marital status and income are the result of the impact of alcoholism on 

women. It is possible that the relatively high number of women in residential treatment, 

particularly in half-way houses, resulted in a sample that had experienced more severe 

social consequences of alcoholism than would have been found in a different sample, one 

referred to the study by private physicians, for example. This question of the impact of 

alcoholism on demographic variables in future research might be addressed by the criteria 

used for inclusion In the study. 

Since this study compared what might be called a clinical and a normal population, 

there is some question about whether the differences are attributable to alcoholism or 

whether what has actually been tapped is the difference between healthy and unhealthy 

groups. Given the variables used, and the strength of the support for their association 

with alcoholism, it appears that the number of alcoholic relatives and the diseases 

associated with alcoholism are variables which are accurate with regard to 
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differentiating alcoholism from other disorders. The expectations variable probably 

overlaps with other problems which result in unacceptable behavior (criminal activities 

for example) but for the most part probably address quite well a phenomena which 

distinguishes alcoholic women from most women. The questionable variable is depression. 

Depression is frequently observed in women. Future research might yield data which 

would allow for more confidence in the contribution of the variable depression to 

alcoholism if this study were replicated using a sample of alcoholic women and a 

comparison group of another clinical population of women, especially those diagnosed 

with depression, and without a history of alcohol abuse. Until that is done there is no way 

to say with any confidence that depression is an accurate discriminator of alcoholism in 

women, except when differentiating her from women without apparent pathology. 

Although the results of the classification analysis were strong, it is important to 

recognize that there is a bias in the accuracy. This occurs because the same sample was 

used to build the model and to test its efficiency in discriminating between alcoholic and 

nonalcoholic women. Two types of upward bias can occur. The discriminant coefficients 

are fitted to the characteristics of this sample, which includes sample error. In addition, 

the combination of variables is chosen to maximize the amount of variance accounted for 

In the model. There is no certainty that the same combination of variables will work as 

well with a different sample. Taking into consideration that the findings in this study 

may suffer from both sample error and overfitting, or search bias, a replication study is 

certainly in order. However, the findings are so strong, and the amount of variance 

accounted for so high, that one can have reasonable confidence in the results. 

It was never the intent of this study to predict alcoholism in women. The usefulness 

of the model is as a guide to those who are in a position to intervene in an alcohol problem. 

In much the same way that certain tests or procedures are used to discriminate between 

potentially dangerous, and probably harmless symptoms, this classification is designed to 

suggest that given certain indicators, namely the presence of certain health-related 
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problems, a high number of alcoholic relatives, low perception of meeting others' 

expectations, and relatively high levels of depression, further investigation aimed at 

assessing the possible impact of alcohol use is warranted. 

This study Is not unique in its difficulty in operationalizing variables in the 

sociocultural dimension. Family resesarch is continually struggling with the problem of 

defining and measuring what are esssentially circular or reciprocal relationships. The 

theoretical basis of this study necessitates consideration not only of the influence of 

important relationships in the life of the alcoholic woman, but the influence of society on 

her and those around her. Considerably more time and effort will be required to capture 

the essence of the sociocultural dimension, and to determine feasible ways of measuring 

it. 

This study was designed to study women alcoholics. However, this is not to imply 

that the findings are unique them. It is possible that a replication with men would result 

in similar findings. Significant findings using this discriminant function with a sample of 

men and women would allow for confidence in saying that alcoholics can be discriminated 

from nonalcoholics through the employment of a mutifactorial design using variables 

representative of the biological, psychological and sociocultural dimensions. 

Review of the Conclusions 

Throughout this work it has been emphasized that the unidimensional approach to 

female alcoholism is inappropriate. Alcoholism is multifactorial, and any theory or 

statistical analysis must take into consideration the contributions of the various 

dimensions. In addition, recent findings suggest that the study of women is best 

undertaken from a contextual perspective. Thus, a dialectical contextual theoretical 

frame was proposed which guided the choice of variables, statistical methods and 

interpretations of the findings. 
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A multivariate analysis of variance using education as a covariate was employed to 

test the first six hypotheses. This resulted in the elimination of the variable femininity 

from further analysis. This variable had strong support from both the empirical and the 

clinical literature as a correlate of female alcoholism, but was found to be nonsignificant 

between alcoholic and nonalcoholic women in this sample. This does not mean, however, 

in the light of the empirical and clinical support, that this variable is not important in 

examining alcoholism in women. Perhaps measures which tapped slightly different 

aspects of this dimension would yield significant support. The remaining five variables 

were significant and were entered into the stepwise discriminant analysis. However, 

self-esteem did not meet tolerence levels and was not entered Into the function. As with 

femininity, it is strongly suggested that alternate avenues of measurement be explored 

before a final decision is made on the efficacy of this variable to a theory of alcoholism in 

women, or to another effort to discriminate between alcoholic and nonalcoholic women. 

The remaining four variables were significant in their contribution to the discriminent 

function. Taken together they accounted for 72% of the variance, and classified subjects 

as alcoholic or nonalcoholic with 94% accuracy. 

These findings support the multifactorial nature of female alcoholism. They suggest 

that both the researcher and clinician would do well to look for patterns in a woman's life 

rather than the presence of specific indices. The relevance of a variable may well depend 

upon its association with other variables. The findings also suggest that it is possible to 

make much earlier diagnoses than we presently seem to be making. It is unlikely that the 

discrepancy, for example, between a woman's behavior, and the expectations of those 

important to her suddenly appears. The discrepancy has, no doubt, been increasing as the 

severity of the alcohol abuse increased. This lack of congruence in a woman's life may 

well be an early indicator of alcohol problems, particularly when accompanied by another 

of the predictor variables. 
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The number of alcoholic relatives made a significant contribution to the discriminant 

function. Since the presence or absence of alcoholic relatives is not dependant on the 

severity of the alcohol abuse by the subject, this variable would be reliable at any stage 

of abuse. However, a caution must be raised concerning this variable and health-related 

problems. These variables are not going to change when the alcohol abuse is arested. One 

would hope that the contribution of the other variables in the function would be strong 

enough that women sober a number of years would not be identified by the function as 

alcoholic. Using the model to discriminate between actively drinking, or newly sober 

women, and a sample of women sober a number of years would be a good test of the 

dialectic aspect of the model. 

The presence of certain diseases probably differs across the course of the 

development of the abuse, but certain of these diseases might be early markers. The 

levels of depression may also give some indication of increasing problems with alcohol. In 

other words, no one factor explains the development and maintenance of an alcohol 

problem. Although each of the variables employed in this study significantly 

discriminated between the alcoholic and nonalcoholic women, a multifactoral approach 

accounted for more of the variance than did any single factor. In addition, the use of 

alcoholic specific variables such as number of alcoholic relatives allows for greater 

confidence that the findings are indeed discriminating between alcoholic and nonalcoholic 

women rather than between healthy or well functioning women rather than women who are 

unhealthy or poorly functioning. A multidimensional approach has been shown in this study 

to discriminate between alcoholic and nonalcoholic women. 

Most of the results of this study supported the findings in the literature. One new 

finding is the significant difference between the nonalcoholic and alcoholic women on a 

measure of the subjects perception of how well she meets the expectations of significant 

others. When one considers the unacceptability of drunkenness or alcohol abuse in women, 

the significance of this variable seems self-evident. It is, however, a first attempt to 
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view women in context, and to operationalize the construct of relationship, an important 

aspect of a woman's life. Its significance in this study suggests that more attention 

needs to be given to relationships in assessment, intervention and treatment programs. 

In summary, this study may be viewed as a first effort toward developing a theory of 

alcoholism in women. This theory more accurately reflects the complexity of the problem 

of female alcoholism than do the current unidimensional theories. It may also be viewed 

as a small succ6ss in identifying patterns of variables that discriminate alcoholic women 

from nonalcoholic women. It requires much refinement in the operationalization of 

constructs and in the interpretation of findings. 

This study focused on women, and does discriminate between alcoholic and 

nonalcoholic women. Given the variables employed it is likely that these variables would 

also discriminate between alcoholics, both men and women, and nonalcoholics. However, 

since one of the original premises upon which this study was predicated was that findings 

based on a single gender sample ought not be assumed to be equally applicable to the other 

gender, replication with men, and/or a sample of men and women alcoholics and 

nonalcoholics should be undertaken to verify the revelance of these findings to men. 
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INFORMED CONSEMT 

I hereby give my consent for my participation in the project entitled The Adult 
Identity Development Project. I understand that the person responsible for this project is 
Dr. Gwendolyn T. Sorell, whose telephone number is 806-742-3001. It has been explained 
to me that these studies are part of a project that has as its objectives describing how 
adults perceive themselves and their social roles and how these perceptions may differ 
among adults. 

Dr. Sorell or her authorized representative has (1) explained to me that participation 
in this project will involve my completing a set of paper-and-pencil questionnaires and 
meeting at my convenience with a project representative who will ask me to provide 
information about those areas of my life that seem of primary importance at this point in 
time; (2) explained to me that the procedures involved are not designed to explore topics 
that I might feel uncomfortable discussing and are not expected to involve any risk or 
discomfort on my part; (3) explained to me that the information gathered in this project is 
expected to further understanding of how adults view themselves and their lives; and (4) 
explained that although some of the information that will be gathered through the 
procedures used in this project could be obtained using paper-and-pencil measures only, 
the depth and detail of understanding that will be provided using the methods that have 
been described would be lacking. It has also been explained to me that the information I 
provide will be confidential, and tha the probability of my incurring any damage or 
suffering from adverse consequences as a result of participating in the project is 
negligible. No risks associated with participation in the project have been identified. 

Dr. Sorell has agreed to answer any inquiries I may have concerning the procedures 
and has informed me that I may contact the Texas Tech University Institutional Review 
Board for the Protection of Human Subjects by writing them in care of the Office of 
Research Services, Texas Tech University, Lubbock, Texas 79409, or by calling 
806-742-3884. 

If this research project causes any physical injury to participants in this project, 
treatment is not necessarily available at Texas Tech University or the Student Health 
Center, nor is there necessarily any insurance carried by the University or its personnel 
applicable to cover any such injury. Financial compensation for any such injury must be 
provided through the participant's own insurance program. Further information about these 
matters may be obtained from the Vice President for Research and Graduate Studies, Texas 
Tech University, Lubbock, Texas 79409. 

I understand that I may not derive therapeutic treatment from participation in this 
study. I understand that I may discontinue this study at any time I choose without penalty. 

Signature of Participant Date 

Signature of Representative Date 

Witness to Oral Presentation Date 
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APPENDIX B 
RESPQNnFNTnATA.qHFFT 

PLEASE RESPOND TO THE FOLLOWING INQUIRIES ACCURATELY AND COMPLETELY. 

AGE: Years Months 

RACE: Black White Hispanic Oriental 

RELIGION: Catholic Protestant Jewish 

PLACE OF RESIDENCE: 

Other. 

pther None 

Street 

City State Zip 

EDUCATION: 

1. Elementary School 

2. High School: 

3. Degree earned: 

Grades completed 
Year this grade was completed, 

Grades completed 
Year this grade was completed 

High School Diploma 
A.A 
B.A. or B.S. 
M.A. or M.S. 
Ph.D. or Ed.D. 
Other (please specify): 

Date awarded 
Date awarded 
Date awarded 
Date awarded 
Date awarded 

Date awarded 

4. Other Educational and Training Porgrams: (continue on reverse side if necessary) 

Technical and Vocational Training: 

Type of training 
Name of institution 
Dates of Training 
Type of certification earned 

Professional Training: 
Type of training 
Name of institution 
Dates of Training, 
Type of certification earned 

5. Are you currently enrolled as a student at an institution of higher education? 

Yes No 

6. If you are currently enrolled in an educational program, are you working toward 
a degree? 

Yes N o _ _ Not Applicable '. 

If yes, please sfjecify type of degree: 
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VOLUNTEER AND COMMUNITY SERVICE WORK: (unpaid work outside the home) 

List below volunteer organizations and community service activities in 
which you participate and the approximate number of hours each month you 
spend engaged in these activities. Continue list on reverse side of page 
if necessary. 

Activity or Organization Hours 

1. 
2. 
3. 
4. 
5. 
6. 

FAMILY STATUS: (complete each inquiry that applies to you) 

1. If you are now or everr have been married, list the dates of marriage. 
If any of your marriages have been terminated, please indicate the 
manner of termination in the space to the right of the dates. 

Manner of Termination 
Dates (Diverse, Wodowed, etc.) 

Frnm 
From 
Frnm 
Frnm 

tn 

to 
in 

tn 

List the age and sex of your natural, adopted, and stepchildren. If 
you have more than 10 children, continue listing information about them 
on the reverse side of this page. Please indicate adopted and 
stepchildren with a star (*) and note on the blank line to the right 
the child's age at the time you began living together. If you have not 
lived continuously with a child from the time of its birth until it 
reached the age of 18 years, please describe these circumstances in the 
space below. 

1st child: Years Months Sex __ 
2nd child: Years Months Sex _ 
3rd child: Years Months Sex 
4th child: Years Months Sex __ 
5th child: Years Months Sex 
6th child: Years Months Sex 
7th child: Years Months Sex 
8th child: Years Months Sex . ^ . 
9th child: Years Months Sex . 
10th child: Years Months Sex 
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8. Which of the following describe you (check all that apply): 

Daughter 
Sister 
Student 
Worker (Employee) 
Sweetheart 
Friend 
Wife 
Mother 
Homemaker 
Other (please specify) 

Beginning on the next page is a set of rating sheets-one for each life 
situation referred to in Question 8. People usually do not think of themselves 
in the same ways in all situations. For example, some people think of 
themselves as very independent, compared to others, when it comes to being a 
student, but as less independent insofar as being a daughter is concerned. They 
may not think of themselves in terms of independent at all when it comes to 
being a friend. 

Since we are interested in knowing how you think of yourself in each of several 
aspects of your life, we would like yo to complete one rating sheet for each of 
the ways you have described yourself in Question 8. Select from the set of 
each situation, circle th enumber on the "7" scale that reflects how you 
evaluate yourself in that situation on each adjective. Consider 4 to be the 
average for most people in the life situation names at the top of the rating 
sheet. A rating of "Ta will indicate that you see yourself as being much less 
like the adjective than most people in that life situation, and a rating of "7" 
will indicate that you see yourself as being much mor elike the adjective than 
most people in that life situation, if you find it difficult to rate yourself 
one an adjective because you do not ordinarily think of yourself in thise terms 
in a certain situation, circle the "X" at the far right. 

Complete one rating sheet for each of the ways you have described yourself in 
response to Question 8. If you have checked the "Other" category, use the 
rating sheet which is not labeled to evaluate yourself in this life situation. 
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DRINKING AND HEALTH HISTORY 

Please answer the following questions as accurately as possible. If 
you want to elaborate on any of your responses, write your comments on 
the back of the questionnaire. Be sure to number any additional 
comments with the number of the question to which they pertain. 

1. How old were you when you began to drink alcohol? years 

2. How old were you when you first wondered if you 

had a problem with alcohol? years 

3. Do you associate problem drinking with something specific? 

No, it just crept up on me. 
Yes, a particular event or situation 
Please describe: 

Yes, physical problems. 
Please describe: 

4. How old were you the first time you tried 
to stop drinking alcohol? years 

5. How did yo go about it the first time that you tried to 
stop drinking? 

On my own Counseling 
AA Hospitalization 
Other; please describe: _ _ ^ 

6. How long were you sober the first time that you tried to stop 
drinking? Please specify the exact length of time if possible: 

years months days 

If you cannot recall the exact length of time, were you sober for: 

less than one month 
one to twelve months 
more than one year 

7. How many times before now have you made a serious effort to stop 
drinking alcohol? Write the numer of times in the blank next to 
the way you tried to stop. 

On my own Counseling 
AA Hospitalization 
Other; please describe: 
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8. What is the longest time of sobriety you achieved before this 
time? Please specify the exact length of time if possible: 

years months days 

If you cannot recall the exact length of time, were you sober for: 

less than one month 
one to twelve months 
more than one year 

9. How did you stop drinking when you began your longest period of 
sobriety before now? 

On my own Counseling 
AA Hospitalization 
Other; please describe: 

10. This time, how did you try to stop drinking? 

On my own Counseling 
AA Hospitalization 
Other; please describe: 

11. How long are you sober this time? 

days (if under one month) 
^weeks ( if one month or more) 

12. Are you a member of AA? Yes No 

If yes: How long? weeks 
Do you have a sponsor? .Yes No 

No 
u o you nave a sponscjr.' «oo 
Do you have a group? Yes 

If no: I am not a member of AA because: (check one) 
I can do it on my own. 
I haven't gone yet, but I plan to. 
It doesn't work for me. 

Question 13 asks for information about member of your family whom you 
believe have or have had a drinking problem With the exception of 
current and former husbands, provide infomation only about relatives 
who are biologically related to you-that is, blood relatives. Do not 
include information about people who have married into your family. 
For example, if your aunt and uncle, who are married to each other, 
are both alcoholics, count only the one who is related to you. Except 
for people to whom you have been married, do not include information 
about people who are not biologically related to you, such as adoptive 
parents and their relatives, or children that you have adopted. 
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Maternal relatives are those who came from your mother's side of the 
family. Paternal relatives are related to you through your father's 
side of the family. 

13. Please indicate any of the following whom you believe have or had 
an alcohol problem. If there is more than one person in any 
category, indicate the number in the parentheses. 

Mother Paternal Uncle ( ) 
Father Maternal 1st Cousin ( ) 
Maternal Grandmother Paternal 2st Cousin ( ) 
Paternal Grandmother Current Spouse 
Maternal Grandfather Former Spouse 
Paternal Grandfather Son } { 
Maternal Aunt ^ j Daughter ( j 
Paternal Aunt ( ) Brother ( ) 
Maternal Uncle ( ) Sister ( ) 

14. When you drank alcohol, which of the following best expresses why 
you drank? 

Drinking alcohol relaxed me. 
Everyone else was drinking alcohol. 
Drinking alcohol made me feel good. 
I liked to "get away from it all" sometimes. 
Other (please be specific) 

15. Please check all of the following conditions or procedures that 
you have had. If you have had mor ethan one occurrence, please 
note the number of times. 

Miscarriage D & C 
Endometriosis Hysterectomy 
Inorgasmia (failure to climax) Breast cancer 
Frigidity (lack of sexual desire Cervical cancer 
and/or responsiveness) Overian cancer 
Difficult pregnancies or 
births in out of 

total conceptions 

16. Check all of the following for which you have been treated. If 
you have been treated for any of the listed conditions on more 
than one occasion, please indicate the number of times. 

Vitamin deficiency Enzyme deficiency 
Depression Insomnia 
Adult onset of diabetes Pancreatitis 
Gastroentericitis Ulcers 
Pneumonia Broken bones 
High blood pressure 
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17. How old were you when you had your first 
menstrual period? Yes No 

^ ®- If you have had a procedure that induced 
menopause (e.g., partial or complete 
hysterectomy, chemotherapy), how old were 
you when the procedure was performed? Yes No 

"• ^- If you have completed or are in the 
process of menopause, how old were you 
when the first indication of menopause 
(e.g., irregular menstrual cycle, • 
excessive bleeding, etc.) occurred? Yes No 

20. Please check all of the following conditions that began after your 
first indication of menopause. Check ALL that apply and circle 
any for which you have received treatment. 

Hot flashes or flushes Depression 
Profuse sweating High levels of fatigue 
Insomnia Extreme moodiness 
Other (please describe) 

21 . Are you pregnant at this time? Yes No 

22. Are you nursing a baby at this time? Yes No 

23. How much time has elapsed since your last menstrual period? 

less than 1 month 1 to 6 months 6 to 12 months 
12 to 18 months 18 to 24 months over 2 years 
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HEALTH HISTORY 

Please answer the following questions as accurately as possible. If 
you want to elaborate on any of your responses, write your comments on 
the back of the questionnaire. Be sure to number any additional 
comments with the number of the question to which they pertain. 

1. Please check all of the following conditiona or procedures that 
you have had. If you have had more than one occurrence, please 
note the number of times. 

Miscarriage D & C 
Endometriosis Hysterectomy 
Inorgasmia (failure to climax) Breast cancer 

_ Frigidity (lack of sexual desire Cen/ical cancer 
and/or responsiveness) Overian cancer 
Difficult pregnancies or 
births in out of 

total conceptions 

2. Check all of the following for which you have been treated. If 
you have been treated for any of the listed conditions on more 
than one occasion, please indicate the number of times. 

Vitamin deficiency Enzyme deficiency 
Depression Insomnia 
Adult onset of diabetes Pancreatitis 
Gastroentericitis Ulcers 
Pneumonia Broken bones 
High blood pressure 

3. How old were you when you had your first 
menstrual period? Yes No 

4. If you have had a procedure that induced 
menopause (e.g., partial or complete 
hysterectomy, chemotherapy), how old were 
you when the procedure was performed? Yes No 

5. If you have completed or are in the 
process of menopause, how old were you 
when the first indication of menopause 
(e.g., irregular menstrual cycle, 
excessive bleeding, etc.) occurred? Yes No 

6. Please check all of the following conditions that began after your 
first indication of menopause. Check ALL that apply and circle 
any for which you have received treatment. 

Hot flashes or flushes Depression 
Profuse sweating High levels of fatigue 
Insomnia Extreme moodiness 
Other (please describe) 
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7. Are you pregnant at this time? Yes No 

8. Are you nursing a baby at this time? Ŷes No 

9. How much time has elapsed since your last menstrual period? 

less than 1 month 1 to 6 months 6 to 12 months 
12 to 18 months 18 to 24 months over 2 years 

10. When you drank alcohol, which of the following best expresses why 
you drank? 

Drinking alcohol relaxed me. 
Everyone else was drinking alcohol. 
Drinking alcohol made me feel good. 
I liked to "get away from it all" sometimes. 
Other (please be specific) 

11. If you do not drink alcohol, please indicate the best reason. 

I am a recovering alcoholic. 
I take medications which cannot be combined with alcohol. 
Drinking alcohol contradicts my religious beliefs. 
I do not like the taste of alcohol. 
I do not like the effect of alcohol. 
Other (please specify reason) 

Question 12 asks for information about member of your family whom you 
believe have or have had a drinking problem With the exception of 
current and former husbands, provide infomation only about relatives 
who are biologically related to you-that is, blood relatives. Do not 
include information about people who have married into your family. 
For example, if your aunt and uncle, who are married to each other, 
are both alcoholics, count only the one who is related to you. Except 
for people to whom you have been married, do not include information 
about people who are not biologically related to you, such as adoptive 
parents and their relatives, or children that you have adopted. 

Maternal relatives are those who come from your mother's side of the 
family. Paternal relatives are related to you through your father's 
side of the family. 
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12. Please indicate any of the following whome you believe have or had 
an alcohol problem. If there is more than one person in any 
category, indicate the number in the parentheses. 

Mother 
Father 
Maternal Grandmother 
Paternal Grandmother 
Maternal Grandfather 
Paternal Grandfather 
Maternal Aunt 
Paternal Aunt 
Maternal Uncle 

( ) 
( ) 
( ) 

Paternal Uncle 
Maternal 1st Cousin 
Paternal 2st Cousin 
Current Spouse 
Former Spouse 
Son 
Daughter 
Brother 
Sister 

( ) 
( ) 
( ) 

( ) 
( ) 
( ) 
( ) 
( ) 



151 

Role Expectations Questionnaire 

Earlier in the packet you identified the roles that you have. You have your 
own idea of what is expected of you in these roles. Other people may have 
different ideas. They expect certain things from you in each role. Complete 
the following sentences about each role you have identified. Please describe 
how you are to behave rather than how you are expected to feel. Be specific. 
Avoid expressions like "my husband expects me to be a good wife". Instead 
describe the behaviors that would indicate to him that you are a good wife. 
Because I am his wife, my husband expects me to 

My parents expect me to 
and my children expect me to. 

Because I am my parent's daughter, my husband expects me to. 

My parents expect me to 
and my children expect me to. 

Because I am a employee, my husband expects me to, 

My employer expects me to 
and my coworkers expect me to. 

These questions pertain to those roles you have identified. Different 
people have different expectations of you. You may meet some people's 
expectations better than others, or someone's expectation of you in one role 
but not in another. The questions are the same for each role. Use this rating 
scale. 

1=verywell 2=pretty well 3=ok 4=not too well 5=1 don't 

In your role of WIFE, how well do you meet the expectations of 
Your husband Your children Your parents 
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Role Expectations Questionnaire 

In your role as MOTHER, how well do you meet the expectation of 

Your husband Your children Your parents 

In your role as DAUGHTER, how well do you meet the expectation of 

Your husband Your brothers & sisters Your parents. 

In your role as EMPLOYEE, how well do you meet the expectation of 

Your husband Your employer Your co-workers 

On the whole, when you think about yourself, and society's expectations of 
you, how well do you feel about yourself and your ability to meet those 
expectations? (Circle one) 

1 Great 2 Pretty good 3 So-so 4 Not good 5 Terrible 

Is there anything that you would like us to know about the expectations of 
people who are important to you, or general societal expectations, and how 
you meet or don't meet them? 
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SELF-PERCEPTION INVENTORY 

Below you will find a list of number of personality characteristics. We would like you 
to use those characteristics to describe yourself. Indicate, on a scale from 1 to 7, how 
true of you each of these characteristics is: 

1 2 3 4 5 6 7 
Never or Usually Sometimes Occasionally Often true Usually Always or 

almost never not but true true almost always 
true infrequently true 

Write the number that shows how true each characteristic is of you in the blank 
beside it. 

Defend my own beliefs 

Affectionate 

Conscientious 

Independent 

Sympathetic 

Moody 

Assertive 

Sensitive to needs of others 

Reliable 

Strong personality 

Understanding 

Jealous 

Forceful 

Compassionate 

Truthful 

Have leadership abilities 

Eager to soothe hurt feelings 

Secretive 

Willing to take risks 

Warm 

Adaptable 

Dominant 

Tender 

Conceited 

Willing to take a stand 

Love children 

Tactful 

Aggressive 

Gentle 

Conventional 
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SELF-EVALUATION SCALE 

Respond to the following statements by drawing a circle around the response that 
most accurately reflects your feelings. 

On the whole 1 am 
satisfied with myself. 

At times 1 think 
1 am no good at all. 

1 feel that 1 have a number 
of good qualities. 

1 am able to do things 
as well as most other people. 

1 feel 1 do not have much 
to be proud of. 

1 certainly feel useless 
at times. 

1 feel that I'm a person of 
worth, at least on an equal 
plane with others. 

1 wish 1 could have more 
respect for myself. 

All in all, 1 am inclined 
to feel that I'm a failure. 

1 take a positive attitude 
toward myself. 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Agree 

Strong 
Agree 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Agree 

Agree 

Agree 

Agree 

Agree 

Agree 

Agree 

Agree 

Agree 

Agree 

Agree 

Disagree 

Disagree 

Disagree 

Disagree 

Disagree 

Disagree 

Disagree 

Disagree 

Disagree 

Disagree 

Strongly 
Disagree 

Strongly 
Disagree 

Strongly 
Disagree 

Strongly 
Disagree 

Strongly 
Disagree 

Strongly 
Disagree 

Strong 
Disagree 

Strongly 
Disagree 

Strongly 
Disagree 

Strongly 
Disagree 



155 

4. 

6. 

7. 

8. 

10. 

11 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

My zest for work is high, 
a) nearly always, (b) sometimes, (c) hardly ever 
worry because I don't do much about solving my problems, 

a) I often worry, (b) sometimes, (c) I almost never worry about it 
get into moods when I feel low and depressed, 

a) often, (b) uncertain, (c) false 
very seldom have moments when my life seems lonely and empty, 

a) true, (b) uncertain, (c) false 
Much of the time I feel sluggish and too weary to move, 
a) true, (b) partly true, (c) false 

My mind works quickly and well these days, 
a) yes, nearly always, (b) sometimes, (c) hardly ever 
feel my health is run down and I should see a doctor soon, 

a) true, (b) uncertain, (c)false 
have the feeling that most people who know me really truly like me. 

a) true, (b) in between, (c) false 
'm not troubled by feelings of guild, 
a) true, I'm not troubled, (b) uncertain, (c) false, I am troubled 
make up my mind easily and quickly, and seldom have reason to change it. 

a) true, (b) in between, (c) false 
seem to blame myself for everything that goes wrong, and I'm always 

critical of myself. 
a) true, most times, (b) true, sometimes, (c) false 
f I'm upset, my muscles twitch and jump, 
a) yes, often, (b) occasionally, (c) no 
don't have very many fears of hidden physical dangers, 

a) true, (b) partly true, (c) false, I am fearful 
feel life is so pointless and silly that I no longer even try to tell 

people how I feel. 
a) true, (b) in between, (c) false 

There are times when I think I'm no good for anything at all. 
a) true, many, (b) in between, (c) false, almost never 
consider myself as able to manage my affairs as most people I know, 

a) yes, (b) perhaps, (c) no 
feel self-confident and relaxed, 

a) almost all the time, (b) sometimes, (c) hardly ever 
feel too depressed and "useless" to want to talk to people, 

a) true, (b) in between, (c) false 
seldom get so excited that I say things I'm sorry for. 

a) true, (b) uncertain, (c) false, I do say things 
f acquaintances treat me badly and show they dislike me: 
a) I tend to get downhearted, (b) in between, (c) it doesn't upset me a bit 

a b c 
n a n 
a b c 
D D D 
a b c 
D D D 
a b c 
D D D 
a b c 
D D D 
a b c 
n a n 
a b c 
n a n 
a b c 
D D D 
a b c 
n a n 
a b c 
D D D 
a b c 
n a n 
a b c 
D D D 
a b c 
n a n 
a b c 
n D D 
a b c 
D D D 
a b c 
D D D 
a b c 
D D D 
a b c 
D D D 
a b c 
n a n 
a b c 
n a n 
a b c 
D D D 
a b c 
n a n 
a b c 
D D D 
a b c 
n a n 
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21 . I hardly ever feel sad and gloomy. 
(a) true, I hardly ever feel sad and gloomy, (b) sometimes I do, (c) false 

22. I feel worn out and can't get enough rest. 
(a) usually, (b) sometimes, (c) very seldom 

23. Sometimes a dard mood of depresion comes over me for no reason, 
(a) true, (b) uncertain, (c) false 

24.1 hardly ever feel under such strain that it's too much effort to cope with. 
(a) true, (b) uncertain, (c) false 

25. Every few days my stomach feels bloated and uncomfortable, 
(a) yes, definitely, (b) a little, (c) no, not at all 

26. t always never feel that life is a burden, 
(a) true, (b) between, (c) false 

27. Sometimes I feel that my nerves are going to pieces, 
(a) true, (b) uncertain, (c)false 

28. I find it easy to chat and joke with a person of the opposite sex. 
(a) true, (b) in between, (c) false 

29. I almost never wish I were "out of it all." 
(a) true, I almost never wish that, (b) uncertain, (c) false, I do wish that 

30. I hardly ever feel that I've failed in my duties. 
(a) true, I don't, (b) in between, (c) false, I am troubled by guilt 

31 . I have fears that no one really loves me. 
(a) often, (b) once in a while, (c) not at all 

32. I dream a lot about frightening events., 
(a) yes, often, (b) sometimes, (c) no 

33. I am confident that I can face and handle most emergencies that come up. 
(a) true, always, (b) sometimes, (c) false, I cannot face emergencies 

34. I get a feeling of tension and have a ringing and buzzing in my ears, 
(a) yes, often, (b) sometimes, (c) no, almost never 

35. I sometimes doubt whether I have been of much use to anyone in my life, 
(a) true, (b) uncertain, (c) false 

36. I rate myself as a happy, contented person in spete of troubles 
here and there. 
(a) true, (b) uncertain, (c) false 

37. I rarely lie awake at night wondering what will happen because 
of wrong things that I've done. 
(a) true, (b) in between, (c) false, I do lie awake 

38. I have a weak stomach, and I easily get constipated, 
(a) true, (b) in between, (c) false 

39. I never regret telling people frankly my feelings and ideas. 
(a) true, (b) uncertain, (c) false 

40. If I were called in by my boss, I'd: 
(a) be afraid I had done wrong, (b) in between, (c) make it a chance to 

ask for something I want 

a b c 
D n D 
a b c 
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a b c 
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a b c 
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