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JANET A. -AMBROGNE 
Patterns of Compensation . .in Alcohol Dependent Wotnen 
(Under the direction o{ JOYCEEN BOYLE, Ph.D, R.N., F AAN) 

Over the past two decades there has been an increase in the number of research 

studies addressing alcohol and drug dependent women. Findings from these studies 

support a number of characteristics unique to women that have implications for 

treatment. Despite these findings, the majority of existing treatment modalities for 

.substance dependence have continued to be based on traditional models of addiction and 

treatment. Further, few studies have explored women's perceptions of their-alcohol use, . ' 

or the struggles that women encounter in their efforts to temper their alcohol use. 

The purpose of this qualitative study was to forward art intefPretive theory about 

how alcohol dependent women experience temperance. This study was a focused 

etlinograp~y, and was guided by a feminist perspective. The techniques ofin~depth 

interviewing and participant observation were employed as a means of eliciting the 

perspectives of a purposive sample of fourteen women. 

Concurrent data collection and analysis geneFated4tn~interpretive·theory that went 

beyond the women's experiences with tempe~ance. The theory.: · F-r~ni 'thaos to 

Connection: Patterns of Compensation in Alcohol Dependent Women, answered the

question, "What are women's experiences with alcohol dependence?" A cultural theme 

of patterns of compensation was identified. The women used alcohol and other drugs as 
! 

compensatory mechanisms to alleviate feelings of inadequacy and depression. Through 

participation in treatment and twelve-step self-help groups such as Alcoholics 

Anonymous, the women learned to replace their former compensatory mechanisms of 

drinking and using, with compensatory strategies designed to tnanage the disease of 

alcoholism. 

_ Even with successful abstinen~e, the women continued to struggle ~~h feelings 
. ' \,:' -

of depression and low self-worth. While they had learned purposeful strategies that 
, ' . ·~. / 



facilitated abstinence, feelings of depression and inadequacy endured. These findings 

challenge the utility of dominant models of addiction such as the disease model, which 

focuses on substance dependence as the primary problem, in adequately meeting the 

needs of women who use alcohol and other substances to alleviate negative feelings such 

as depression. Findings from this study support the need to integrate other models of 

addiction, such as the Self-Medication Hypothesis into tt~atment programs for womep.. 

Implications for nursing, policy and future research directions are forwarded. 

INDEX WORDS: Alcohol abuse, Alcoholism, Women, Compensation, Depressioq, 

Substance abuse treatment 
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CHAPTER ONE 

Introduction 

Alcohol abuse is a social and economic problem that affects vi.rtilally every aspect 

of society in this country. Along with nicotine, alcohol is the most widely used substance 

in the United States (West & Kinney, 1996). Like nicotine and caffeine, alcohol has 

historically been classified as a social drug (Gomberg, 1979). Social drugs are legally 

obtainable and easily purchased by adults. For the majority of individuals in the Western 

.hemisphere, the use of alcohol has been an accepted social norm (Oppenheimer, 1991). 

Due to its mind altering effects, alcohol has been used as a tonic, sedative, anesthetic, 

stimulant, and has even been included in many traditional celebrations and rites 

(Gomberg, 1979). 

In this country, moderate alcohol use is not considered to be harmful and is even 

socially endorsed. However, a substantial number of people develop serious problems 

related to excessive alcohol consumption. An estimated 11.2 million Americans ages_12 

years and older, or 5.4% of the population abuse alcohol or are thought to be alcohol 

dependent. Several million more engage in risky drinking patterns that could lead to 

alcohol problems (Substance Abuse and Mental Health Services Administration ; 

[SAMSHA], 1998). So~ietal costs for alcohol abu~e in the United States are estimated at 

100 billion dollars per year (National Institute on Alcohol Abuse and AlcoholisTI?

[NIAAA], 1996). 

In general, men consume greater amounts of alcohol and use illicit drugs more 

frequently than women (Lex, 1994; Nelson-Zlupko, Dore, Kauffman, & Kaltenbach, 

1 



1996; Oppenheimer, 1991). However women represent a growing percentage of alcohol 
I 

consumers and age is noted as a strong pre<Jictor of drinking behavior (Gomberg, 1993; 
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Wilsnack, Wilsnack, & Hiller-Stunnhofel, 1994). Over the past decade, the percentage of 

women who drink alcohol has remained stable at approximately 60%. What has 

changed is the composition of that group, with younger women comprising more and 

more of~hat60% (Gomberg, 1993). Consequently, increasing numbers ofwotnen in their 

twenties and thirties are at risk for alcohol abuse and subsequent alcohol dependence. 

~hile there is· extensive research on alcohol dependence, relatively few studies 

conducted in the first half of this century addressed alcohol dependence in women. In a 

literature review of research focusing on alcohol problems, Emrick (1974) noted that 

"\Jetween 1928 and 1970, only 28 English language studies of alcohol dependent wo1nen 

were published compared to over 265 studi~s on alc<;>hol dependent men. By far, the 

majority of studies have been conducted using Caucasian, male subjects. Findings from 

these studies have been generalized, to all individuals identified as alcohol dependent, 

regardless of gender or ethnicity, and have been ·highly influential in the development of 

both the prevalent theories of alcohol dependence and existing treatment modalities for 

individuals with alcohol problems. 

The 1970's witnessed an increase in the amoU:nt of attention given to substance 

dependent women. This shift in focus was prompted by two factors: (a) the women's 

movement, and (b) increased awareness of fetal anomalies that occurred secondary to 

maternal substance use. Subsequently, there has been a marked increase in the body of 

literature addressing wotnen with alcohol and other substance abuse problems (Yaffe, 

Jenson, & Howard, 1995). Findings from these studies have revealed a number of 

physiological and psychological characteristics ~que to women that may impact their 

treatment (Blume, 1994; Brady, Grice, Dustan & Randall, 1993; Davis & DiNitto, 1996; 

Dawson, Grant, & Chou, 1995; Frezza, DiPadova, Pozzato, Terpin, Baraona, & Lieber, 

1990; Gomberg, 1993, 1994; Hill, 1993, 1995; Lex, 1991, 1994; Long & Mullen, 1994; 
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Piazza, Vrbka, & Yeager, 1989; Rootn, 1996j Saunders, Baily, Phillips, & Allsop, 1993; 

& Wilsnack, 1996): As ·a result of such findings, there has been increased attention in the 

literature to the necessity of developing specialized treatment services that address the 

needs of women with alcohol and other substance problems (Abbott, 1994; Alexander, 

1996; Beckman, 1994; Blume, Counts, & Turnbull, 1992; Drabble, 1996; El-Guebly, 

1995; Ettorre, 1992; Finkelstein, 1996; Hagan, Finnegan, & Nelson-Zlupko, 1994; Hall, 

1994b; Kaskutas,-1994; Kearney, 1997; Manhal-Baugus, 1998; McCrady & Raytek, 

1993; Nelson-Zlupko et al., 1996; Oppenheimer, 1991; Pursley-Crotteau & Stem; 1996; 

Schleibner, 1994; Scully, Crowe, Garcia, Valle, & Handler, 1997; Smith, 1992;-Wald, 

Harvey & Hibbard, 1995; Woodhouse, 1992; & Yaffe et al., 1995). 
. . 

While alcohol dependent women have received increased attention, much work 

has yet to be done. As Yaffe et al.~ (1995) pointed out, the actual development of 
' . . 

specialized treatment programs for women has failed to .keep pace with the volmne of 

gender-relevant data that has been generated over the past two decades. Smith (1992) and 

Alexander (1996) .have noted that the ·majority of treatment modalities continue to be 

designed for substance dependent men, and do not address the factors that prevent 

women from accessing and fully ut~lizing the services. Because of this, women are less 

likely to participate in treatment, or may discontinue treatment prior to completion. 

Consequently, substance dependent women may be erroneously assumed to have a poorer 

prognosis, or to be noncompliant with treatment. 

Hagan et al., (1994) noted, " ... a paucity of literature concerning appropriate· 

theory as it relates to treatment and the problems of women and drug dependence" 

(p. 167). Indeed, a number of gaps remain. The majority of studies on substance 

dependent women have been quantitative, and designed to test hypotheses based on 

dominant views of substance dep~ndence such as the disease perspective. In comparison, 

relatively few studies have generated theory via a focus on women's perceptions of t~?-eir 



alcohol use and abuse, the needs and issues faced by women struggling with alcohol 

dependence, the attempts made by these women to temper or stop drinking, and the. 

women's perspectives regarding the types of treatment services that are most effective. 
< 

Further, while there is an awareness that rates of alcohol us~ and abuse runong younger 

women are increasing, comparatively few studies have specifically addressed this 

population (Gomberg, 1994 ). 

In the remainder of this chapter, the purpose of this study will be presented. 

4 

Common terminology found in the addictions literature ~11 be defined. The significance 

of this study, including the.extent ofalco.hol use· and: abuse in this country will be 

addressed. An overview of a feminist perspective, which served as a guiding framework 

for this study will be proviaed with an emphasis on the continuing need for a feminist 

theoretical perspective on addiction. 

Purpose of the Study 

The purpose ofthis study was to generate a qualitative theory about how alcohol 

dependent womenbetween the ages of25-45 years experienced temperance from 

alcohol. The overall research question guiding this study was: "What are alcohol 

dependent women's experiences with alcohol temperance?" In this study, temperance 

referred to attempts made by the women to decrease their alcohol consumption, or to stop 

drinking. As Root (1989) pointed out, prevailing notions of addiction, " ... almost 

invariably make abstinence fro1n substance abuse the priority in treatment" (p. 545). 

However, there is a lack of an understanding of the connection between the ameliorative 

effects of alcohol, food, drugs or other addictions and negative feelings .. Further, little 

attention has been given to the experiences of these women once the substance is 

decreased or removed. Consequently, women who have difficulty abstaining from a 

substance, or relapse shortly after the substance has been removed are often labeled as 

treatment resistant and noncompliant. 
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A qualitative approach was used as. a ~eans of eliciting the perspectives of the 

fourteen women participants, and creating an understanding of the context of the 

everyday life experiences of being an alcohol dependent woman who is trying to stop 

drinking alcohol. An examination of the reality of alcohol dependence from the 

perspectives of the wo~en fostered an understanding of the issues and problems endured 

by alcohol dependent women in their efforts to temper their drinking~ 

This research was a focused ethnography and did not test a hypothesis. Rather, 

the purpose of this research was to develop a theoretical explanation that is descriptive in 

nature and grounded in the data. The research questions were as follows: (a) What were 

the wo1nen's perceptions and beliefs regarding the factors that contributed to their alcohol 

use and subsequent alcohol dependence?; (b) What circumstances impacted their: 

decision to temper their drinking?; (c) What factors facilitated or hindered their ability to 

temper their alcohol use?; and (d) What are the treatment needs of alcohol dependent 

women? 

In· ~eeping with a feminist perspective, the overall aim of this study was to 

answer the questions that women want asked as a means. of benefiting women 

(Harding, 1987). Thus, the prirpose·ofthis study, and the methodology used emphasized 
. ' 

the importance of the reflections, perspectives and experiences of the fourteen women 

participants. The techniques of in-depth interviewing and observation participation 

(Wilson, 1989) were employed as a means of eliciting data regarding the women's 

interpretations of their experiences with alcohol and other substances within the context 

of their environments (Aamodt, 1991). 

Terminology and Corresponding Definitions 

Alcohol dependence is a complex phenomeno~ to study. Part of this complexity 

can be attributed to ambiguities regarding what constitutes moderate, or socially 

acceptable drinking, and what is regarded as excessive alc9hol consumption indicative of 

alcohol abuse or dependence. Further, depending on the perspective of the author, 
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alcohol dependence may be. described as a disease, a syndrome, or a behavioral problem. 

Because definitions are not consistently agreed upon, terminology commonly used in the 

substance abuse literature may vary from one study to another, m~ch to the confusion of 

the reader. For the purpose of clarification, an overview of common tenninology found in 

the substance abuse literature and corresponding definitions will be provided in this 

section. 

Abstinence 

Abstinence ·refers to the termination of a particular behavior (Marlatt & Gordon, 

1980). The abstinent indi_vidual is one who has stopped drinking, or is abstaining from 

alcohol. It is important to differentiate abstinence from other commonly interchangeable 

terms such as sobriety. Sobriety implies that the individual has not only stopped drinking, 

but has changed the behaviors that perpetuated substance abuse and achieved some 

degree of emotional growth (Wing, 1991 ). Sobriety is thought to be a possible outcome 

that occurs aner a period of abstinence . 

.. rr~mperance 

Temperance··is defined as, "moderation in eating and drinking, especially in 

drinking alcoholic drinks" (Webster's Dictionary, 1991, p. 1017). ·Temperance refers to 

an individual'_s efforts to stop drinking which may or may not result in total abstinence. 

As Trimpey ( 1992) noted, abstinence can be viewed as the final stage of temperance, in 

which the individual reaches the point where she is able to sto"p drinking alcohol entirely. 

Moderate Drinking 

In general, moderate alcohol drinking is considered to be socially acceptable. 

According to the NIAAA ( 1996), moderate drinking is defined as a maximum of two 

drinks per day for men, and one drink per day for women and elders. What constitutes 

one drink is 12.oz ofbeer or wine cooler, 5 oz of wine, or 1.5 oz of 

80-proof distilled spirits. 



Alcohol Abuse 

Terms such as alcohol abu~e and problem drinking are often interchangeable. 

Alcohol abuse is defined as a pattern of drinking that is accompanied by at least one of 

the following situations within a 12 month period of time: 

1. Failure to fulfill major work, school or home responsibilities. 

2. Dri~ng in situations that are physically dangerous, such as while driving a 

car or operating machinery. 

3. Recurring alcohol-related legal problems, such as being arrested for driving 

under the influence of alcohol, or for physically hurting· someone while drunk. 

4. Continued drinking despite having ongoing relationship problems that are 

caused or worsened by the effects of alcohol (NIAAA, 1996 p. 5). 

Alcohol Dependence; 

Alcohol dependence .refers to· what is traditionally called "alcoholism", or in 

some publications, "dependent drinking" (Oppenheimer, 1991). Alcohol dependent 

individuals typically experience the same social consequences as individuals who abuse 

alcohol, with the addition of physiological changes that foster dependence. The NIAAA 

( 1996) supports a view of alcohol dependence as a disease, as evidenced by the 

following definition of a'cohol dependence:. 

Alcohol dependence is a disease characterized by the following elements: 

1. Craving: a strong need or compulsion to drink. 

2. Loss of control: the frequent .inability to stop drinking once begun. 

3. Physical dependence: the occurrence of withdrawal symptoms, s~ch·as 

nausea, sweating, shakiness, and anxiety when alcohol use is stopped after a 

period of heavy drinking. These symptoms are usually relieved by drinking 

alcohol or by taking another sedative drug. 

4. Tolerance or the need for increasing mnounts of alcohol in order to get ;'high" 

(p. 6). 

7 
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Significance of Alcoh~l Problems 

Ascertaining reliable. demographic data r~garding alcohol use and alcohol 

problems is a daunting task. Part of this challenge lies in the societal stigmas attached to 

alcohol problems in this country, and the subsequent reluctance on the part of many 

individuals to openly acknowledge their problems with alcohol. In addition, alcohol 

problems are frequently masked under other physical and/or psychological problems such 

as cirrhosis, pancreatitis, reproductive· probletns, anxiety, depression, and neurological 

conditions. 

Other difficulties can be attributed to the designs of epidemiological studies used 

to collect demographic information. Most federal studies rely exclusively on the 

self-reports of a representative sa1;nple of the population .. Another problem with federal 

. studies involves the inadequate· representation of minority ethnic groups in the study 

samples. As Jessup (1997) pointed out,-Native-American and Asian-American 

individuals have typically been omitted from federal·epidemiological studies. When. these 

groups are included, sample sizes are often too small to yield reliable findings, or to 

allow for valid comp~risons across ethnic groups. Further, ethnic groups are typically 

regarded as homogenous. Consequently, variations Within the ethnic categories are not 

considered or addressed ( United States Department of Health and Human Services 

[ DHHS], 1997). 

Per-Capita Consumption Patterns 

As noted in the Ninth Special Report on Alcohol and Health~ patterns of · 

drinking and the types of beverages consumed in this country are determined by an 

estimation of per capita consumption (DHHS, 1997). Per capita consumption represents 

an estimate of the amount of alcohol used per individual. This figure is calculated by 

dividing sales data on alcoholic beverages from every state and the District of Columbia, 

by the number of individuals in the United States ages 14 years and older. . 



In this country, consumption of alcoholic beverages has steadily decli)}ed since 

1980 (DHHS, 1997). The 1993 per capita consumption level of2.25 gallons of alcohol 

per person was the lowest since prior to World War IT. Most of this decline has been in 

the consumption of hard liquor or spirits. Beer and wine consumption patterns have 

remained relatively stable over the years. 

9 

There are limitations to using per capita consumption estimations to determine 

patterns of drinking. Per Capita estimates attribute average consumption to all 

individuals ages 14 years and older regardless of their actual use or non-use of alcohol. In 

addition, sales data on alcoholic beverages does not include untaxed alcohol brought into 

the country, or the illegal production of alcoholic beverages. Further, it is assumed that 

the alcohol is. consmned the same year it is purchased, and .does not account for increases 

in purchase mad~ in anticipation of the imposition of higher taxes on alcoholic beverages 

during the following year (DHHS, 1997). 

Prevalence and Popuiation Estimates 

The National Household Survey on Drug Abuse (NHSDA),. now sponsored by 

the Substance Abuse and Mental Health Service~-Adlninistration (SAMHSA), has: 

collected data on estiin.ates of rates of use, numbers of users, and other measures related 

to illicit drugs, alcohol, cigarettes, and smokeless tobacco via sampling a representative 

population of Americans. In the 1997 report, an estitnated 111 million Americans; or 

51% of the population ages 12 years and older had used alcohol in the month prior to 

data collection (SAMHSA, 1998). Of these, 32 million had engaged in binge drinking, 

defined as over five drinks o~ at least one occasion in the past month. Another 11.·2 

million were classified as heavy drinkers, defined as· having five or more drinks per 

occasion, on five or more occasions in the past month. 

Prevalence and population estimates from the 1992 National Longitudinal· 

Alcohol Epidemiological Survey (NLAES), sponsored by the NIAAA were reported by 

Grant, Harford, Dawson, Chou, Dufour, & Pickering (1994). In this study, 7.41% of the 
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surveyed adults, or an estimated 13,760,000 individuals were thought to meet the criteria 

in the fourth edition of the Diagnostic and Statistical Manual (DSM-IV) for alcohol 

abuse and alcohol dependence (American Psychiatric Association, 1994). 

Gender 

Data from national alcohol surveys conducted since 1964 have consistently 

demonstrated that men drink more alcohol than women. In 1992, the number of males 

with alcohol abuse and alcohol dependence was estimated at 9,806,000 versus 3,953,000 

females (Dawson et al., 1995). Males are also more likely to be binge drinkers while 

women are more likely to abstain. Prevalence estimates were found to be consistently 

higher for men in comparison to women on measures of binge drinking (23% versus 

8.1 %), and heavy drinki~g (8.9% versus 2.1 o/o) (SAMHSA, 1998). There does seem to 

be some narrowing of the gender gap in regards to the actual use of alcohol. In 1997, 

45% of the surveyed women reported use of alcohol within the past. month compared 

with 58o/o of the men (SAMHSA, 1998). 

Ethnicity 

Overall, Asian-American and African-American males and females have · 

consistently been noted to have significantly lower rates of alcohol pro1'>lems than their 

European-American counterparts. In 1992,782,000 African-American males and . 

.339,000 African-American females were estimated to have alcohol problems (Grant et 

al., 1994). African-Americans have been found to have higher rates of abstention than 

European-Americans' (Herd, 1997; Saulnier, 1996a). Darrow, Russell, Cooper, Mudar, · 

& Frone (1992) no~ed that for Africa~-American womt?n': the presence of religious belie~s 

is associated. with higher rates of abstention. However, death rates attributed to heavy · 
. . 

alcohol itse have been.noted.to be highest f~r African-Americans, with both 

African-Americans and Hispanic-Alnericans noted to have the highest .rates of mortality 

from alcohol cirrhosis (Herd, 1989; Sutocky, Shultz, & Kizer, 1993). 



More Recent studies have yielded similar patterns. In 1991, the highest rates of 

alcohol use were attributed. to European-Am~ricans (55o/o), compared to both 
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Hispanic-Americans (42%), and African-Americans (40%) (SAMHSA, 1998). While 

alcohol use did not statistically differ among the groups, binge drinking was noted to be · 

highest among European-Americans (16.3%), and Hispanic-Americans (16.2%) and 

lowest among African-Americans (10.3o/o). Likewise, Rates of heavy alcohol use were 

lowest for African-Americans (3.8o/o) in comparison to.European-Americans (5.7%) and 

Hispanic-Americans (6.3o/o). Further, rates.ofboth b~nge and heavy use of alcohol by 

. African-Americans were significantly lower in 1997, compared to the 1996 estimates of 

binge use (13.1%) and heavy use (5.3%) of alcohol by African-Americans. No other 

statistically significant differences by race/ethnicity were noted (SAMSHA, 1998). 

Native-American and Asian-American populations. While excluded from many 

federal studies, rates of alcohol use and alcohol probletns in Native-American and 

Asian-American populations have received.some attention. Alcohol abuse 'has been 

found to be a factor in the five leading causes of death for Native-Americans, including 

motor vehicle crashes, alcohol d~pendence, cirrhosis, suicide, and homicide. Among 

tribes with high rates.of a1cohol dependence, it is estimated that 75% of all accidents, the 

leading cause of death for this population, are alcohol related (Manson, Shore, Baron, 

Ackerson, & Neligh, 1992). 

Certain minority groups are thought to possess genetic traits that cause particular 

physiological reactions in the body when alcohol is ingested. A flushing reacti·on, found 

predominantly in Asian populations, is one such exainple. This reaction~ which involves 

a reddening of the face and neck, headaches, and nausea is thought to be caused by 

variations in the enzymes involved in alcohol metabolism, and. is regarded as a protective 

factor against the development of alcohol dependence in these populations (Thomasson 

& Li, 1993). 
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Acculteration. Social nonns impact the alcohol conswnption patterns of 

individuals who immigrate to this country. Wilsnack (1996) noted that acculturation, or 

. the adaptation of the immigrant to the attitudes, values and behaviors of the population 

appears to be a valid predictor of drinking behavior, particularly among women. In one 

study comparing the drinking patterns of Japanese women living in Japan and Los 

Angeles, the women in Los Angeles reported.lower rates of abstention, and higher rates 

of light to moderate drinking compared to the women in Japan (Kitano, Chi, Rhee, Law, 

& Lubben, 1992). Similarly, Caetona and Medina Mara (1988) noted a gradual increase 

in heavy drinking in subsequent generations of Mexican-American women. First and 

second generation United States born Mexican-American women reported higher. rates 

of heavy drinking, than Mexican born women who had migrated to the United States. 

Age 

For .both genders, drinking is more likely among the young and 

middle-aged than those ages 60 and over (Midanik & Room, 1992). For both males and 

females, highest population estimates for individuals with alcohol problems have : 

occurred in the younger (18-29) population, with rates declining with increasing age 

(Grant, et al., 1994). The one exception to this was African-American females ages 

30-44, who had the highest rates of alcohol problems, with a sharp decline after age 45. 

The 1997 NHSDA yielded similar findings. Rate~ of current alcohol abuse were at or 

above 60% for all age groups between 12 and 39 years of age. Further, young adult 

. · drinkers ( 18-25 years! of age) were most likely to binge drink or drink heavily. Almost 

half ( 46%) of the· drinkers in this age group were binge drinkers, and one in five was 

classified as a heavy drinker (SAMHSA, 1998). 

Education 

In contrast to the patterns noted f~r illicit drUg use, in which 

.lower levels of educatiol). are associated with increased drug use, there was a positive 

.relationship between level of education and use of alcohol. In 1997 an estimated 67% of 
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adults with college degrees w,ere current drinkers compared with 3 8% of those having 

less than a high school education (SAMHSA,. 1998). However, adults who had not 

completed high school were more likely to heavily use alcohol (6.7%) in comparison to 

those who had graduated college (5.4%). 

Income 

Problem drinking has been noted to rise with family income. Individuals with 

family incomes in excess:of'$50,000 rep?rted the highest l~vels of drinking (DHH.S, 

1993). This appears to apply to both European-American and 

African-American individuals. For African-Atnericans, higher rates of drinking are 

associated with increased socioeconomic status (Darrow et al., 1992). 

Marital Status 

Findings from federal surveys have poted a fairly consistent relationship 

between drinking behavior and marital status. Individuals who have never been married, 

are separated, or divorced have the highest rates of heavy drinking, followed by married 
. ' . 

individuals. Widowed individuals have the lowest rates of heavy drinking and the highest 

rates of abstention (Wilsnack, 1996; Wilsnack & Wiisnack, 1991). Wilsnack and 

Wilsnack (1991) further noted that'such findings are·confounded by age differences 

because younger pers'ons are over represented among the never married, and older 

persons are more often widowed. 

One status associated with the increased risk of alcohol problems in women is 

cohabitation, or living in a marriage-like relati_onship without being legally ·married. In 

1990, cohabitating women exceeded all other marital status groups in rates of heavy 

drinking, drinking related problems, and alcohol dependence (Wilsnack & Wilsnack, 

1991 ). One explanation for this trend is that cohabitating relationships may have e.xtra 

tensions and uncertainties that are relieved by alcohol use. Cohabitating relationships 

may also provide women greater freedom from moral constraints that traditionally 

restricted sexual and drinking behaviors. 
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Geographic Region 

Data on regional total per capita conswnption from 1977-1993 indicated that 

overall per capita consumption has been consistently highest in the Westeqt region of the 

United States, compared to the Midwest, South, and Northeast (DHHS, 1997). In 1997 

the rate of current alcohol use was highest in North Central region (56%), followed by 

the Northeast region (54%), the Westregion (52%) and the South region (47%). 

However rates of heavy alc~];lol use"were highest in the North Central region of the 

country (6.2%), followed by the South region (5.4%), the Northeast region (5.3%) and 

the West region (4.6%) (SAMSHA, 1998). 

Significance of this Study 

Phillips (1995) has noted the existence of the "male as norm" mentality within 

medical education in which the norm is typically defined as a Caucasian tnale. The 

Caucasian male is thus, the standard against which all others must be measured. As 

Phillips (1995) further noted, this definition, " ... excludes women who tnust be regarded 

either as men with uteri and ovaries, or as abnormal" (p. 508). 

This mentality has been evident within the substance abuse field. Historically, 

alcohol rel~ted research has been dominated by men· (Abbott, 1994). Ettorre (1992) 

noted a resistance both theoretically and methodologically to scholarly approaches 

sensitive to the needs: of women. Rather, the majoritY of studies have involved 

predominantly male subjects with findings generalized to all individuals regardless of 

gender. .As Morgan and Kinney (1996) pointed out, "The traditional assumption in the 

substance abuse field: had been that alcohol dependence is alcQhol dependence and drug 

dependence is drug dependence regardless of gender" (p. 319). · 

Findings from recent studies however, are challenging this assumption. While 

alcohol affects the health of both men and women, Blume et al., (1992) have noted that 

a greater physical and psychological t~ll is exacted .from women. Alcohol dependent 

females have been identified to have mortality rates 50-100% above their tnale 
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counterparts. Further, females have been found to have a greater biological vulnerability 

to the effects of alcohol (Abbott, 1994; Blume et al., 1992; Piazza et al., 1989; & 

Quinby & Graham, 1993). Alcohol ingestion is associated with increased risk of breast 

cancer, early menopause, menstrual disorders, sexual dysfunction, infertility, fetal 

~i.cohol syndrome, depression, low self-esteem, hopelessness and feelings of alienation 

(Abbott, 1994; Blume et al., 1992; Long & Mullen, 1994; & Oppenheimer, 1991). 

Recently, a great deal of attention has been given to the treatment needs of 

substance dependent women, with the assumption that these needs differ from those of 

substance dependent men. Questions regarding the efficacy of current treatment · 

interventions in meeting the needs of women and other tnarginalized.populations with 

substance abuse problems have been raised. N~lson-Zlupko et al., (1996) interviewed 24 

chemically dependent women in recovery and noted several problems with existing 

treatment for these women including negative stereotyping and sexual harassment~ Hall 

( 1994b) challenged the ability of traditional treatment modalities and twelve-step· groups 

such as Alcoholics Anon)rmous (AA) to meet the ne~ds of chemically dependent : 

lesbians and. other marginalized. populations. Saulilier ( 1996b) likewise questioned the 

generalizability and appropriateness of the twelve-step model in meet~ng the needs of 

women and minorities. As Saulnier ( 1996b) pointed' out, AA, with its emphasis on 

powerlessness and humility, was based on the needs of a select group of tniddle-class, 

European-American males, and may not be relevant for culturally diverse populations. 

For those individuals who do seek and receive treatment, the risk of relapse, or 

the return to the substance use is high. Rotgers, Keller and Morgenstern ( 1996) noted 

that as tnany as 30-40% or tnore of treated clients will resume substance use within the 

first year following treatment. Stevens (1993) has posited that women and other 

marginalized populations face a myriad ofbarriers to accessing health care in this' 

country, and rarely receive care delivered in a culturally competent manner. Individuals 

whose needs are not adequately addressed in treatment programs and self-help groups are 



at risk for attrition and ultimately relapse. Thus, it is crucial that treatment programs be 

designed to meet the rieeds of the populations served as much as is feasible. 

16 

Findings from studies addressing women and substance dependence support 

assertions that women have different needs, experiences and issues that may ultimately 

impact ·the course of substance dependence, treatment and aftercare. Little is knoWn. 

however, about the experiences and issues faced by these women. There continues to be 

a pressing need for research addressing the needs of alcohol dependent women in which 

the voices of the wo1nen are heard. Findings from such studies will contribute to the 

existing knowledge ahd theory base, and will provide the empirical support necessary to 

initiate changes in substance abuse treatment policies, decrease societal stigmas, improve · 

accessibility and overall outcomes for women in alcohol treatment, and promote health 

for women with alcohol problems. 

This study was guided by a feminist perspective. Research conducted from a 

feminist perspective seeks to describe and interpret phenomena about women's lives, 

raise consciousness about women's lives, and bring about. changes that can be of benefit 

to women (Hall & Stevens, 1991 ). An overview of the feminist perspective is presented 

in the following section. 

Feminist Perspective 

F on ow and Cook ( 1991) defined epistemology as, " ... the study of assumptions 

·! about how to know the social and apprehend its meai:ring" (p.l ). Epistemology answers 

questions regarding what can be known, who can be a knower, and how knowledge is 

legitimized (Harding, 1987). Epistemology is thus, heavily influential in detemiining how 

science is carried out~ and what knowledge is deemed important. 

Recently, feminists have recognized that traditional epistemologies in science 

have ali€hated women and other minorities by fai)ing to account for the perspectives of 

these populations (Allen, Allman,_& Powers, 1991; DeMarc?; Campbell, & Wuest, 1993; 

.Hardi~g, 1987). Harding (1987) noted: 
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.. traditional episte1nologies, whether intentionally or unintentionally, 

systematically exclude the possibility that women could be "lmowers" or agents of 

knowledge; they claim that the voice of knowledge is a masculine one; that 

history is written from only the point of view of men; that the subject of a 

traditional sociological sentence is always assumed to be a man (p. 3). 

Consequently, feminist scholars have voiced strong support for alternative theories of 

knowledge that would legitimize women and minority populations as knowers. Such 

theories would provide the impetus for developing new techniques and ways of thinking 

that would ultimately help these groups gain control over their lives (Harding, 1991 ). 

Harding ( 1987) has argued against. a. distinct feminist method. Fetninist ' 

researchers use the same methods as other researchers. What separates feminist research 

from more traditional research is the way in which these methods are carried out, and the 

assumptions that drive the methods. Harding (1987) has identified three distinct features 

of feminist research that illuminate thjs alternative way of thinking about knowledge. 

Each of these features will be discussed. 

Feminist Research Values Women as Knowers 

Traditional social science illuminates men's experiences.· Historically, research 

questions have stemmed from the perspectives of European-American males, resulting in 

an incomplete, or even distorted picture of the phenomena (Harding, 1987). In feminist 

research, the perspec~ives of women are given primacy (Hall & Stevens, 1991). Women 

are viewed as "knowers" and as experts on their own· lives (Campbell & Bunting, 1991). 

Thus, problems are generated from the perspectives of women's experiences with the 

acknowledgment that women are a heterogeneous group comprised of different classes, 

cultures and ethnic backgrounds. 

Feminist Research Supports Science for Women 

Harding (1987) noted that traditional studies about women have asked questions 

that men want answered. Feminist research howev~r, is ~esi~ed for women. Thus, the 
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goal of inquiry is to provide women with the explanations that they want and need about 

social phenomena. Campbell and Bunting ( 1991) have noted that in feminist research, 

" ... researchers should recognize that the questions asked are at least as important as the 

answers obtained" (p. 8). The feminist researcher thus, chooses a topic that will be of 

benefit to the women participants, rather than the government, the legal system, or other 

agencies (Jayaratne & Stewart, 1991). In addition, the research is action oriented~ with 

data analysis geared towards effective interventions that serve to ultimately empower the 

w~men participants (Anderson, 1991; Fonow & Cook, 1991). 

Feminist Research Sypports a Reciprocal Relationshiu 

1-Iarding (1987) noted that the feminist researcher: " ... is in the same critical 

plane as the overt subject matter~' (p. 8). Gone is the objective, detached stance of the 

researcher typical of traditional research in science. Rather, there is an etnphasis on 

reflexivity in which the researcher must examine her/his own biases and reactions during 
" 

the course of the study (Fonow & Cook, 1991). The researcher's own gender, culture, 

history and motives must be reflected upon as a means of gaining insight regarding the 

study at hand. In addition, there is a balance of power between the researcher and · 

participants. The researcher is not considered to be the expert in a position of authority. 

Rather, a reciprocal relationship develops in which the researcher learns about the 

phenomenon from the participants who are regarded as experts (Hall & Stevens, 1991). 

A Feminist Perspective on Addiction 

In American Society, women are repeatedly placed in positions of dependency 

and subordination secondary to gender-role socialization and gender-role expectations 

(Hagan et al., 1994). Consequently, women may experience a lack of self-esteem, :a lack 

of confidence in their ability to make sound decisions, disempowennent and 

hopelessness. Moreover, many wotnen lack access to the social and econotnic resources 

necessary to remove them from abu~ive and chaotic conditions. Subsequently, woinen 

may use alcohol and other drugs as a means of coping with oppression. For tnany women 
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alcohol and drug dependence is not an isolated condition, but rather, related to the larger, 

societally sanctioned imposition of female dependence (Hagan et al., 1994). 

Until recently, this perspective received little attention. Historically, scientific 

research in the addiction field has foc~sed on men, and consequently, has upheld 

traditional, patriarchal images of men and women that present a distorted view of women 

(Ettorre, 1992). Ettorre (1992) further noted: 

Within the field -of addiction, the centrality of these notions (that men are socially 

dominant and active participants in the drug-using culture and women are socially 

subordinate and relatively ·passive participants) has meant that the situations and 

needs of women were largely unacknowledged and unrecognized within both the 

treatment and research world (p. 17). · 

A feminist perspective on addiction recognizes that the dominant culture has had 

a major impact on the preconceptions and changes that impact persons both individually, 

and on a societal level (Abbott, 1994). While traditional theories of addiction such as the 

disease ·perspective have normalized and legitimized alcohol dependence by placing it 

within the context ofan illness, such concepts can also reinforce the notions of the 

dependent sick role, and resultant loss of control (Bunnan, 1994 ). Close examination is 

warranted in addressing the impact of the disease perspective on marginalized 

. populations such as women who have been socialized to be dependent and subordinate, 

and consequently, have developed internalized feelings of inadequacy and incompetence 

(Burman, 1994). 

A feminist perspective celebrates diversity, and recasts power from a view of 

·power -over others to a view of power as an internal source .of personal control (Abbott, 

1994 ). A feminist perspective on addictions is one that attempts to glean insights · 

regarding women's issues, rather than blindly accepting the traditional, male-dominated, 

generalizations about alcohol dependence and other· addictions that have been prevalent 

in this society. As Ettorre (1992) stated: 



Simply, we need to discover a particular 'herstory' that reflects the constant 

struggle for women to maintain their female integrity and self-worth in a 

substance-abusing, stress-filled society. That this society is dependent 

economically, politically and culturally on a 'cushioning process', provided by a 

variety of chemical comforts, shows the extent to which addiction and indeed 

stress have become 'normal', established effects of life (p. 19). 

·Summary 

The purpose of this research was to investigate the experience of alcohol 

temperance from the perspectives of women who identified themselves as alcohol 

dependent. The ethnographic techniques of in-depth interviewing and observation 

participation were used as a means of eliciting the subjective views of fourteen female 

participants. A feminist perspective provided the guiding framework for the study. 
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CHAPTER TWO 

Literature Review 

A ~owing area of consensus in the substance abuse field is that chemically 

dependent women have issues and needs that differ from: their male counterparts. 

Historically, there has been a .resistance within the substance_abuse field to scholarly 

~pproaches that are sensitive to the needs of women (Ettorre, 1992).· Consequently, the· 

majority of research ·conducted has focused on alcohol and drug dependent men with the 

assumption that findings can be generalized to both genders. In fostering a more 

"women-oriented" perspective, Ettorre (1992) noted the necessity of two basic 

principles: (a) familiarization with the social scientific way ofvi~wing the world, and 

particularly, the way in which gender has impacted the development of social science; 

and (b) theoretical and methodological openness to approaches sensitive to the needs of 

women. 

Thi·s literature review is structured in accordance with these principles. The first 

section will provide an overview of the most dominant theoretical perspectives of alcqhol 

dependence and some widely cited supporting research~ as a means of illuminating the 

progression of scientific thought within the field. In the second section, research pertinent 

to women and alcohol dependence will be reviewed as a means of highlighting current 

scientific knowledge about alcohol dependent women. The last section will review 

qualitative studies addressing women with substance abuse problems. 

Theoretical Perspectives of Addiction 

A number of perspectives regarding the etiology of alcohol dependence and other 

addictions can be found in both the lay and professional literature.· The most influential 

perspective views alcohol dependence as a disease, and is commonly referred to as the 

21 
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"disease model" or "disease perspective". This perspective has been challenged a-number 

of times, primarily by those who support perspectives derived largely from cognitive, 

behavioral and social learning theories. An overview of the disease perspective, and some 

of the challenges to this perspective is presented. 

Alcohol Dependence as a Disease 

Proponents of_ the disease perspective regard alcohol dependence as a chronic, 

insidious, progressive, and potentially fatal disease characterized by the symptoms of 

craving, physicatdependence, and loss of control over alcohol intake (NIAAA, 1996) . 

. While alcohol dependence is regarded as incurable, it can be arrested via cessation of 

alcohol, and abstinence is widely supported. Since its introducti9n in the 1940's, the 

disease perspective has profoundly influenced views regarding the etiology and treatment 

of alcohol dependence and other addictions. The view of alcohol dependence as a disease 

is currently supported by such influential organizations as the American Medical 

Association, The National Cquncil for Alcohol an~ Dnig Dependence (NCADD), The 

World Health Organization (WHO), and twelve-step groups such as Alco~olics 

Anonymous (AA).· 
' 

The disease perspective was originally proposed by physician E.M. J ellinek in the 

first half of this century. Jellinek (1946) formulated this concept based on the results of a 

questionnaire study ~f 98 members of Alcoholics Anonyrrtous (AA), designed to elicit 

information regarding the ages of the subject~ at the times of certain events considered to 

be significant in their drinking histories. This survey:was, as Jellinek (1946) noted, a 

means: " ... for establishing the significance of certain behaviors and what may be called a 

phaseology of alcoholism" (p. 3 ). During analysis of the survey data, Jellinek ( 1946) 

noted certain uniformity's within the gJ;Oup that prompted him to hypothesize foutphases 
-· 

in the drinking history of an alcohol dependent individual. These phases were identified 

as; (a) The Prealcoholic Symptotnatic Phase, in which th~ individual drinks mainly for 

relief of stress or anxiety; (b) The Prodromal Phase, marked by surreptitious drinking, 
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and the onset of amnesia, or blackouts;· (c) The Crucial Phase, cha~~cterized by the· 

individual's loss of control, and subsequent inability to return to social drinking; and (d) 

The Chronic Phase, or the phase of final breakdown (Jellinek, 1946, 1952). These 

concepts were refined and expanded into five typologies 'of alcoholism, including the 

alpha alcoholic, beta alcoholic, delta alcoholic, gamma alcoholic and epsilon alcoholic, 

and presented in Jellinek's classic book, The Disease Concept of Alcoholism in 1960. 

Jellinek presented his concepts as a possible'explanation as to why some 

individuals developed serious drinking pr<?blems and as a means of alleviating moral 

condemnation and societal stigmas attached to alcohol dependence that were rampant in 

the early 1900's. It was Jellinek's hope that.by drawing attention to alcohol dependence as 
. . 

a disease, public attitudes would shift from blame and condemnation, to concern and 

medical intervention for the afflicted individuals. It was not J ellinek's contention that all 

alcohol dependent individuals had a disease, but rather, that certain types of alcohol 

dependence such as the gamma and delta subtypes could be classified as disease states. 

The disease perspective was th~s, presented as a working hypothesis, rather than a 

definitive statement of the etiology of alcoholism (Pattison, Sobell, & Sopell, 1977). 

It is interesting to note that such influential theoretical thought is actually based 

on very little empirical research, a limitation openly :acknowledged by J ellinek. Of the 

1,600 questionnaires sent out to AA members in the original survey study, only 158 were 

returned, comprising a 10% return rate. Of these, only 98 completed questionnaires were 

included in the study. 'Jellinek (1946) noted that 45 questionnaires were improperly 
. ) 

completed, and thus, discarded. The other 15 questionnaires were all completed by . 

women. These were excluded from the analysis because, " ... on the one hand the number 

was too small to be analyzed separately, and on the other hand, the data differed so 

·greatly for the two sexes that merging the data was inadvisable" (Jellinek, 1946, p. 6). 

Despite these. limitations, Jellinek's ideas attained rapid prominence. The disease 

perspective was adopted as the philosophical stance by AA, and from there, gained 
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recognition with the general public. Pattison et al. (1977) have suggested that the disease 

perspective may have been subject to some misinterpretation-as well, both by·members 

of AA who had already formulated a physical allergy theory of alcohol dependence that 

was similar, but not identical to Jellinek's conceptualizations, and consequently, the 

public in general. 

Subsequently, the disease perspective has been supported by some influential and 

widely cited research.' The Harvard Medical School's Study of Adult Development is one 

example. Beginning in the 1940's, this series of longitudinal studies followed two groups 

of male subjects from adolescence into middle to late adulthoo~ (Vaillant, 1995; 

Vaillant & Hiller-Sturmhofel, 1996; Vaillant & Milofsky, 1982). The men followed 

represented two highly diverse groups. The "College" sample was comprised of 204 

upper, mid~e-class college sophomores, while the "Core City" group consisted of 456 

non-delinquent, inner city school boys considered to be demographically at risk for 

substance abuse and other problems. Both groups were prospectively followed at · 

multiple times via survey questionnaires, physical examinations, family histories, public 

records and interviews. 

As noted by Vaillant and Hiller-Sturmhofel (19~6), neither of these studies 

focused solely on alcohol or drug use. Rather, the College Study was designed to 

investigate the development of "healthy" college students, while the "Core City" group 

served as a control group for a study on j~venile delinquency. The lon~itudinal, 

prospective designs of these studies did however, allow for the examination of risk 

factors occurring early in life that tnay predispose individuals to alcohol dependence. 

Though these study samples were not representative of the general population, 

they provided a wealth of information about the development of alcohol dependence over 

time, and the role of sucli influences as coexisting psychiatric problems, cultural factors, 

genetic predisposition and childhood environment in two highly diverse groups of men. 

These fmdings, along: with findings· from a subsequent longitudinal study of 83 male and 
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17 female subjects hospitalized for treatment of alcohol dependence (Vaillant, 1988), 

have provided a foundation for what is now well known in the alcohol field as the 

"natural history of alco.P:olism", which subscribes ~o a view of alcohol dependence as a 

progressive disease, highly individualized in it's course of progression (Vaillant, 1995; 

Vaillant & Hiller-Sturmhofel, 1996). In addition, participation in Alcoholics Anonymous 

wa·s widely Sl:lpported as a means of achieving and maintaining abstinence from alcohol. 

As Vaillant and Hiller-Sturmhofel (1996) stated: 

AA appeared to be at least as effective as clllric treatment in helping alcoholics to 

begin stable abstinence; however it was tnore ilnportant for maintaining stable 

recovery, partly because, like treatment for other chronic disorders, AA is used 

daily or weekly for years (p. 161). 

More recently, the dise~se perspective has evolved into an umbrella term for a 

variety of views that encompass not only the biological, but psychological, social,;and 

spiritual aspects of the individual (Nowinski, 1996; Wallace, 1996). Wallace (1996) 

further delineated these perspectives by classifying them as either _"consequence disease 

models" or "predisposition disease models" (p. 20). Consequence disease models 'posit 

that excessive alcohol or other drug use willl~ad to profound biological,_ psychological, 

social, and spiritual consequences which in turn, lead to further alcohol or drug use, and 

the commencement of a vicious cycle. Predisposition disease models assume that · 
. ' 

alcoholics are predisposed to an addiction to alcohol via genetically transmitted 

· biological risk factors such _as an "alcoholism gene". In such a scenario, the environment 

may or may not be a factor (Wallace, 1996). 

The Challenge of Cortt~olled Drinking 

Con1!olled drinking refers to the ability of an alcohol dependent individual who 

has previously exhibited out of control drinking to return to normal, controlled patterns 

of alcohol consumption (Denziri., 1993). The idea that such individuals could resume 

normal drinking was first introduced by Davies in .19,62. Davies (1962) reviewed the 
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follow-up record~ of ninety-three patients who had been discharged from an alcohol 

treatment unit. Of these patients, seven men were noted to have been able to resume a 

normal pattern of drinking for periods of seven to eleven years after a brief period of 

abstinence. Based on these findings, Davies (1962) questioned whether the loss of control 

concept advocated by the disease perspective was applicable to all alcohol dependent 

individuals. 

Since that initial study, the concept of controlled drinking has generated a great 

deal of controversy, particularly from those who question the long term feasibility of 

controlled drinking for alcohol dependent individuals (Wallace, 1996). Denzin (1993) 

noted that while Davies' (1962) findings were initially supported by other ~tudies in 

which alcohol dependent individuals were taught to drink in a controlled fashion, in 

some ca~es, follow-up ·studies of these individuals found them to be drinking out of 

control. Others have been more directly skeptical. AS Vaillant (1995) noted: 

After twenty years, Davies' (1962) study of seven alcoholics who did return to 

asymptomatic drinking is still quoted as the major datum to support the 

return-to-social-drinking hypothesis. Confronted by thousands of clients who are 

unable to control their drinking, clinicians are understandably unimpressed (p. 9).· 

Further, in questioning the feasibility of controlled drinking for ~lcohol dependent 

individuals, Vaillant and Hiller-Sturmhofel ( 1996) pointed to the fmdings from the 

longitudinal study of the Core City sample. While 42 of the 111 alcohol dependent men 

in this sample were able to return to asymptomatic drinking by the age of 4 7 with no 

noted problems, by age 60, only six of the 42 could still be considered stable, 

asymptomatic drinkers. The others had relapsed, become totally abstinent, had left the. 

study, or were subsequently re-classified as not meeting criteria for alcohol abuse . 

. Supporters of the idea of controlled dp.nking 'continue to question the disease 

perspective assumptions that alcohol dependent individuals experience loss of control 

over their dJ:inking, and must attain and maintain abstinence from alcohol_ at all times. 
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As Peele and Brodsky (1991) noted, "The·disease theory ta~es a set of precepts that were 

made up by and about a small group of severe, long-term alcoholics in the 1930's and 

applies them inappropriately to people with a wide range of drinking and other life 

problems" (p. 25). 

Peele and Brodsky ( 1991) have advocated an approach referred to as the Life 

Process Program. This approach, which is applicable not only to alcohol dependence, but 

to other addictions, focuses on the individual's life, rather than their addiction. As Peele 

and Brodsky ( 1991) pointed out, the Life Process Program differs markedly from the 

disease perspective iii a nU.mber ofrespects. While the disease perspective supports a 

biological etiology of alcohol dependence, the Life Process Program views addiction as a 

behavior employed by the individual, as a means of coping with the self and the world. 

Such addicted behavior can be subsequently "outgrown" if the individual empowers 

themselfto get better. Empowerment is acquired through the ind!vidual's identification of 

their problems, and the development of workable solutions for those problems. 

Within this framework, Peele and Brodsky (1991) support the idea that for some 

individuals, controlled drinking is an attainable goaL Wallace (1996) however, has

criticized such approaches as being based on little scientific evidence, and has 

questioned the ability to provide effective treatment for any alcohol dependent 

individual w~o continues to drink. Currently, debates regarding ~e safety and feasibility 

of controlled drinking for individuals with alcohol problems continue in the substance 

abuse field. 

Cognitive I Behavioral Perspectives 

One of the major criticisms of the disease perspective is its "all or nothing'' 

approach to alcohol dependence. An individual with ·the disease of alcohol dependence 

either abstains from alcohol completely, or experiences loss of control over their 

drinking. Marlatt (1985) has pointed out that for the person who accepts the belief that 

she/he has a disease, even one single drink or "lapse" can precipitate uncontrolled 



drinking. In this sense, the disease perspective of addiction perpetuates a dichotomous 

view of the alcohol dependent individual as either totally abstinent from alcohol, or 

drinking and out of control (Donovan & Chaney, 1985; Marlatt, 1985). In addition, 

evaluations of treatment effectiveness often support this dichotomous view.· Treatment 

success is measured by the ·attainment of abstinence,' thus ignoring the continuutn of 

other possible outcomes ranging from total abstinence to uncontrolled drinking 

(Schneider, K viz, Isola, & Filstead, 1995). 
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An alternate view of addictions, derived from social learning, behavioral, and 

cognitive psychology has received some support (Donovan & Chaney, 1985; Marlatt, 

1985). The central, underlying assumption of this view is that addictive behaviors 

consist of overlear~ed, maladaptive habit patterns that are usually.follO'wed by some form 

of. immediate gratification, and can be modified (Marlatt, 1985). The individual who 

drinks does so in times of perceived stress, as a means of coping. The extent to which. this 

coping is maladaptiye depends on the negative consequences that resu~t from drinking in 

terms of self-esteem, general health, and social status. While the habit can lead to the 

development of a disease end state, disease is.the product, rather than the.precipitant of 

the behavior. 

Based on findings from their research of individuals with alcohol dependence, 

Marlatt and Gordon (1985) proposed a model of relapse that is widely cited in the 

literature. Relapse is conceptualized as a two-step process involving exposure to high risk 

situations, followed by a psychological process called the Abstinence Violation Effect 

(AVE) in which further drinking.after a single. lapse is motivated by feelings of guilt, and 

attributions of loss of control after that initial lapse. Simply put, there is a positive: 

relationship between length of abstinence and the. alcohol dependent individual's sense of 

efficacy and control. The abstinent individual encounters a high risk ·situation that is 
. . : 

interpersonal or intrapersonal in nature, and poses a threat to her/his sense of control. If 

the individual is able to cope effectively, abstinence cont~nues, and sense of ~ontrol and 
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efficacy increase. If the person is unable to employ effective coping mechanisms, the 

threat continues, sense of control and efficacy decrease, and the possibility of a lapse 

increases. The crucial part of this model lies in the period between the initial lapse and 

relapse. If the individual does lapse, the transition from a single lapse to relapse is 

mediated by the AVE, or the individual's perception of, and reaction to that first drink. 

Thus, the likelihood of relapse occurring results from an interaction between person and 

situation variables (Marlatt & Gordon, 1985). 

Marlatt and Gordon's (1985) conceptualization of the relapse process offers an 

alternate perspective from the disease model that has achieved some following. It tnust 

be noted however, that this view of relapse was derived from research using quantitative 

methods and male subjects. Marlatt's early research in 1973, stud!ed 65 alcohol 

dependent males participating in inpatient treatment~ who were exposed to an aversive 

conditioning program· consisting of various methods ·of electric shock (Marlatt & Gordon, · 

1980). The men were·assessed at 3 and 15 month periods following their discharge from 

treatment. Follow-up interviews revealed that over 50% of all relapse situations were 

situations in which the patient was angry, or had been confronted by social pressures to 

resume drinking. While the treatment program relied upon the development of 

conditioned aversion to alcohol itself, analysis of the data revealed that the majority of 

subjects began drinkiJ?.g in the presence of powerful interpersonal forces, highlighting 

social factors as the determinants of relapse (Marlatt' & Gordon, 1980). 

A later study contributed to the developtnent of a classification system designed 

to enable the assignment of relapse episodes to independent categories (Marlatt & 

Gordon, 1980). The study sample was comprised of70 males of unspecified ethnicity, · 

seeking treatment for alcohol dependence. While Marlatt and Gordon (1980) noted the 

need for further studies of other problem bel)aviors such as compulsive eating and 

gambling, the limitations inherent in a homogenous study sample of males were not 

addressed or even acknowledged. Rather, in discussing findings, Marlatt and Gordon 
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(1980) discussed the potential contributions of this study to treatment stating "Careful 

application of this knowledge in the developme~t of new treatment programs may enable 

us to further increase the maintenance of change with addictive behaviors" (p. 450). 

Another approach derived from cognitive psychology is Rational Emotive -

Therapy or RET. Within this framework, individuals' ate viewed as having three main 

levels of disturbance including: (a) high anxiety, depression, anger, self-loathing, 

rigidity, and the need for gratification, or a "musturbatory" view of life; (b) low 

tolerance for frustration and the subsequent use of alcohol as a means of dealing with 

problems; an~ (c) recognition of problematic alcohol use and the increased use of alcohol 

in response to negative feelings (Ellis, 1992). The goal of RET is to help ~e alcohol 

dependent individual to stop drinking and to deal with these three levels of disturbance. 

Treatment is focused on increasing self-esteem and self-acceptance, learning how to deal 

with current behavioral and emotional difficulties, and working through the original 

feelings of panic, depression, rage and self-hate that prompted the use of alcohol. 

Rational Recovery Systetns (RRS) is an approach to substance abuse derived 

from RET (Triinpey,' 1992). This system of self-help, presented as an alternative to 

twelve-step groups such as AA, differs widely from traditional views of chemical · 

dependency and the tWelve-step approach (Trimpey,: 1992 ). Unlike AA, RRS does not 

subscribe to a view of the alcohol dependent person as being powerless over their alcohol 

use. Nor does it encourage the need for a Higher Power and continual participation in AA 

meetings to help individuals in their ongoing recovery. Rather, the focus is on rational 
f 

thinking as a means of solving life's prob~ems and eradicating the irrational beliefs that 

have caused the individual to drink. As Trimpey (1992) pointed out: 

In this small book you will see that there are two kinds of sobriety. One is HP 

(Higher Power) sobriety, built on continuing dependency and supernaturalism. 

The other, NHP (No Higher Power) sobriety is built on the strengths withili each 

of us and inspires us to independence whenever humanly possible (p. 29). 
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Trimpey (1992) alluded to a disease etiology of alcohol dependence in his 

acknowledgment that some alcohol dependent individuals may be physiologically 

different from others. However, whether or not alcohol dependence is a disease is largely 

irrelevant in comparison to the individual's need to stop drinking. As Trimpey (1992) 

noted: 

If alcoholism is a disease and you have a d.rinking problem, you will become 

progressively more sick unless you stop drinking. But if alcoholism isn't a disease, 

and you are having persistent problems related to drinking, you had also better 

learn to abstain (p. 3). 

Another perspective of substance dependence has been forwarded by researchers 

who have focused on the relationship between social stressors and substance use. ·The 

Social Stress model of Substance Abuse provides a framework for better understanding 

the multiple social factors that may influence an individual's decision to use drugs 

(Lindenberg, Reiskin, & Gendrop, 1994 ). Originally developed as a means of 

understanding substance abuse in adolescence, this model posits that adolescents initiate 

substance use as a means of coping with a variety ofstressors and influences that may 

arise from the family, school, peer group, and community (Rhodes & Jason, 1990). The 

likelihood that an adolescent will use drugs is a function of that adolescent's stress level, 

and the extent to which the stress is offset by moderators such as social networks, social 

competencies, and resources. The risk of substance abuse is perceived as a fractional 

equation with stress in the numerator, and moderators such as personal attachments, 

coping skills and resources in the denominator. 

Rhodes and Jason ( 1990) tested some of the parameters of this model on 124 high 

school freshman. The: children of parents who modeled socially appropriate use of 

alcohol and medications, and who provided consistent support and supervision appeared 

less likely to become seriously involved in drugs. While limited by the small sample size, 

construct validity issues regarding conceptualizations of the stress construct in the 
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A~ acknowledged by the authors, this study was limited by the cross-sectional, 

retrospective ·design, small sample siZe, and the use of self-report data. While the SMH 

was neither supported or negated, fmdings from this study did highlight some gender 

differences in drug use patterns in that women are more likely to self- medicate signs of 
. ' . 

depression. Weiss et al., (1992) suggested that longitUdinal studies may provide more 

data regarding the prognostic significance of self-medication, and the changes ov~r time 

in depressiv~ symptothatology among patients who self-medicate, as a means of better 

understanding the cliriical significance of the SMH. 

Qualitative ~tudies have also supported the :premise of self-medication. In one 

study of 65 men and women in treatment for substance abuse, the women reported that 

perceived benefits of using drugs such as to bolster s·elf-esteem or to feel numb 

contributed to their delay in seeking treatment (Kline, 1996). In another study of seven 

alcohol dependent women in Northern Ireland, all seven women revealed that they began 

drinking alcohol as a means of both numbing and concealing their pain (Long & Mullen, 

1994). In a grounded theory study of 20 chemically dependent nurses, Hutchinson 

(1986) noted that for these nurses, the basic social psychological problem was psychic 

and /or physical pain .. The use of alcohol and/or other drugs was used as a means of 

obliterating pain and getting through the ~Y- Lastly,- in ~ analysis of interviews With 45 

Dutch women, Lammers, Schippers, & van der Staak, (1995b) noted that for some of the 

women, excessive alcohol use was a strategy to deal ~with the women's perceptions of 

powerlessness in their relationships with male partners. Excessive alcohol use was thus, a 

means of meeting the' demands of the relationship and suppressing the emotions 

generated by the dynamics of the relationships .. 

· Research Addressing Gender Diffe~ences. 

Prior to ~he late 1950's, very few studies addressed women with alcohol problems, 

or even included women in the study samples.· In 1957, Lisansky published a study 
' ; 

comparing 46 alcohol,· dependent women and 55 alcohol dependent. men in outpatient 
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treatment clinics, and 3 7 alcohol dependent women committed to state penal institutions. 

Findings revealed not only gender differences between the m~n and women studied, but 

that the women themselves were a highly heterogeneous group comprised of a variety of 

socioeconomic backgrounds. 

Despite these fmdings, males continued to be: the predominant focus in alcohol 

research until the 1970's. At this time, the co-incidence of the women's movement and 

increased interest in alcohol studies prompted by published research on fetal alcohol 

syndrome sparked an interest in research on alcohol dependence in women (Blume, 

1994; Gomberg & Nirenberg, 1991). While recent years have witnessed a marked 

increase in the number of studies that include data obtained from both genders, Lex 

(1994) ·has noted that the majority of these studies fail to forward interpretations by 

gender and issues pertinent to women are thus, often excluded. In this section, a review 

of literature is provid~d on studies that have address¢d gender differe~ces betweert 

alcohol dependent males and females. 

Patterns of Use 

In a review of both national and international surveys on alcohol use, Wilsnack 

and Wilsnack ( 1991 }· noted that in all ages and cate~ories, men have consistently used 

more alcohol, and have used it in larger·quantities than women, thus disputing clahns of 

convergence between female and male rates of drinking. While the actual percentage of 

women who drink has remained relatively stable, what has occurred is a marked increase 
~ . . . '' ~ 

I 

in the percentage of younger women, particularly those ages 21-34, who drink heavily 

and have alcohol related problems (Blume et al, 1992; Gomberg, 1993; Grant et al., 

1994; Schliebner, 1994; Wilsnack, 1996; Wilsnack & Wilsnack, 1991; Wilsnack~ 

Wilsnack & Klassen, 1984). Further, older women have been found to drink in a more 

evenly spaced ·pattern· over a period of ~ime, while ydunger women have a greater 

' tendency to engage in episodic drinking binges that may pose greater risks to adverse 

consequences such as driving while intoxicated (Wilsnack, 1996). 
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It is important to note that heavy use of alcohol does not necessarily equate with 

high rates of alcohol dependence. As Schliebner ( 1994) pointed out, many young women 

are able to resolve their .excessive drinking without developing chronic alcohol 

dependence. However, for some women, dependence may develop over .time. 

Consequently, the highest rates of alcohol dependence are found in women ages ~5-49. 

Polysubstance Use 

A universal trend reflected in both alcohol dependent and nonalcohol dependent 

populations is the pattern of drug use of both legal and illegal drugs (Gomberg, 1993). 

While men use more illicit or "street" drugs, women use more prescription drugs, 

particularly psychoactive drugs (Blume et al., 1992;, Gomberg, 1979; 1993; Lex, 1994; 

Nelson-Zlupko et al., 1996). Nicotine is another drug commonly used, often in 

combination with alcohol. As Wilsnack ( 1996) pointed out, drinking behaviors and 
\ 

smoking behaviors in women show several characteristic. trends. 

In the Michigan Study, 301 patients in 21 different treatment facilities were 

interviewed two weeks after detoxification. Data obtained from these interviews were 

compared With data from a comparison group of 137 nonalcohol dependent women 

in.atched for age and social class (Gomberg, 1993). Alcohol dependent women reported 

significantly more use of nicoti~e, minor tranquilizers, stimulants, sedatives, analgesics, 

cocaine, heroin and hallucinogens than their nonalcohol depende~t counterparts. Further, 

as noted i11. a review of literature by Yaffe, et al., (1995), there appears to be a 

relationship between the" ages of the women; and types of drugs used. Alcohol dependent 

women ages 20-29 have been noted to use more illic~t drugs, particularly marijuana and 

cocaine, while older women use more prescription dtugs. 

There are a number of factors that offer explanations as to why women have 

historically used more prescription drugs_than men. As Gomberg (1979) noted, women 

tend to be more concerned with their health, and are socialized to look to medication as a 

means of relieving physical and emotional discomforts. Men account for less than 40% 



of visits to a physician, a trend that seemingly supports Gomberg's (1979) assertion 

(Blume et al., 1992). In addition, physicians have a tendency to diagnose more wopten 

with emotional problems than men, and subsequently prescribe psychoactive drugs. 

Blume et al., (1992) have noted that approximately 60% of all benzodiazepine 

prescriptions in this country are for women. In contrast, men who visit a physician.for 

emotional problems ai-e half as likely to receive a prescription for a psychoactive drugs 

than women. 
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Despite increasing awareness of polysubstance abuse in women, a number of gaps 

remain in research oli chemical dependency. As Wilsnack (1996) noted, relatively little is 

known about the association between drinking and drug use in general, nonclinical 

populations of women. Further, most studies on women's substance abuse have typically 

focused on the primary drug of choice, with only secondary attention given to the 

concurrent use of other substances. Consequently, there is a lack of research on the 

prevalence, causes, and consequences of polysubstance use in women . 

. Societal Norms 

There ·are significant differences in the social contexts in which men and women 

drink alcohol. Women are less inclined than men to drink in taverns and other social. 

gathering places, or to even acknowledge their alcohol use publicly. In addition, alcohol 

dependent women are much more likely to surreptitiously drink alone at home, or with a 

few friends (Blume et al., 199,2; ·Gomberg & Nirenberg, 1991; Lisansky, 1957; Smith, 

1992). 

One explanation for this social isolation is the stigma attac4ed to alcohol 
' ' . '· . 

.. dependent women. Historically, .. women.·have been subjected to greater social 

consequences for theh- drinking {Quinby & Graham, 1993; Schliebner, 1994). As 

Schliebner (1994) point~d ou~, "Society seems to be less empathic toward women 

substance abusers than toward men wh<) abuse alcohol and"drugs" (p. 513). In 1957, 

Lisansky comtnented on the assumption that for women, alcohol and .promiscuity w~re 
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closely related, an attitude that has seemingly prevailed, and is reflected across gender, 

·culture and socioeconomic stratas. Blume et al., (1992) noted: "Social and cultural 

norms have placed a far greater stigma on female alcoholics and addicts, who are still 

often considered to be sexually promiscuous "fallen women" (p. 141). As Room (1996) 

pointed out, women have typically been expected to guard themselves from sexual 

expression, while men are expected to seek it. Such societal role expectations have 

consequently contributed to the perceptio~ of the intoxicated woman as one who is a 

target for sexual aggression (Alexander, 1996; Blume, 1994) 

Such perceptions however, are flawed, and have not been supported by 

physiological studies. 'Such studies have found that alcohol produces a dose-related 

depressant effect on female sexual arousal and orgasm, and thus decreases arousal 

(Blume, 1994). Gomberg (1993) further noted that when women with alcohol problems 

are studied in terms of their sexual behavior, many report problems with frigidity, sexual 

dysfunction, and decreased interest in sexual activity. This notion is supported by other 

study findings in which the women indicated that they used alcohol as a means of 

adjusting to their partner's sexual demand~ and/or enabling them to facilitate sexual 

interaction with others (Hall, 1996a, 1996b; Lammers et al., 1995b). 

The existence· of stigma increases the chances that an alcohol dependent woman 

will further isolate herself, rather .than seek help and openly acknowledge her alcohol 

use. (Smith, 1992). Stigmatization thus, encourages denial by the woman, her family and 

even caregivers who " ... seldom consjder the diagnosis of alcoholism in a well-dressed, 

well-spoken, professional woman until late-stage sigtis have unmistakably appeared" 

(Blume, 1994, p. 10). ·Blume (1994) further posited that the recent tendency to us·e the 

criminal justice system to prosecute women who use alcohol and/or illicit drugs during 

pregnancy is another manifestation of social stigma. In these situations, minority women 

and women of low socioeconomic status have typically been arrested for a variety of 

charges such as prenatal child abuse, manslaughter, child endangerment, and delivery of 
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drugs to a minor via the umbilical cord. Consequently, arrest and incarceration have 

replaced efforts to provide adequate prevention and treatment. Clearly, additional 

research is needed in this area as a means of dispelling erroneous beliefs, and decreasing 

societal stigmas. 

Progression of Alcohol Dependence 

Alcohol dependence is thought to progress faster in women via a process referred 

to as telescoping. Piazza et al., (1989) have noted that telescoping refers to the nllinber 

of years between certain identified landmark experiences in the progression of alcohol 

· depende~ce. Landmarks measured have· included: (a) the age of onset of drinking~ (b) the 

age of first intoxication; (c) the age at which the individual recognizes a problem; and (d) 

the age the individual seeks first treatment for the problem. The process of telescoping 

in women has received some empirical support. Piazza et al., (1989) collected data on 

105 male and 33 females with alcohol dependence over a four month period. The 

questionnaire administered was designed to coll~ct data specific to the individual's 

drinking history, and particularly the ages in which each individual first drank alcohol, 

drank to intoxication, · recognized they had a problem, and initially sought help. 

Data were analyzed using a series of 1 tests to determine statistical differences 

between the mean ages of onset for landmark symptoms, mean interval lengths, and 

mean numbers of symptoms for males and females. For the first two landmark symptoms, 

fmdings were statistically significant. The mean age of first drink for the women ( 17. 49) 

was 2 years later than the mean age of first drink for the men (15.69). The mean age of 

intoxication was likeWise later for the women (20.33) compared to the men (17.36). 

There were no significant differences noted between the ages men and women first 

report drinking problems or first entered treatment. When intervals in the progression of 

alcohol dependence were measured, a statistically significant difference was found for 

the time interval between the first problem and the first treatment, with the mean interval 

length for women 4.33 years shorter than the mean interval length for the men. In 

\ ~ 
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addition, women were noted to accumulate the same number of symptoms as the men, , 

but for the women, this accumulation occurred in four fewer years ( 10.70 symptoms in 

10.36 years) for women as compared to (11.01 symptoms in 14.71 years) for the men. 

Results thus indicated that while the average female starts drinking and drinking 

abusively at a later age than the average male, the development of symptoms occurs at a 

faster pace for these women who report the same symptoms as the men, but in a 

significantly shorter time interval. 

Subsequent research fmdings have provided additional support for telescoping in 

women. Schuckit, Anthenelli, Bucholz, Hesselbrock, & Tipp (1995) compared the first 

occurrence of 44 alcohol-related life experiences for alcohol dependent males (317) and 

females ( 161 ), and nonalcohol dependent males ( 183) and females (261) in their 

20's-40's. The alcohol dependent men and women reported a similar sequence of alcohol 

related problems. Problems occurred at an earlier age for the men (17.5 +/- 4.83 years) 

compared to the women (18.5 +/-5.30 years). However of those who did enter treatment 

for their alcohol use, women were noted to initiate treatment at an earlier age than the 

men. 

While results support a later onset and faster progression of alcohol dependence 

in women, one must question the generalizability of these findings given the more recent 

shift in demographics to increased alcohol use among younger women. As Gomberg and 

Nirenberg (1991) noted, patterns of telescoping may be different when younger females 

are compared with males. There is a need for additional studies that examine telescoping 

using larger, more representative samples of men and women. 

Antecedents to Alcohol Dependence 

The etiology of alcohol dependence has been the focus of extensive research and 

debate. Of issue have been questions regarding the nature of causation. Do certain 

individuals have a genetic vulnerability to alcohol dependence, or do environmental 

factors increase one's risk for developing a dependence? .Historically, researchers in the 
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were blindly interviewed and a diagnosis of alcohol abuse and/or alcohol dependence 

was made based on criteria from the third edition of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM III). The average age of the twin pairs was mid to late 

thirties. Zygosity was determined via serological assessment and a physical status 

questionnaire. 

Findings indicated a significant zygosity effect in both male (MZ 59%, DZ 36%) 

and female (MZ 25%, DZ 5%) samples when the diagnosis was made based on DSM III 

criteria for alcohol dependence. In contrast, when the diagnosis was based on criteria for 

alcohol abuse, significant differences were found in the zygosity of the male (MZ 74%, 

DZ 58%) but not the female (MZ 27%, DZ 27%) twin pairs. Pickens et al., (1991), noted 

that their findings supported those made by Goodwin et al., (1973) in which genetic and 

environmental determinants of chronic alcohol dependence may differ from those of . 

alcohol abuse. 

While the Pickens et al., (1991) study was limited by a sample selected from 

individuals seeking treatment for alcohol and/or drug problems, a subsequent twin study 

of a larger sample of community subjects was the first study of twins to support the 

hypothesis of parent-daughter transmission of genetic vulnerability to alcohol 

dependence (Kendler,·Heath, Neale, Kessler, & Eaves, 1992). In this study, 1,030 female 

twin pairs selected from a twin registry, and 1,632 of their parents were interviewed as a 

means of determining a familial resemblance for alcohol dependence, and the mode of 

transmission for the vulnerability to alcohol dependence from parent to daughter. A total 

of 590 MZ and 440 DZ twin pairs were interviewed, along with 853 mothers and 615 

fathers. 

The authors examined a narrow definition of alcohol dependence, and used a . 
threshold approach as· a means of classifying individuals as unaffected, or suffering from 

one of three levels of alcohol related problems. These problems ranged from broad 

problem drinking to alcohol dependence including physical dependence and tolerance. 



aggressive, antisocial, behavioral pattern. This pattern, manifested in early .preschool 

years as noncompliance, evolves over time into a pattern of behavior characterized by 

early peer rejection, poor academic performance, and continuing expression of 

delinquent acts such as alcohol and drug abuse, and association with deviant peers 

(p. 127). 

Studies linking co-morbidity and alcohol dependence provide support for these 

contentions. Parental problem drinking may contribute to increased inconsistency and 

unpredictability of behavior, and decreased nurturing and emotional availability 

(Windle, 1996). Further, strong associations exist between child conduct disorder, 

adolescent delinquency, adult antisocial behavior, and alcohol abuse, with an estimated 

20% of all alcohol dependent individuals meeting the diagnostic criteria for antisocial 

personality disorder (Jacob & Johnson, 1997). 
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"Antisocial alcoholism," a term coined in 1987 by Zucker, is regarded as a 

subtype of alcohol dependence (Jacob & Johnson, 1997; Zucker, 1994). Similar to 

Type Two alcohol dependence described by Cloninger, (1987) and Cloninger et al., 

(1981), antisocial alcoholism is characterized by the early onset of alcohol related 

symptoms, a significant family history of alcohol dependence, greater severity of 

symptoms, and greater heritability (Zucker, 1994). Antisocial alcoholism is thought to be 

preceded by childhood conduct problems or "childhood antisociality" (p. 271). 

Depression and anxiety are thought to precede another subtype of alcohol 

dependence referred to as negative affect alcoholism (Zucker, 1994). Negative affect 

alcoholism is thought to occur more frequently in women. This subtype, characteriZed by 

later onset, less severity of symptoms, and more internalizing symptomatology is similar 

to the Type One alcoholism described by Cloninger, (1987) and Cloninger et al., (1981). 

Jacob and Johnson ( 1997) have suggested that depressed parents may model maladaptive 

coping and cognitive styles that de-emphasize problem solving, thus leading to 

depression and anxiety in offspring that precedes alcohol abuse. Zucker (1994) 
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victimization among substance abusing women is associated with more medical 

problems or more visits to emergency rooms. Of these women, 982 ( 42%) provided a 

history of victimization via physical and/or sexual abuse. Further, victimization was 

highest a1nong women who identified alcohol ( 48% ), and crack cocaine ( 43%) as their 

preferred substances. While this study was limited by a sample characterized by urban 

dwelling women of low socioeconomic status, findings supported a positive relationship 

between childhood and adult victimization and substance abuse. 

Hall (1996a) (1996b) noted that for lesbians with alcohol dependence, a history 

of sexual abuse may complicate recovery. In a qualitative, narrative study of 35 lesbians 

in recovery from alcohol problems, 46% disclosed a history of childhood sexual abuse 

and linked this abuse with their addiction and recovery experiences (Hall, 1996b ). 

Further, this subgroup of women reported more problems with multiple addictions, 

self-harm, suicidality, isolation, sexual problems, difficulties with intimacy, depression, 

self-loathing, physical illness, relational instability, and employment problems thus 

necessitating more comprehensive clinical treatment. 

Women frequently attribute their alcoholism to stressful or traumatic events 

(DelBoca, 1993). In one study, 24 of26 alcoholic women described exposure to 

traumatic events such as divorce, and other losses prior to their excessive drinking 

(Wilsnack, 1973 ). Interestingly, Gomberg ( 1993) noted that life events prior to the 

development of alcohol dependence differed little for the alcohol dependent women in 

the Michigan Study, in comparison to the nonalcohol dependent controls. The alcohol 

dependent women however, were noted to employ less effective coping mechanisms. 

Further, for the women in the sample, the best predictor of early onset of alcohol 

dependence was not depression, anxiety, or exposure to trauma, but rather, early age of 

frrst intoxication, early use of other drugs besides alcohol, childhood temper tantrums, 

and perceived unhappiness during childhood. 

.. { 
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Finding~ from studies using a variety of designs and populations of women . 

support the contentidn that childhood victimization is related to later use of alcohol 

and/or drugs. One hypothesis is that for women, experiences of childhood victimization 

result in feelings of low self-esteem that predispose them to substance use as a means of 

coping with negative feelings (Miller & Downs, 1993 ). Such connections have yet to be 

developed into a single framework ~ue to a number of other factors such as the overlap · 

noted between childhood sexual abuse and parental alcohol dependence (Y ama, F ogas, 

Teegarden, & Hastings, 1993). T~s leads to questions regarding which factor(s) 

precipitated the alcohol abuse: . genetic transmission frqm parent to child, victimization 
) ' ' 

by the parent, or both? As Wilsnack(1996) noted, there is a· need for longitudinal studies 

to evaluate the effects of relationship violence on women's subsequent drinking 

behaviors. 

Issues related to s~xuality. Ambiguities related to masculinity and femininity 
.·' . . . 

have also been thought to be closely related to drinkfug problems in wotnen. The 

common assumption ·being that women who drank alcohol, a traditionally male activity, 

did so as a way of asserting their masculinity, or assuming a masculine role, and thus, had 

a disturbed sex-role identity. This may have been encouraged in part, by the "Power 

Theory.ofDrinking", a psychodynamic perspective forwarded by McClelland, Davis, 

Kalin andf'Wamer (1972). The Power Theory of Drinking resulted from a series of 

studies of male drinking patterns that were conducted over a 10 year period. According to 

this theory, drinking is regarded as a psychologically motivated means of gaining · 
.. 

personal power. Men who drink excessively are thought to do so in response to socially 

and culturally determined expectations regarding machi·smo, or male strength. Drinking 

is thus, a means of gaining a sense of strength in response to environmental and cultural 

conditions. 

Findings regarding the relationship of psychological masculinity and femininity to 

alcohol abuse in wonien however, have been contradictory (Sorell, Silvia, & 
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Busch-Rossnagel, 1993). Wilsnack (1973) compared 28 alcohol dependent women with 

28 matched controls on a variety ofmasculinity:..femininity measures of(a) conscious 

femininity; (b) sex-role style; and (c) unconscious femininity-masculinity .. On the 

measures of conscious femininity, no significant difference was noted betwee~ the two 

groups, and the alcohol dependent women were noted to give equally or even more 

feminine responses than the controls. On measures of sex-role style and unconscious 

femininity-masculinity however, the alcohol dependent women gave significantly more 

masculine or assertive responses than the controls. 

Based on these findings Wilsnack (1973) posited that the term "incomplete 

feminine identification" was more appropriate than the term i'masculine identification" in 

describing the alcohol dependent female's pattern of sex role ·identity. The assumption 

being that women with certain masculine personality characteristics experienced 

insecurity about their own femininity, and drank in an attempt to feel more feminine. 

Thus, Wilsnack ( 1973) hypothesized that women drank not to express or enhance their 

masculinity, but rather: " ... to reduce their 'masculine' qualities and to feel more like 

women" (p. 260). 

Sorell et al., (1993) noted that a limitation ofWilsnack's (1973) study was that 

the subjects were not classified· in a way that distinguished sex-typed women,. or women 

who exhibit high levels of feminine traits such as gentleness, compassion and kindness, 

from either androgenous or undifferentiated women. As noted by Sorell et al., ( 1993), 

androgenous women would be women who scored high on both masculinity and 

femininity levels, while undifferentiated women would score low on both masculinity 

and femininity levels~ 

In a study comparing 60 alcohol dependent women and 60 nonalcohol 

dependent women, Sorell et al., (1993) noted that the alcohol dependent women scored 

significantly lower than the controls on masculinity measures, thus casting further doubt 

on the hypothesis that women drank to be more masculine, and fulfill needs for power; 



73 

In addition, the alcohol dependent" women were significantly more likely to classify 

themselves as undifferentiated, while n~nalcohol dependent women ~ere significantly 

more likely to perceived themselves as androgenous. Overall findings indicated that 

alcohol dependent women were more likely to have weaker self-definitions in terms of 

socially desirable personal characteristics associated with sex-related roles, and provided 

partial support for Wilsnack's (1973) argument that women drink to ~eighten their sense 

of femininity. Sorell ·et al., (1993) further noted that while study fmdings provided a 

more integrated picture of the differences between alcohol dependent and nonalcohol 

dependent women, there exists a need for prospective longitudinal studies designed to 

establish the direction of effect among factors associated with women's drinking 

problems. 

Beckman (1994) and Hall (1996b) have noted that for some women, the use of 

alcohol is a means of coping with. sexual problems such as lack of desire, sexual 

inhibition, and numbing feelings related to past or present sexual abuse and trauma. The 

alcohol dependent woman's sexuality is often affected by many experiences including the 

stigma of being an alcohol dependent woman, dysfunctional family relationships, and 

destructive childhood sexual encounters that set the tone for later problems with intimacy 

(Teets, 1994). Subsequently, the use of alcohol may serve in part to cope with sexual 

problems such as lack of desire, sexual inhibition, and as a means of numbing feelings 

related to past sexual abuse (Beckman, 1994; Hall,1996b). Consequently, the use of 

alcohol, which decreases sexual arousal, often worsens already existing sexual proble1ns', 

resulting in further sexual dysfunction, a~ evidenced by the high rates of alcohol 

dependent women. who consistently report elevated rates of problems with sexual : 

functioning (Wilsnack, 1996). As Teets (1994) stated: " .. .it is apparent that sexuality 

plays a significant role in a woman's addiction, perhaps as a contributor, p_erhaps as a 

consequence, or perhaps as both" (p. 276). 
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Social factors. Social factors such as marital status and sexual preference have 

also been thought to be an antecedents to drinking in women. As Wilsnack ( 1996) 

pointed out, one of the most consistent predictors of a woman's drinking behavior is the 

drinking behavior of her husband or partner. Hall (1994b) noted that for lesbians, bars 

have historically been: " ... pivotal to the emergence of emancipatory politics in the 

lesbian subculture" · (p. 557). Consequently, alcohol problems are thought to be more 

prevalent among lesbians than heterosexual wqmen. Blume et al (1992) noted that 

women who are separated, divorced or single are more likely to drink heavily and· 

experience alcohol-related problems than married or. widowed women. Further, women 

are much more likely than men to have a spouse or lover who abuses alcohol (DelBoca, 

1993; Gomberg, 1993; Oppenheimer, 1991; Yaffe et al., 1995). Wilsnack et al., (1984) 

~ound that the women's drinking behaviors were strongly influenced by the drinking 

patterns of their spouses and friends, and thus, women were highly subject to peer'' 

pressure by ~nking companions. Men however are typically not influenced by the 

drinking behaviqrs of their female partners (Wilsnack, 1996). 

Some attempts have been made to understand the role of a male partner in a 

" woman's initiation and continuation of drug use. In one qualitative study, 35 drug using 

pregnant women were interviewed (Amaro & Hardy-Fanta, 1995). The sample w:as 

comprised primarily of African-American and Puer:to Rican women ages 19-40. All of 

the women were participating in a community-based~ prevention program. Findings 

from this study confirmed previous suggestions that men play a significant role in the 

initiation of a womap.'s use of hard drugs such as heroin and cocaine. In addition, the 

women spoke of their reliance on their male partner throughout the relationship for 

drugs. The woman in· this sample attributed peer pressure to their early use of alcohol and 

drugs Based on these fmdings, authors suggested that drug use prevention programs be 

gender specific for women. 



75 

Consequences of Alcohol Use in Women 

A number of studies have addressed the consequences of alcohol abuse and 

dependence in women. The majority of these studies are quantitative, and have focused 

on specific physiological and/or psychological consequences of alcohol abuse. An . 

overview of sel~cted research pertaining to consequences of alcohol abuse in women is 

presented in this section. 

Physiological Consequences of Alcohol Use in Women 

In a recent study of 490,000 adults over the age of 30, an unexpected finding was 

that the consumption of one ~o two ~inks per day appeared to l~wer the overalln1ortality 

rate of the primarily middle-aged and elderly sample (Thun, Peto, Lopez, Monaco, 

Henley, Heath, & Doll, 1997). Other studies have noted that for some individuals, 

moderate alcohol use may decrease the risk of certain cardiovascular problems such as 

coronary artery disease and myocardial infarction (Hennekins, 1996~ Lands, 1996). 

While there are indications that moderate alcoh~l use may provi~e some health benefits, 

depending on such factors as one's age, physical status, and interpretation of what 

constitutes "moderate" alcohol consumption, more research is necessary, and fmdings 

must be interpreted With caution. 

In contrast, heavy alcohol use is known to have deleterious effects on every organ 

and tissue in the body (Harforq, 1992). Heavy alcohol use is a major risk factor for 

chronic conditions srich as cirrhosis (Smart & Marui, 1992); cardiomyopathy (Arria & 

Van Thiel, 1992)~ certain cancers such as breast, large bowel, and mouth cancers 

(Longnecker, 1992); certain types of stroke (Hillbom & Juvela, 1996); and neurological 

disorders and cognitive impairment (Arria & Van Thiel, 1992). Heavy alcohol use is 

also associated with acute traumatic it1iuries and deaths from motor vehicle crashes, 

drownings, falls, suicides, homicides, and physical abuse (Proctor & Fabian, ·1996). 

Increased reproductive problems. In addition to the overall physical consequences 

of excessive alcohol use, women who abuse alcohol have been noted to be susceptibl'e 
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to other disorders. Clinical studies have indicated that women who drink heavily are at 

risk for a variety of physical consequences as a result of excessive alcohol ingestion, 

particularly disorder·s related to the reproductive cycle including amenorrhea, 

anovulation, luteul phase dysfunction, early menopause (Mello, Mendelson, & Teoh, 

1989), and in postmenopausal wotnen, increased levels of the hormone estrogen· (Tivis 

& Gavalier, 1994). Alcohol also increases the risk for spontaneous abortion in pregnant 

women. A prospective study of32,019 women attending a prenatal clinic noted a 

relationship between moderate alcohol intake and second trimester, sp~ntaneous abortion 

(Mello, et al., 1989). ' 

Women with pelvic pain and fertility problems have been noted to be at risk for 

alcohol abuse. In a survey study ~f 75 women with infertility or problems with ·pelvic 

pain, 31 o/o of the women were noted to have probable alcohol dependence and/or drug 
. . 

dependency; and 17% reported that their use of drugs and/or alcohol had increased since 

the onset of their reproductive problems (Busch, McBride, & Benaventure, 1986). 

While this study was limited by its sma11 sample size, low return rate, and the fact that 

the sample was self-selected, such initial findings provide the rationale for the need for 

further studies in this area. 

Increased blood alcohol concentrations. In cbmparison to men, women have been 

found to have higher blood alcohol concentrations with equivalent alcohol intake. In a 

widely cited study, Jones and Jones (1976) examined the effects of alcohol titered by 

body weight, on 20 college-aged females, and compared the group's cognitive 

performance to a group of ten college-aged males. Bo_th groups were tested over at least 

a two week period of time, and the females were tested at various times in their 

menstrual cycles. Findings from this study indicated that the females had obtained 

significantly higher blood alcohol levels than the males with equivalent doses of alcohol, 

and demonstrated more cognitive impairment than the males, particularly in tasks 

requiring delay of response. In addition, (emales tested during the premenstrual phase 



were noted to reach significantly higher peak ~lood ~lcohollev~ls, and demonstrated 

significantly faster absorption rates than the other females. Findings thus indicated that 

hormones play a role in blood alcohol concentration. 

In another study, women were found to have higher concentrations of blood 
;J • 

alcohol than men who had consumed the same amount of alcohol, even when . 
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adjustments were made for differences in weight (Frezza et al., 1990). Results indicated 

that women have less gastric first-pass metabolism of alcohol, resulting in less gastric 

dehydrogenase activity in the women. Consequently, the women metabolized only 25% 

of the alcohol metabolized by the men, thus resulting in increased absorption and 

circulation of alcohol, and increased susceptibility to ·alcohol related liver disease.: 

Further, it was noted that prolonged alcohol abuse would result in a continued decrease 

in gastric dehydrogenase activity for women. 

Increased breast cancer. There is some empirical support for a linkage between 

alcohol _ingestion and the development of breast cancer in women (Longnecker, 1992). A 

1980 study of 89,538female nurses with no previous history of cancer, noted that for this 

sample, breast cancer was 50% more likely to develop in women who consumed 

moderate amounts of alcohol than those who drank little or no alcohol (Willet, Stampfer, 

Colditz, RosJ!er, Hennekens, & Speizer, 1987). An Epidemiological Follow-up study of 

~he First National Health and Nutrition Survey, noted that even small amounts _of alcohol 

ingestion increased the risk of breast cancer (Schatzkin, Jones, Hoover, Taylor, Brinton, 

Ziegler, Harvey, Carter, Licitra, Dufour, & Larson, 1987). In this study, 7,188 women 

between the ages of25-74 years of age were followed for a period oft~n years Findings 

indicated that for these women, consumption of even three drinks of alcohol per week 

resulted in a 40-50% risk of breast cancer, particularly in younger women. In a more 

recent study of 490,000 men and women, mortality from breast cancer was 30% higher in 

women who had consumed at least one alcohol drink per day (Thun et al., 1997). While 

findings from studies support a relationship between alcohol consumption and breast 
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cancer, conclusions regarding. causality must be forwarded cautiously. As Longnecker 

{1992) noted, study ~esigns and populations sampled have been variable. Further, there 

is the possibility that poor diet or ~ther factors occurring in association with alcohol 

might be more responsible for the alcohol-breast cancer association. 

Fetal anomalies. The risks posed to the fetus from alcohol ingestion during 

pregnancy have received much ·attention and provided much of the initial impetus to 

include women in study samples in substance abuse research~ . It is well known that 

alcohol and other drugs cross the placeJ?.ta and can result in adverse effects on the fetus 

such as fetal alcohol syndrome. Fetal Alcohol Syndrome (FAS) is described as a birth 

defect consisting of growth deficiencies, dysmorphic characteristics, and central nervous 

system problems (Bays, 1990; Streissguth, Sampson, & Barr, 1989). Children who meet 

the clinical definition of F AS are ~mall for their age, exhibit characteristic facial 

anomalies, and demonstrate defecits in central nervous system development (Larkby & 

Day, 1997). Alcohol· effects in children who have been exposed in-utero but do not have 

FAS are similar, although of smaller magnitude, and·defecits are not necessarily present 

in all three systems. In-utero exposure to alcohol is thought to be a major cause of mental 

retardation, and increases the risk for heart, kidney, ear, and skeletal problems. In 

addition, in-utero exposure to alcohol has been found to result in long term problems that 

persist into adolescence and adulthood, including hyperactivity,. impulsivity, antisocial 

behavior, anxiety, social withdrawal and learning disabilities (Bays, 1990; Connor & 

Streissguth, 1996; Streissguth, et al., 1989). 

Cognitive problems. Alcohol dependent women are also thought to suffer greater 

cognitive damage than their male counterparts, though it was not until the 1980's that 

women were included in studies evaluating the effects of alcohol on cogWtion (Nixon, 

1994). Acker (1986) compared a sample of alcohol dependent men and women with a 

matched set of nonalcohol dependent controls on pt:oblem solving abilities. Compared to 

the control group, the alcohol dependent subjects perfonned poorly on the paper and· 
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pencil and computer tests. Further, while no significant differences in performance were 

noted between the·alcohol dependent men and women, the women reported fewer years 

of drinking. In a review of literature, Nixon ( 1994) noted that though most women report 

shorter, or less severe drinking patterns than men, the cognitive in;lpairments suffered are 

equivalent to those found in men. While additional research is needed, such findings 

support the possibility that women are more sensitive to alcohol induced cognitive 

impairment. 

Psychosocial Consequences of Alcohol Use in Women 

In addition to physiological consequences, substance dependent women 

experience psychosocial ~onsequences from alcohol use such as depression, low 

self-esteem, suicidality, shame, guilt and feelings of hopelessness. They also experience 

more ancillary problems, and are at increased risk for violent victimization. 

·Depression; shame and guilt. Some research-measuring depression, shame and 

guilt has been conducted using samples comprised of individuals already in treatment. 

O'Connor, Berry, lnaba, Weiss, & Morrison (1994) measured levels of depression and 

shame in a sample of 88 chemically dependent men and 42 chemically dependent 

women involved in twelve-step recovery groups and compared them to nonchemically 

dependent controls. Compared to the control group, the chemically dependent subjects 

scored significantly higher on proneness to shame and extemalization and significantly 

lower on guilt. Chemically dependent women were significantly more likely to 

experience guilt. In contrast, the chemically dependent men were significantly more 

likely to experience detachment. 

In another study, 75 men and 33 women ages 19-64, in residential treatment for 

chemical dependency, were measured on levels of depression, guilt, and shame and 

comp.ared with a control group of individuals with no known chemical dependency 

(Meehan, O'Connor, Berry, Weiss, Moqison, & Acampora, 1996). Compared to the 

control group, the chemically dependent men and women were noted to suffer higher 
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levels of shame, depression, survivors guilt and self-hate guilt. No differences between 

the genders were noted on measures of shame. However, the women were significantly 

more likely to express current suicidal ideation (33% versus 15%), and more likely to be· 

depressed on entry to treatment. While both of these studies had somewhat differing 

fmdings on measures of shame, and are limited by small. sample sizes, findings did 

emphasize two points that have implications for treatment: (a) the need to use different, 

less confrontational approaches in treatment programs, particularly for chemically 

dependent women who enter treatment already feeling shamed and guilty about their 

substance use; and (b) the need for future research that ~xamines psychological factors 

in chemically dependent samples. 

Violent victimization and relationship issues. ~ompared to men, women seeking 

treatment for alcohol or dtug dependence have been noted to have more ancillary issues 

than men such as fmancial, legal, occupational and family related problems (Del Boca, 

1993 ). Often, these women come from backgrounds marked with violence and turmoil. 

Consequently, they frequently get involved in chaotic, and even violent relationships-as 

adults. 

Bergman, Larrson, Brismar, and Klang (1989) noted that alcohol ~ependent 

women are at greater risk for physical abuse. When women are intoxicated they are more 

vulnerable to being physically abused. In addition, women with alcohol problems often 

cohabitate with and/or marry men with alcohol problems, and/or move from one violent 

relationship to another. In a Swedish study comparing women who had been physically 

abused, women with alcohol problems, and a control group of women, Bergman, et al. 

(1989) noted that there were marked similarities between the abused women and the 

alcohol dependent women. Compared to the control group, the abused women and the 

alcohol dependent women scored higher for-depression, had been subjected to repeated 

beatings, came from ·chaotic ·~nd often violent homes, and tended to have a spouse or 

partner who had an alcohol problem. 
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While study findings support a causal relationship between alcohol abuse and 

partner violence, the nature of causality has yet to be clarified. Does violent victimization 

serve as an antecedent to alcohol abuse in women, or is it a consequence ofthat abuse? 

Does it serve as both? As Leonard (1992) pointed out, few methodologically sound 

studies have specifically focused on the role of alcolio~ in marital or partner aggression. 

In addition, there is a need for more longitudinal studies that evaluate the effects of 

relationship violence on women's risks for drinking (Wilsnack, 1996). 

Family and marital consequences are common for women with -alcohol problems. 

The tolerance of a male spouse for his alcohol dependent wife is an area that has received 

little attention. What is known however, is that these: marriages often do not endure. An 

estimated nine out of ten marriages ,in which the woman is the alcohol abuser end in 

divorce (Morgan & Kinney, 1996). The impact of marital status has been found to 

significantly differ for alcoholic men and women. While alcohol dependent men who are 

married have lower relapse rates, the opposite is true for married alcohol dependent 

women (Schneider, et al., 1995). This difference may be explained by the more 

supportive role assumed by the woman in the marital relationship, and the tendency of 

alcohol dependent women to choose partners who also abuse alcohol. 

As de~ailed in previous sections, offspring of parents who abuse alcohol also 

suffer great consequences. Chemically dependent families have attributes that are 

common to abused families, in which the children are subject to neglect, violence, poor 

parenting, and limited resources (Bays, 1990). In addition, children can indirectly serve 

as a barrier to treatment. Alcohol and/or drug dependent women are often reluctant to 

seek treatment for their substance use for fear of losing custody of their children and/or 

being subject to criminal charges and incarceration. 

Treatment Issues for Women 

Access to health care implies that services are affordable, geographically · 

available, and socially and culturally appropriate in meeting the needs of diverse 
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populations (Stevens, 1993 ). Barriers are those factors which impede entry into or 

continuation of substance abuse treatment (Smith, 1992). In the United States, 

marginalized populations such as women, people of color, individuals with low incomes 

and lesbians have not been afforded the same access to health car~ as that er:Yoyed by 

European-Americans·, and have thus, faced a number of barriers in accessing care 

(Stevens, 1993).1n a teminist, narrative study of health care access for 45low-income 

lesbians, Stevens ( 1993) critiqued three levels of health care delivery in this country 

including standard insurance, HMO's and public insurance. Findings indicated that the 

women in this study experienced profound difficulties in accessing care on all three 

levels of health care delivery, and emphasized the need for nursing.to take a proactive 

stance to: " ... organize its numbers, expertise, and power to change the dreadful 

conditions our clients face in accessing care" (p. 54). 

Barriers to Treatment 

Women who have alcohol problems are marginalized by virtue of both their 

gender and the societal stigmas associated with women who drink too much. 

Consequently, women are more reluctant than men to acknowledge that they have a 

problem with alcohol or drugs (Schliebner, 1994). In addition, alcohol dependent 

women are not a homogenous group; rather, they come from a variety of cultural and 

· socioeconomic backgrounds, and diverse sexual orientations. Quinby and Graham 

(1993) noted that within the substance abuse field, there has been an implicit assumption 

that women are poor candidates for treatment, and are at higher risk for "treatment 

failure". While there" is no empirical evidence to support this assumption, there is. a 

growing awareness tliat women with substance abuse problems do face particular 

barriers to treatment that may impede their ability to access the help they need. In 

addition, when women are able to access help, they often face treattnent in programs 

oriented to male substance abusers, that may or inay not address t.heir own issues and 

needs (Hagan et al., 1994; Schliebner, 1994). · 
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Beckman ( 1994) noted that women face both internal and external barriers to 

substance abuse treatment. Internal barriers include the woman's own denial of having a 

drinking probletn, fear of societal stigmatization (El-Guebly, 1995), concern regarding 

leaving or losing her children (El-Guebly, 1995; Schliebner, 1994), and guilt and shame 

regarding her drinking (Schliebner, 1994 ). External barriers are both interpersonal and 

structural in nature (Beckman, 1994). Interpersonal barriers include lack of support 

from family and friends, or even outright opposition from the woman's family regarding 

the treatment sought. 1 Structurai barriers include inadequate training of personnel, lack of 

.treatment programs sensitive to women, inadequate insurance, lack of child care, and the 

overall reluctance of healthcare providers to refer women to substance abuse treatment 

programs (Beckman, 1994; Kline, 1996). 

Women of color who are also chemically dependent are even further marginalized 

by gender,and the overall barriers to health care access faced by minority groups. 

Jackson, Stephens, & Smith (1997) pointed out that for African-American women, major 

barriers to substance abuse treatment include: (a) language; (b) lack of resources such as 

travel or childcare expenses; (c) noncompliance· due to a treatment environment that 

does not allow opportunity for growth by addressing 'issues that are of interest to 

African-American clients; and (d) distrust of the treatment/intervention process. 

Jackson et al., ( 1997) noted the need for an Afrocentic approach to treatment for 
. . 

African-American clients. Key elements of the Afrocentric perspective include: (a) a 

strong sense of spirituality; (b) profound respect for tradition; (c) harmony with nature; 

(d) centrality of the community; (e) life as a series of passages; (f) the importance of 

elders; and (g) the creation of self-identity and dignity. Iwo San, a residential treatment 

program in Ohio, is an example of a program for women that approaches treatment from 

an Afrocentric perspective. 

n 



Issues Related to Treatlnent Retention 

For those women who do access treatment, some efforts have been made to 

examine gender differences between men and women, and to assess attrition rates and 

satisfaction with particular treatment programs. In a longitudinal study, Saunders et al., 

(1993) assessed 44 women and 50 men attending an alcohol treatment facility, on a 
. . . 
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yariety of demographic, social and psychological measures to deterinine ·whether women 

and men relapsed for different reasons. Participants were interviewed while in treatlnent, 

3 months after their ~nitial interview, and then as needed by arranged follow-up. 

Predictors of a return to heavy drinking were· found to be gender related, in that the time 

taken to return to he~vy driitking was significantly different for fe1nale and male subjects 

(chi-square= 7.2, df= 1, p<0.01) (Saunders, ·et al., 1993). The median number of days it 

took the women to· return to heavy drinking was 38, compared with a median of 27 ·for 

the men. Based on these fmdings, the authors proposed the need for individualized 

relapse prevention treatment for women (Saunders, et al., 1993). 

Using a combination prospective- retrospective design, Copeland and Hall 

· (1992) compared 160 women who left treatment within five days of admissjon with 160 

women who stayed in treatment more than five days ·as a means of determining whether 

or not the women in the two groups differed on socio-demographic characteristics and 

sexual orientation. The women were divided into two groups. Half of each group i 

attended a specialist women's treatment service, and the other half attended one of two 

traditional, mixed-sex treatment programs. In this study, unemployment was noted to be 

the strongest predictor of treatment drop-out for women. Other predictors of drop..:out 

included being married, being less than 25 years old,: use of heroin, and a childhood 

history of sexual abuse. Women who were employed, had a history of sexual assault in 

adulthood, were single, used primarily alcohol, and had demonstrated sympathy with the 

program's treatment philosophy were less likely to drop out. In addition, for lesbian 

women, women with:a history of sexual assault during their childhood, and womeri with 



dependent children, attendance at the specialized women's program reduced the 

incidence of treatment drop-out, thus ill~ating the importance of such services for 

women. 
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Scully et al., (1997) noted similar fmdings in their study of factors associated 

with treatment retention of drug dependent pregnant and parenting women. This sample 

of 153 women participating in an outpatient substance abuse treatment program for 

pregnant and postpartum women was more culturally diverse _and comprised of 50 

Puerto Rican women, 77 African-American women, ;and 26 European-American women. 

Retention was defined as the number of women who remained in the program for one 

day (n=98), versus those who dropped out before one day (n=27), and the number-of 

women who remained in the program for over six months (n=28). Women who remained 

in the program for less than a day were significantly more likely to be single, rated as 

"dependent" by the substance abuse counselor at the intake interview, and have a history 

of opiate use. Of the women who left the program after less than a day, 93% were single. 

Further, European-American women had the lowest rate· of retention. The authors 

attributed this to the fact that the program was designed specifi~ally for women of color. 

Based on these findings, Scully et al., ( 1997) stressed the importance that women be 

screened carefully for.these retention factors during the intake interview. For women 

thought to be at risk for attrition, individualized treatment plans could be developed, or 

special strategies ~mployed to increase their chances of success. In addition, follow-up 

interviews with the women who had left treatment early would increase understanding 

regarding factors that retain women, or pose barriers to women in treatment. 

Some studies have specifically elicited the perspectives of che~~ally dependent 

women. An exploratory study of the present and past treatment experi~nces of 24 women 

in recovery yielded some interesting fmdings {Nelson-Zlupko et al., 1996). In thiS study, 

the women, who were all attending a treatment program at the time of the study, were 

asked to rank a variety of treatment services.-such as: individual counseling, women-only 
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groups, and on-site child care on a scale from very helpful (1) to very unhelpful (5). 
) 

Semi-structured interviews were also used as a means of eliciting the women's views. 

The five themes that emerged from the data indicated the existence of several gaps in 

existing treatment for women. These themes were as follows: (a) the quality of 

individual counseling may be the single most important service in determiriing whether 

or not a woman decides to stay in or leave treatm~nt; (b) sexual-harassment is often 

present in conventional drug treatment programs; (c) childcare is central to the recovery 

of women with children; (d) most coed treatment groups failed to provide a forum for 

open expression of women's needs and experiences; and (e) the effectiveness of 

gender-sensitive services is diminished in treatment settings which fail to support 

women. 

Improving access to treatment for women. Clearly, a three-pronged approach 

must be employed as a means of. improving access to treatment services for chemically 

dependent women that includes:· (a) identifying barriers to treatment; (b) designing 

programs that specifically meet the needs of substance dependent women; and (c) 

increasing the number of studies that include chemically dependent women in the 

samples. Allen ( 1994) ·argued that attempts made to understand the barriers that 

chemically dependent women face in accessing treatinent have employed methodologies 

that do not account for the women's perspectives regarding what the barriers are. The 

Allen Barriers to -Treatment Instrument (ABTI) (Allen, 1994 ), is a means of identifying 

barriers to treatment frotn the perspectives of the women. The ABTI is a 30-item: . 

self-administered interval rating scale that uses a four point Likert-type response format. 

The items were developed from an extensive review of the literature in which three 

dom~s of barriers were identified including: (a) treatment program characteristics; (b) 
. . 

individual characteristics; and (c) socioenvironmenta1 issues. Examples of items on the 

ABTI include: "I have responsibilities at home as a mother, wife, or partner", "The fear 

that ~y admission of this problem could be used by someone to take my children away", 
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and "Possibly having to talk in a group where men are present" (Allen, 1994). The ABTI 

can be used by treatment programs wishing to assess their ability to engage women in 

treatment, or at the local, state, or national levels to establish policies that relate to 

treatment access issues for women. 

One way of engaging and keeping chemically dependent women in treatment is 

by adopting a "woman centered approach" to treatment. In s~arizing the components 

of women centered care, Kearney ( 1997) pointed out that there are issues paramount to 

women that are not typically a part of treatlnent for men including: (a) self-esteem 

issues; (b) stigmatization; (c) high probability of sexual abuse; (d) lack of social support; 

(e) the need for social services; (f) child care issues; (g) women's health care needs; (h) 

support and education for the mothering role; (i) relationship counseling; G) coping 

skills training; and (k) vocational and legal assistance. The inclusion of some or all of 

these components into treatment· would better serve the needs of women, and quite 

possibly men as welL 
. . 

Another impor:tant po~t is the acknowledgment that when women do enter 

treatment, they are often depressed, feeling shamed, guilty, powerless or stigmatized, and 

may have been physically and/or sexually abused. Kearney (1997) forwarded several 

suggestions to protnote a tnore caring and empowering environment for chemically 

dependent women. Ways t~ empower and nurture women include: (a) enhancing · 

women's relationships rather than encouraging isolation, or breaking of ties; (b) allowing 

wo:r;nen to discover and ·deal with personal issues or fears at their own pace rather than 

trying to "break down" their denial via confrontational approaches; and (c) 

strengthening self-esteem and allowing women to develop new relationships with 

therapists and peers, and nurture ongoing relationships with family and significant others 

by encouraging their participation in the program; (d) allowing for safety in a same-sex 

environment when traumatic events, which may have been blocked by the woman's 
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substance use, are brought back into awareness; and (e) allowing the woman to discover 

herself and her personal values, cultural traditions and rituals. , 

While there has been an increase in the number of studies th~t focus on women 
~ . . 

who are alcohol and/or drug dependent, a number of gaps remain. As McCrady & Raytek 

(1993) noted, too few studies include women, or-include them in numbers sufficient to 

allow for separate analysis by gender. In addition,. when new treatments are developed, 

early research uses all male samples with no special 'attempts made to recruit women. 

Women are often excluded from treatment-outcomes studies. Examples of these include: 

(a) research eval~ating components of the therapeutic relationship; (b) evaluation of 

various behavioral therapies such as relapse prevention; (c) the effectiveness of 

pharmacotherapies; and (d) alternative therapies such as acupuncture. 

Qualitative Research Addressing Women and Substance Abuse 

Over the past decade there has been an increase in the number of qualitative 

studies that focus on alcohol and/or drug dependent women, particularly in nursing. 

Many studies have addressed issues related to chemical dependency using samples of 

nurses and pregnant women. Others have illicited the women's perspectives on factors 

that hinder and facilitate abstinence and recovery. A review of qualitative studies, 

particularly studies con~ucted by nurses, is included:in this section. 

Hutchinson (1986) used grounded theory methodology to generate a substantive 

theory to explain the process in which nurses become addicted to drugs and/or alcohol. 

Data collection included interviews with 20 admittedly chemically dependent nurses, and 

representatives of the Board ofNursing Department of Regulations, participant 

observation, and do~wnent analysis. Of the 20 nurses, 18 were female and all were 

currently in treatment for their substance abuse. 

Analysis of the data revealed that the basic social psychological process for the 

nurses was pain. This pain was both physiological arid psychological in nature, and the 

us~ of a substance was a means of oblite~ating the pain. Substance abuse was seen as the 
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initiating factor in a path of self-annihilation that occurred over time, and in three 

sequential stages including: (a) experience, or the initial use of the substance, (b) 

commitment, or the development of psychological and physical dependence from 

repeated use, and (c) compulsion, or the point in which the nurse is fixated and totally 

consumed by the addiction. H!Jtchinson (1986) raised questions regarding whether this 

process might be similar for other individuals iri health related fields. The similarity of 

this process to the process experienced by women in general is likewise, an area worthy 

-of future investigation. In a subsequent follow-up study, Hutchinson (1987) described a 

process of recovery for these nurses that viewed the recovery process as a move from 

self-annihilation to self-integration via the stages of surrendering, accepting and 

committing. 

In another study, Banonis (1989) used the Giorgi modification of the 

phenotnenological method to evolve a structural description of the experience of 

recovery from addiction by analyzing the lived experiences of three female, drug 

dependent nurses in recovery. Each of the women wrote a description of a situation in 

which they were awate of themselves as a recovering person. The written descriptions 

were studied via the processes of intuiting, analyzing, and describing, and analyzed for 

emerging themes. The metaphor of a well was used to describe the recovery process. 

This process was described as a healing experience in which women use dnigs in their 

struggle to achieve comfort, and eventually fall to the darkness at the bottom of the well. 

With nowhere else to fall, the women then chose to struggle out of the well, and back to 

the comfort of light. Banonis (1989) noted the usefulness of the phenomenological 

tnethod as a means of illuminating the meaning of phenomena experienced in the human 

life process. / 

Woodhouse (1992) noted the need to further· understand women who obtain 

treatment for substance abuse by illutninating the realities of their lives, and conducted a 

life history. study of 2:6 women in treatment for substance abuse. The sample was 
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comprised of European-American, African-Atnerican and Latino inpatients at a 

substance abuse treatment center. The majority of the women identified drugs as their 

substance of choice, though two women identified themselves as primarily alcohol 

dependent. Data was collected using focus group sessions, interviews with the women 

and treatment staff, written exercises, chart review, and a "life line" exercise in which 

each woman drew a line to represent her life, and starting with birth at one end, marked 

significant events, memories, roles and relationships as she recalled them. Several 

themes emerged from analysis of the data including Violence and abuse, male dominance 

and dependence, and motherhood and parenting. Other themes centered around loss, 

introduction to drugs by men, the ability to be "functional" while using, and the 

helpfulness or lack of help from existing support systems. Based on these findings, 

Woodhouse ( 1992) stressed the need for healthcare providers to take gender differences 

into account when designing prevention and intervention programs for chemical 

dependence. 

Findings from a study of crack dependent men and women also emphasized the 

need for gender sensitive prevention and treatment strategies. As a means of exploring 

the context in which women's crack abuse occurs, and how it may differ from crack 

abuse by men, Henderson, Boyd, and Mieczkowski ( 1994) used secondary analysis and 

compared the relational contexts of crack abuse in a predominantly African-American 

sample of 77 men ages 18-36 and 23 women ages 24-50 in treatment for crack 

dependence. Data were collected as part of a larger study via face to face, audiotaped 

interviews using a guided questionnaire that covered topics such as drug and alcohol 

purchase and consumption history, self-perception of physical and mental health, family 

relationships, and social support for abstinence. Matiifesto content analysis, which 

involves the quantification of qualitative data via the systematic inclusion or exclusion of 

content based upon specific, predetennined rules was used to analyze the data. 

Relationships with men and relationships with women as they pertained to crack use was 



CHAPTER THREE 

Method 

This chapter will describe the methods used in this study to generate a theory 

about alcohol dependent women. The applicability of a focused ethnography in studying 

this population will be discussed. Sampling strategies and data collection methods will be 

described. The process of concurrent data collect~on and data analysis will be reviewed. 

This chapter will conclude with a section that addresses the adequacy of this study. 

This research was a focused ethnography. Leinin~er { 1985) defined ethnography · 

as: " ... the systematic process of observing, detailing, describing, docun;tenting, and . 

analyzing the lifeways or particular patterns of a culture (or subculture) in order to group 

the lifeways or patterns of the people in their familiar environment" (p.35). An 

ethnography is a means of understanding what knowledge individuals use to interpret, 

experience, and mold their behavior within the context of their culturally constituted 

.environments (Aamodt, 1991). The ethnographer seeks to understand another way of life 

from the ernie perspective, or "msider's'' point of view (Boyle, 1994). 

Leininger (1985) defined a traditional or "maxi-ethnography" as: " ... a large and 

comprehensive study; of general and particular features of a designated culture" (p~ 35). In 

comparison, a "mini~ethnography" (Leininger, 1985; p. 35) or what Morse (1991a) later 

referred to as a" focused ethnography" (p. 17), is topic oriented and usually involves 

small_numbers of people who share a cotmnon characteristic or experience . 

. Ethnography is well suited to studying alcohol dependent women. Spradley 

(1980) defined culture as: " ... the acquired knowledge people use to interpret experience 

and generate behavior" (p. 6). Within a culture are subcultures, or small units of society 

comprised ofindividuals who share distinctive cultural characteristics such as values, 
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beliefs, norms, tastes, practices, and even modes of dress (Germain, 1992). Denzin 

( 1997) alluded to the different cultural worlds of the "drinking" and "non-drinking" 

alcoholic. In his phenomenological analysis of members of Alcoholics Anonymous, 

Denzin (1997) posited that the alcohol dependent individual is a cultural subject who, 
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" ... compresses into a single lifetime the tensions, the· contradictions, and the conflicts that 

flow through the 'social bodies' of a drinking culture (p. xxviii). The non-dri$ng 

alcoholic is one who has left the drinking culture, and has assimilated a new identity in 

· the social world of re·covery. Alcohol dependent individuals interpret meaning and 

behave within the context of their drinking or non-drinking status. Thus, for the person· 

with an alcohol problem; drinking and non-drinking constitute different cultural worlds, 

or subcultures. 

Sample 

The purpose of qualitative inquiry is discovery and in-depth exploration of a 

phenomenon, rather than generalizability of findings: from the sample to the population. · 

Therefore, the rules that guide sample size in a quantitative study Jire not applicable in 

qualitative research. Qualitative studies typically employ sn:tall sample sizes and, as 

' 
Patton (1990) pointed out, sample size depends on, " ... what you want to know, the 

purpose of the inquiry, what's at stake, what will be useful, what will have credibility, 

and what can be done with the available time and resources" (p. 184). 

In this study, convenience sampling, nominated srunpling, secondary selection, 

and purposeful sampling strategies were used to obtain a purposive sample of 14 women 

who met the inclusion criteria. The inclusion criteria for this study were as follows: 

(a) willingness to participate in the study; (b) within the age range of 25-45; 

(c) self-identification as alcohol dependent; (d) the. ability to recall and verbally convey 

information with reasonable clarity and accuracy; and (e) abstinence from alcohol for a 

minimum of 14 days.; The focus of this study was on ·substance dependent women. 
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Because of this, the sample was not limited by the ethnicity of the participants. Rather, 

the study sample was comprised of Native-American, African-American~ and 

European-American women. 

The majority of studies on alcohol dependence have used clinical samples of 

individuals participating in inpatient or outpatient substance abuse treatment programs or 

twelve-step groups such as AA. Consequently, alcohol dependent women who have not 

participated in a treatment program or self-help group have been largely excluded from 

study samples, and comprise a population that has not been adequately addressed.· I 

hoped to capture this ·population. Further, I believed that recruiting a sample of women 

from a particular group or treatment setting might impact the women's perspecti,ves in 

accordance with the. philosophy of that particular prdgram. For these reasons, I used 

convenience sampling to recruit a community sample of participants. 

Bernard ( 1994) noted that convenience sampling is useful in qualitative inquiry 

as a means of getting a feel for: " ... what's going on out there" (p. 96). In this study, I 

used convenience sampling during initial data collection as a means of casting a wide net 

in choosing a sample of participants from local c~mmunities who met the inclusion 

criteria for the study. This was accomplished primarily by advertising the study in local 

newspapers and on-line, and by asking mental health professionals who worked with 

. substance dependent clients to refer women to the study . Women who were interested in 

participating could then contact me directly. 

Due to the societal stigmas associated with alcohol dependence, I anticipated that 

women in the community might be reluctant to respond to a study that entailed that they 

· share personal matters with a researcher. For this reason, I also used nominated or 

network sampling. I asked women already in the study to approach others who would be 

good informants for the study (Bernard, 1994). The logic behind this strategy is that study 

participants can identify other potential participants who are kp.owledgeable about ~he 
. . . ' 

topic of inquiry. In addition, this is a particulady useful strategy for a study such as this in 
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which potential participants are difficult to identify, or may not wish to be identified. I 

found that· some women were more willing to be interviewed .if another participant 

endorsed the study and encouraged them. to participate. Three women were recruited into 

this study by nominated· sampling. 

Secondary selection was another sampling strategy that I used. In a qualitative 

study, the selection of the sample will greatly impact the quality of the research. Morse 

. ( 1991 b) has ~oted the importance of choosing "good" informants for a qualitative study. 

Good informants are individuals who are able and willing to reflect and provide detailed 

information about the phenomenon, and take the time· to share their experiences with the 

researcher. "Poor" informants, on the other hand, are unable or unwilling to describe their 

experiences in detail and can negatively impact the quality of the data (Morse, 1991b). 

Prior to the initial interview I did not know whether or not a participant would be a good 

informan( 'For this reason, after the initial interview, secondary selection was used to 

select only those women who met the criteria for a good informant into ~he purposive 

sample. The data collected from women who were not good informants would not be 
. . 

used. However, each of the 14 women interviewed for this study had the qualities of a . . 

good informant and were included in the purposive sample. 

In ethnographic research, data collection and·data analysis occur simultaneously. 

As the data were collected and analyzed over a period of time, themes began to emerge. 

Subsequently, the exploratory process gave way to confirmatory fieldwork (Patton, 

1990). Morse (.1991b) noted that as a means of insuring that analysis is not distorted 

toward one perspective, methods to manage variation need to be included in the 

sampling. This was accomplished by purposeful, or theoretical sampling. 

When obtaining a purposeful or theoretical sample, the researcher selects a 
. . 

participant according to the needs of the study (Morse, 1991 b). Thus, rather than casting 

a wide net, I now sought participants with particular knowledge. Such participants may 

either confirm or negate the emerging t~emes, thus exploring other possibilities and 
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variations. After five women were interviewed, particular similarities and patterns 

emerged regarding the women's early experiences and patterns of alcohol use. These 

patterns were further confirmed after four additional women were interviewed. For 

example, a characteristic shared by all nine women was a positive history of parental 

alcohol dependence. In order to confirm or challenge the themes that were emerging, I 

deliberately sought and recruited one alcohol dependent_ woman with no known parental 

alcohol dependence, and one non-alcohol dependent woman with a positive history of 

parental alcohol dependence. Inclusion of these women further define<1: and expanded the 

boundaries of the emerging theory. 

Recruitment and Consent Procedures 

Full review and approv~l by the Human Assurance Committee of the Medical 

College of Georgia was necessary prior to data collection. This approval was obta~ed in 

July of 1997 (Appendix A), and approved for continuation i~.July of 1998'(~ppendix B). 

Once· this approval was obtained, I initiated efforts to recruit potential participants into 

the study. As a comniunity sample of alcohol dependent women was desired, no 

particular setting or agency wa~ used to recruit participants. Due to the sensitive nature of . 

this study' stringent recruitment procedures were necessary as a means of maintaining the 

confidentiality of all participants. 

I did.not approach potential participants directly. Rather, I informed the 

community about the· study via advertisement, networking, and nominated sampling. I 

obtained permission from the Human Assurance Committee at the Medical College of 

Georgia to advertise the study both in local newspapers (Appendix C) and on-line 

(Appendix D). I told other mental health professionals about the study and.asked them to 

refer interested women. I also asked wo1_11en already participating in the study to tell other 

women they knew about the study. Potential participants then contacted me using a toll

free telephone number I established exclusively for the study. During the course of this 

study I relocated from Georgia to Washington State. I continued to collect data in 



Washington using identical recruitment methods. This enabled me to incl~de women 

residing in different regions of the country in the study sample. 

When a potential participant initiated contact, I explained the purpose of the 

study and reviewed the inclusion criteria. In order to determine whether or not the 

inclusion criteria for the. study were met, I asked each woman initial questions such as 

her age, whether or not she considered herself to be alcohol dependent, and the date of 

her last drink of alcohol. Once I established that each woman met the inclusion criteria, I 

explained what participation in the study involved, outlined the potential benefits and 

risks, explained that she may withdraw from the study at any time, and requested her 

participation in the study. A total of 20 women contacted me about the study. Of these, 

four women did not meet one or more of the study criteria, and two women ele~ted to not 

participate for :unspecified reasons. 

Once the woman agreed to participate in the study, a date, time and place 

convenient for the woman was arranged for the interview. A total of 14 women met the 

study criteria and agreed to participate. All interviews were conducted in a private area of 

the woman's choosing. The majority of interviews were conducted at the women's homes 

or at the homes of significant others or family members. A few interviews were 

conducted in other places such as a residential treatment facility, an AA clubhouse, and 

my car. 

· At each arranged meeting, I verbally reviewed the consent form and gave the 

woman a copy to read over (Appendix E). The consent form included the purpose and 

nature of the study, procedures for maintaining confi-dentiality, potential risks, fair 

treatment, and rights to participation. A signed consent form indicated consent by the 
. ' . 

woman to participate: in the study. Each woman signed the consent form and received a 

copy of her signed consent. I reminded each woman that she could withdraw from the 

study at any time without any consequence~ reviewed the procedures I used for 
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maintaining confidentiality, and outlined potential benefits and risks of participation in 

the study. These are described below. 

As a means of maintaining confidentiality, at the initial interview, each woman 

was asked to choose a pseudonym and was assigned a code number. The code number 

and pseudonym were used on all audiotapes, transcriptions, computer disks, memos and 

field notes. The pseudonym was also used as a means of protecting each woman's 

anonymity when writing up the study ,findings. A list containing each woman's name and 

other personal information, the assigned code number, and pseudonym were kept in a 

locked file cabinet. All audiotapes, computer disks and transcriptions were also kept in a 

~ocked file cabinet. Upon completion of the study, I personally erased each audiotape. 

Potential-risks to the participants were projected to be mild anxiety or mild 

psychological distress related to the nature of the subject matter discussed in the 

interviews. I informed each woman both verbally and in the consent form about the 

potential for this type of risk. To minimize the occurrence of this risk, I informed each 

woman that she did riot have to answer any questions or discuss any issues that were 

uncomfortable for her. My mental health expertise Was helpful in recognizing s~gns of 

psychological distress. If a woman became tearful or anxious during the interview, I 

would offer to stop the inte~iew. None. of the women wap.ted to stop the interview 

entirely, though a few requested a brief break to smoke, get a soda or gather their 

thoughts. 

After each interview was completed, I made a point of remaining with the woman 

to ensure that psychological closure had been brought to the interview, particularly when 

emotionally laden topics such as battering, sexual abuse, and loss of significant 

relationships were discussed, Several of the women voiced concerns about unresolved 

emotional or fmancial issues, or had questions regarding their need for counseling or 

group support. When the interview was completed, 1 explored with each woman the 



available resources and options. I also encouraged them to use the toll-free number to 

contact me if they had additional questions or concerns. 
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The women in this .study were not financially reimbursed for their participation 

though when the situation ~lowed, I compensated them for the~ time by buying them a 

meal, coffee or a soft drink. At the start of this study I projected that each woman could 

benefit by being allowed to tell her story to an unbiased listener and in the process of 

telling her story, gain new insights about herself. During the interview several of the 

women noted that they had learned something new about themselves, or had thought 

about something related to their alcohol use that they had never considered before: 

At the conclusion of the study, a small gift basket was sent to eac~ woman· I was able to 

contact as a means of thanking her for her time and participation. 

Data Collection 

In-depth interViews and obserVation participation were the methods employed to 

collect data. In additibn, data were collected via written field notes, literature searches, 

analytic notes, and a-fieldjoumal. As Patton (1990) noted, interviewing is a means of 

gaining information that cannot be observed. In this study, the interviews followed a 

semi-structured format. Semi-structured interviews are organized around topical areas of 

particular interest in accordance with the purpose of the study, yet allow considerable 

investigator flexibility (May, 1991 ). 

Observation ·participation involved attaining and maintaining proximity to 

participants in the social scene as a·means of observing and recording information about 

their lives (Bernard, i 994 ). In observation participation, I assumed the roles of lis~ener 

and learner, and parti~ipated in the unit of study in a low key manner (Germain, 1993; 

Leininger, 1985). In this study, observation participation occurred during interviews with 

participants, and durmg open meetings of groups of individuals in Alcoholics 

Anonymous. 
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The Semi-Structured Interview 

Initial interviews occurred in a private area a~ a time and place convenient to 

each woman and lasted from 90 to 150 minutes. _With the consent of each wotnan, the 

interviews were audiotaped. While I maintained control of the tape recorder, I told each 

woman whenever the tape recorder was on or off, and promptly turned the tape player off 

anytime at her request. 

Typically, the; women were·· anxious at the start of the interview. I initially 

established rapport by chatting about every day issu~s and ongoing events. Because the 

interviews were usually conducted in the women's environments, I allowed them to take 

the lead in determinirig where to sit and when to begin the interview. Often, I was 

introduced to partners, children, roommates and pets and spent some time with them 

before beginning the 'interview. Occasionally I met the women. at a restaurant and we 

would share a meal or have coffee before proceeding to her residence. 

True to the feminist perspective, I regarded the women participants as knowers 

whose experiences constituted legitimate forms of knowledge regarded as "truths"· within 

the contexts of their lives (Campbell & Bunting~ 1991). I conveyed the belief that the 

participant was the expert and that the interview was a nonhierarchical process of mutual 

sharing and learning. Often the women were curious about me and my interest in . 

substance dependence. I answered their questions h~nestly and shared with them some 

personal information about my own experiences. 

In the first interview, demographic information was obtained from each 

participant. Demographic informa!ion included the following: (a) age; (b) marital status; 

(c) number of children; (d) employment status; (e) education; (f) ethnicity; (g) number 

of years of excessive drinking; (h) length of abstinence (i) number of times in treatment 

for alcoholism, and G) presence and type of current support systems (Appendix F). 

An interview guide was used containing questions and topics relevant to the 

purpose of the study (Appendix G): The initial interView began with a broad opening 
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question which was "How were you introduced to alcohol?" However, I did not adhere 

strictly to the interview guide. Ethnographic interviewing should be free-flowing and 

responsive to the information and cues supplied by the participant (Hughes, 19~2). As 

Hughes (1992) further stated, "The researcher does not simply ask questions; questions 

are asked when they are appropriate and when there is something to ask about" (p. 444 ). 

Therefore, I allowed the women to initiate the direction of the initial interview, and 
. . 

asked questions in accordance with what the woman wanted to discuss. During each 

interview, I used verbal and non-verbal techniques such as probing, focusing, and active 

listening as a means of eliciting the ernie perspective of each participant, or, that 

participant's view of reality (Boyle, 1994 ). 

I was surprised at how open the women were with me about their lives. Many 

women discussed very painful issues revolving around loss, abuse, violence, humiliation, 

and depression. At times the women were tearful. During these times I asked the women 

if they wanted to tenninate the interview or take a break. I was concerned that the women 

might continue to be tipset after the interview. For this reason, I spent time with each 

woman after the interview was completed as a means of ensuripg that psychological 

closure had been reached. Often, this time was spent discussing topics of the woman's 

choosing or taking a walk. I encouraged the women to contact me "if they had any 

questions or concerns. 

At follow-up interviews I asked them to give :me feedback regarding ways of 

improving the interview process, or things that I could do to minimize any distress that 

they experienced. Willie the women acknowledged that" parts of the interview had been 

difficult for them, many believed they had learned things about themselves in the 

process. They felt that adequate closure had been reached when the interview ended, and 

that nothing in particular needed to be changed. 

As the study. progressed, recurring theme~ began to emerge from the data that 

required further exploration. The women consistently talked about the impact of parental 
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alcohol dependence, physical, emotional," and sexual abuse, the search for a sense of 

foundation, and drinking and using drugs while alone. Questions pertaining to these areas 

such as, "What relationship do you see between growing up in your family and your 

problem with alcohol?" were then added to the initial interview guide. In addition, 

second interviews wete conducted with eight participants using an interview guide 

containing questions designed to further explore these areas (Appendix H). While :second 

interviews were more focused, I asked a broad openi~g question which was, "Since our 

last interview; how have things been going for you?" This allowed the women to · 

determine the direction of the interview. 

Participant validation is an important component of both ethnography and· 

feminist research (Hammersley & Atkinson, 1995; Hall & Stevens, 1991; Hoffart,· 1991). 

Participant validation was a means of insuring the credibility of my interpretations by 

allowing the participants the opportunity to review the findings and provide feedback. I 

was able to contact eight women by teleppone or mail. I offered each woman a written 

summary of the findings and requested a follow-up interview after she had a chance to 

review the findings. All of the women were agreeable to reviewing the findings and a 

date and time for the follow-up interview was arranged. 

Because of the geographic distance, a summ~ry of the fmdings was mailed to 

each woman. Follow..;up interviews were conducted by telephone. I opened up the· 

interview with a broad question which was, ''How have things been going for you?" 

followed by "Is there anything specific that you would like to talk about?" as a means of 

allowing the ·women the opportunity to bring up any issues, concerns or questions. I then 

asked "Tell me your thoughts about the findings" as a means of eliciting their feedback 

regarding the interpretations. Overall, the women found the interpretations to be an 

adequate reflection of their experiences. 



108 

Observation Participation 

Observation -participation provided contextual information for the study. As 

Wilson (1989) pointed out, the role of observer participant entails more formal 

observation, but less overt involvement on the part of the researcher in the setting under 

study. This approach I differs from the traditional ethnographic method of participant 

observation in which the investigator: " ... seeks to do what other people are doing; not 

merely to gain acceptance, but to more fully learn the cultural rules for behavior" 

(Spradley, 1980, p. 60).0bservation participation is a means ofcollecting meaningful 

data and conveying interest, but diminiship.g the investigator's intrusion upon the setting 

(Wilson, 1989). · 

Observation participation occurred during each interview with· a participant. I also 

attended open meetings of Alcoholics Anonymous. Ih contrast to "closed" meetings 
J 

which are restricted to individuals with alcohol problems, anyone with an interest in 

alcohol dependence can attend "open" meetings. I used field notes to record my 

observations immediately before and after the interviews and meetings. Recorded 

observations included a description of the setting, verbal and nonverbal behaviors~ 

interactions between myself and the participants, and any other events that occurred 

during the observation period. I also maintained a field journal as a means of eliciting 

and clarifying my own interpretations of reality or my "etic" perspective (Boyle, 1994). I 

used this journal to record my thoughts, feelings, perceptions, biases and personal· 
. . 

reflections regarding each interview and event sampled. This in tum fostered reflexive 

thinking. 

- Data Analysis 

In a qualitative study, data analysis is a primarily inductive process that begins 

prior to the actual fieldwork and continues until the study is written (Bernard, 1994; 

·Hammersley & Atkinson, 1983; 1995). Data collection and data analysis are 

simultaneous processes, with preliminary analysis directing subsequent data collection 
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(Sandelowski, 19~95). In this fashion, the research grows progressively focused over time, 

and assumes what Hammersley and Atkinson (1995) referred to as a ;'funnel" structure" 

(p. 206). 

In a qualitative study, data analysis and interpretation involve several steps which 

will be described. First, I transcribed each audiotaped interview directly onto The 

Ethnograph (Seidel, Kjolsweth, & Seymour, 1988), a computer software program 

designed to segment, collate and code qualitative .data. I then read each transcribed 

interview, while listening to the corresponding audiotape. This not only ensured the 

accuracy of each transcribed interview, but allowed me to j~t down any thoughts or ideas 

that occurred as I listened to the audiotape and read the transcript. I again read each 

transcribed inte:r:view looking for patterns, themes, inconsistencies, contradictions ·and 
' . .. 

anything else that stood out as different or surprising. I made notations to ask I?articipants 

about these areas in future interviews (Bernard, 1994; Hammersley & Atkinson, i983; 

1995). 

Data analysis in a qualitative study is an mductive process which involves the 

separation or breaking of the data into segments or sections (Sandelowski, 1995). This 

occurs through the processes of coding the data. Miles and Huberman ( 1994) defmed 

codes as, " ... tags or labels for assigning units of meaning to the descriptive or inferential 

information compiled during a study" (p. 56). I read each transcribed interview and 

assigned code names to words, phrases, sentences, or whole paragraphs of the data. 

These codes applied a single summarizing notion to the data that was either purely 

descriptive, or more interpretive in nature. A code book w~s established containing all of 

the codes and corresponding definitions (Appendix I). The code book helped me to 

maintain consistency with subsequent coding, and provided definitions that could be 

understood by other researchers (Miles & ~ubermari, 1994 ). 

Hammersley and Atkinson (1995) noted that coding data is a recurrent process. 

·As new codes emerged, they were compared with all other codes and previously coded 
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data. Codes were compared in various combinations and clustered into larger categories 

of higher conceptual abstraction. Throughout analysis, tentative relationships between 

the categories were proposed. I identified categories that were "thin", or areas of 

conceptualization that were new or different and required further clarification or 

elaboration. Through purposeful sampling, I sought out cases that both confirmed and 

negated the data as a means of further explicating the developing conceptual schema .. 

Through continuous comparison and clustering of the categories, linkages 
_J 

developed as relationships among the categories were explained and compared against 

the newly collected data (Germain, 1993). Through: continued reconceptualization and 

reclustering, the categories were abstracted into domains, or symbolic categories that 

include other categories (Spradley, 1979). These domains formed the emerging 

conceptual schema of women's experiences with alcohol dependence. This process 

continued until no new categories could be conceptualized from the data (Morse, 1995; 

Wilson, 1989). This resulted in an interpretive theory of women's experiences with 

alcohol dependence. · 

Field notes provided a contextual. basis for the study. Field notes included (a) 

observational notes; (b) theoretical notes; (c) methodological notes; and (d) personal 

notes that were written during the course of the study. As Wilson (1989) noted, 

observational notes contain little interpretation. Rather, they: " ... contain the who, what 

where, and how of a situation" (p. 434 ). Observational notes contained descriptions of 

settings, participants and observed behaviors. Theoretical notes contained my thoughts 

and conceptualizations about the data and the emerging conceptual linkage~. 

Methodological notes included my rationalizations for methodological decisions that I 

made, additional questions that required clarification, and ideas for subsequent 

directions. Perso~al notes contained my own reactions, reflections and exp~riences, and 

were recorded in a joUrnal (Wilson, 1989). In this study, field notes, theoretical notes, 

and methodological notes were coded and memoed throughout data analysis. These 



memos were then incorporated into the developing theory to provide a dense, tight, 

analytical framework. 

Scientific Rigor 
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This section will address the evaluation of scientific rigor in a qualitative study 

conducted from a feminist theoretical perspective. In the social sciences, the standards of 

reliability and validity have been traditionally applied as a means of determining the 

scientific rigor and merit of a quantitative research study. Reliability and validity focus 

on the premises of"error" and "tneasurement" (Brink, 1991). Error refers to anything · 

that· can occur during the research process that can compromise the data and thus limit 

the "truth" of the data. Measurement, on the other hand, is often associated with· 

numerical or quantitative instruments (Brink, 1991 ). · 

Leininger (1985) has noted that there are major differences in the purposes of 

qualitative and quantitative studies, and consequently, different criteria are necess:ary to 

appraise the rigor of qualitative studies. Hall and Stevens ( 1991) have likewise posited 

that traditional appraisals ofrigor.are not well suited to a feminist study. Hall and 

Stevens ( 1991) forwarded the term "adequacy" as an· appropriate means of addressi~g 

rigor in feminist studies; statfug: 

· · Feminist research is best evaluated by standards of rigor that reflect t~e adequacy 

.of the whol~ process of inquiry, relative to the purposes of the study, rather than 

by standards that focus only on the accuracy and reliability of measurements 

within the study (p. 20). 

Adequacy thus: " ... implies that research processes and outcomes are well 

grounded, cogent, justifiable, relevant, and meaningful" (Hall & Stevens, 1991 p. :20). 

The adequacy of a research study can be assessed in a number of ways including: (a) 

reflexivity; (b) credibility; (c) rapport; (d) coherence; (e) complexity; (f) consensus; (g) · 

relevance; (h) honesty and mutuality; (i) naming; and U) relationality (Hall & Steve~s, 

1991). These criteria will be used to assess the adequacy of this study. 
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Reflexivity 

Reflexivity is inherent in both feminist and ethnographic research. Reflexivity is 

the acknowledgment of the relationship between the researcher and the research 

environment (Lamb & Huttlinger, 1989). In ethnography, the researcher is a part of the 

world being studied, (Boyl~, 1994; Hammersley.& Atkinson, 1983, 1995), and thus, has 
I' 

biases and perceptions that need to be acknowledged and made a p~ of the data · 

(Campbell &, Bunting, 1991; Hall & _Stevens, 1991 ). This differs greatly from the 

objective stance employed by quantitative researchers. 

There are a number of ways of pro1noting reflexive thought. I used my personal 

journal to frequentlr record my thoughts, perceptions ~d fe.elitigs about the study. By 

writing out my thoughts I was able to examine them carefully and thoughtfully. I made 

entries that detailed the ways in which I had been personally impacted by the data, and 

the ways I thought that my own perspectives re~arding sub_stance_ dependent women, the 

disease model, oppression, depression and violence may have· impacted the course of the -

study (Lamb & Huttlinger, 1989). 

I took time to record in my journal both before and after interviews and 

observation participation. If I was tired or preoccupied about ~ther matters before data 

collection, I found it very helpful to acknowledge these feelings in the journal 

beforehand, and later reflect on how my personal feelings may have affected subsequent 

data collection. Post-interview journal entries were crucial. The women's stories elicited 

many feelings in me including shock, sadness, disbelief, horror, ·and anger. Sometimes I 

saw similarities between my own life and theirs or shared common interests with the 

women. It was important for me to take the time to sort out and reflect upon my own 

·feelings and reactions after each data coHection event. 

As another means of fostering reflexive thinking, 1 dialogued with other mental 

health professionals working in addictions throughout the course of the study. It was 

helpful for me to ·disduss my beliefs and interpretations about the data. Both the personal 



113 

journal and dialogue with peers were invaluable in helping me to examine my own 

biases and reactions in the creation and interpretation of the research data. This in turn 

served to enhance the reflexive nature of this study (Hall .& Stevens, 1991 ~ Lamb & 

Huttlinger, 1989). 

Credibility 

·Hall and Stevens ( 1991) noted that research is credible, " ... when it presents such 

faithful interpretations of participants' experiences that they are able to recognize them as 

their own" (p. 21). The credibility of the study fmdings was addressed in this study in a 

number of ways including (a) ongoing data collection~ (b) the establishment of a code 

book; (c) joint coding; and (d) member validation. 

The majority of participants were interviewed at least twice or three times. 
\ 

Through ongoing data collection and analysis, I identified areas that needed further 

refinement and conceptualization, additional areas to explore, and variations that 

occurred in the data that required further delineation. I deliberately sought individuals' 

who could fill the gaps of these "thin" areas by strengthening or challenging the evolving 

conceptualizations. Data collection continued in this· manner until no additional new data 

was noted. 

I established a code book with definitions as a means of maintaining my 

consistency in coding. The code book listed all of the codes I used in analysis, and 

corresponding operational defmitions. The code book fostered consistency in my coding 

of subsequent data, and provided a means for other researchers to follow my coding 

process (Miles & Huberman, 1994). 

I elicited the assistance of two experienced qualitative researchers to jointly 

code segments of the data and review my code book. Joint coding occurred on three 

different occasions over the course of data collection and analysis. Joint coding 

established th~ reliability of the coding procedures that I had established, and provided 



the opportunity for dialogue about coding procedures, data analysis, and my overall 

decision trail. 
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Sandelowski (1995) noted, that the researcher must interpret the analyzed data in 

such a way that something new is created from, yet faithful to the original data. 

Participant validation, or member checking was a procedure I used to determine if the 

data and findings reflected the multiple realities of the participants (Hoffart, 1991 ). Due 

to geographic distance, I mailed a written summary of the findings to eight participants 

for their review, and arranged a time to call them to elicit their feedback and comments 

about the fmdings. During these telephone calls, the participants had the opportunity to 

ask questions, comment on the interpretations and provide additioJ:?.al feedback. Overall, 

the women believed that my interpretations were an adequate reflection of their ' 

experiences. Based on their feedback, minor revisions were incorporated into the 

interpretations. 

Rapport 

In both feminist and ethnographic research, rapport and e~gagement with the 

participants is an essential component of the research process. The ethnographer 

participates in the day to day life of the informants as a part of their world, rather than a 

separate, detached entity (Hammersley & Atkinson, 1983). In this study, I established 

rapport with participants through in-depth interviewing of individuals, and observation 

participation of settings and events. I conveyed an attitude of genuine interest and 

respect, and used verbal and nonverbal communication to increase the comfort of the 

participants. Though initially tense, the women became more comfortable as the 

interview progressed :as determined by their body language, and their willingness to be 
' . 

open and share intimate details of their lives with me (Hall & Stevens, 1991 ). 

Coherence 

Research conclusions are coherent if they are consistent with the actual data, 

logically connected, and reflect the participants' words and behaviors (Hall & Stevens, 
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1991 ). I continuously questioned and reflected upon the data and jhe emerging 

C<?nceptualizations. I elicited the input of other mental health professionals, qualitative 

researchers and alcohol dependent women regarding my interpretations of the data. 

Participant validation as previously described, also enhanced the coherence of the study. 

Complexity 

An important component of both feminist and ethnographic research is the 

degree to which the research reflects the complexity of the participants' reality (Hall & 

Stevens, 1991). The goal is not representation and generalization of findings, but rather, 

the need to understand reality from the perspective of the- participant (Spradley, 1979). 

In this study~ I achieved complexity by employing sampling strategies that recruited 

participants who could· both confirm and challenge the emerging conceptualizations. 

Data collection continued until the "thin" areas of the data were elaborated upon, 

alternative viewpoints were explored, and a "thick description" was obtained (Geertz, 

1973). 

Consensus 

Hall and Stevens ( 1991) noted: 

At the core of feminist inquiry is the acknowledgment of the plurality of 

women's experiences; thus inconsistency among participant accounts does not 

invalidate their perceptions, but instead illustrates the variety of women's 

. thoughts, actions, and feelings and the entanglement of ideologic, structural, and 

interpersonal constraints that impinge on them (p. 24 ). 

In this study, efforts were made to recruit participants from a variety of social positions, 

environmental contexts, and experiential backgrounds. This was done as a means of 

gaining perspective regarding the similarities and differences in viewpoints expressed by 

diverse women who have shared involvement in the·drinlqng and non-drinking cultures 

reinforced by American society. European-American, African-American, and 
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Native-Alnerican women were included in the s~dy. In addition, my relocation from 

Georgia to Washington enabled me to include women from the northwest as well as the 

southeast in the purposive sample. 

Relevance 

Relevance pertains to whether or not the study addresses the concerns of women, 

and answers the questions that women want answered (Hall & Stevens, 1991; Harding, 

1987). Basically, relevance addresses who it is that will ultimately benefit from the 

research, and ·whose interests are being served by the research. The purpose and aims of 

this study speak to it's relevance. This study focused on the perspectives of alcohol 

dependent women, a historically under -researched population, and their experiences with 

alcohol dependence within the sociopolitical context of addiction and recovery in this 

country. This study yielded significant findings regarding the experiences of alcohol 

dependent women, and the effectiveness of current treatment modalities. 

Honesty and Mutuality 

Honesty and' mutuality are important characteristics of both ethnographic and 

feminist research. Hammersley and Atkinson ( 19 83). acknowledged that while being 

entirely truthful may not be conducive to gaining access to a research setting and 

participants, deception· on the part of the investigator should be avoided: " ... not just for 

ethical reasons, but also because it can rebound badly later on in the fieldwork" (p. 72). 

Feminist researchers maintain that deception is both unethical, and an obstructionto the 

dependability of the data collected (Hall & Stevens, 1991). Similar to honesty, 

mutuality·assumes that the participants are telling the truth, and are legitimate knowers 

(Hall & Stevens, 1991 ). I was open and honest at all times about the nature of the study 

and my role as a researcher. I went into the field with the assumption that the women 

were legithnate knowers, and experts in regards to their own experiences. I established a 

nonhierarchical relationship with each participant. 
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Naming 

Naming involves: " ... addressing women's lives in their own terms and generating 

concepts through words directly expressive of the wotnen's experiences" (Hall & Stevens, 

1991, p. 26). Both ethnographic and feminist studies typically include direct quotes from 

the participants. In this study, the words used by the women were not only directly 

quoted in the text, but were used to identify codes, themes, and categories during data 

analysis. Examples of these included terms such as ~'burning up and crashing", and 

"crossing the line~" 

Relationality 

Relationality involves collaboration with others. As Hall & Stevens ( 1991) 

noted, such commuml.l modes of inquiry increase the potential for cogent, meaningful, 

and well grounded research. In this study, I collaborated with the Chair of my 

dissertation committee, as well as members of the Dissertation Committee, mental health 

professionals, alcohol dependent women who did not participate in the study, and the 

women participants. Such dialogue fostered the relationality and overall adequacy of th~ 

study. 

Summary ' 

This chapter presented the methods used in a· qualitative study of alcohol 

dependent women's experiences with alcohol. This study was a focused ethnography and 

was guided by a feminist perspective. Human Assurance approval was obtained. 
. . 

Convenience, nominated, purposeful and secondary selection sampling strategies were 

used to recruit women participants who met the inclusion criteria for the study. Data 

were collected via semi-structured interyiews, observation participation, and field notes, 

and were analyzed by an inductive coding procedure. Criteria to evaluate the adequacy of 

this study were addressed. 



CHAPTER FOUR 

Presentation of Findings 

Hammersley and Atkinson (1995) pointed out that ideally, an ethnography 

should be progressively focused over time, or have a "funnel" structure (p. 206). As a 

result, it may not be until well into the research process that one discovers what the 

research is really about. This may differ _from the initial research questions and ~dentified 

problems (Hammersley & Atkinson, 1995). This was certainly the case with this study. 

The purpose of this stud~ was to generate a·theory about how alcohol dependent wo~en 

·experienced temperance. However, the qualitative theory that was generated from this 

study does not answer the question, "How do alcohol dependent women experience 

temperance?" but rather, "How do women experience alcohol dependence?" 

Three culturai do~ains, or categories ofmeamng (Spradley, 1980) were 

identified from the analysis of this study. These domains included (a) The Establishment 

of a Relationship with Alcohol; (b) Assimilation of Alcohol into Life; and (c) Purpo~eful 

Compensation. Each of these three domains is a construct of the qualitative theory of 

how the wonten in this study experienced alcohol dependence. 

In ethnography, cultural themes ~e elements in the patterns that make up a 

culture (Spradley, 1980). Typically, cultural themes are tacit and not easily articulated by 

the individuals within the ~ulture. However, they are used by individuals to organize 
I 

behavior within and throughout the domains. The cultural theme of patterns of 

compensation is discussed within these three domains. 

Description of the Participants 

At the time of the initial interview, the 14 participants ranged in age from 27 to 

45 years with a mean age of 37 years. Table 1 displays information about the age, length 
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of abstinence, income, ethnicity and marital status. of the women who participated in this 

study. During the course of this research, I relocated from Georgia to Washington State 

where I continued to collect and analyze data. This enabled me to elicit and compare the 

perspectives of alcohol dependent women on the West Coast with those of women in the 

Southeast. As a result, the women in this study resided in three different states. Eight 

women resided in Georgia, four women in South Carolina, and two in Washington State. 

The majority of the women were native to the region in which they resided. Four women 

had relocated to their current residence from other areas of the country. 

Table 1. Characteristics of the Study Participants 

Participants (N= 14) 

Mean ·Median Range 

Age: 37 37.5 27-45 

Abstinence: . 46 mths. 8 mths. 14 days-13 yrs . 

Income: $24,000 $18,300 $8,000-~0,000 

Ethnicity: 79% (.11) Europe~n-American 

14% (2) African-American 

7% (.1) Native-American 

Marital Status: 36% (5) Married 

36% (5) Divorced 

14% (2) Single 

7%· (.1) Separated 

7% (1) Widowed 
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Seventy-nine percent of the women were European-American, fourteen percent 

African-American, and seven percent Native-American. Marital status of the women 

varied. At the time of the initial interview, five women were married, five were divorced, 

two were single, one was informally separated, and one was widowed. Of the nine 

women who have children, six women had dependent children living with them at the 

time of the interview: One woman had an adult child living in another state, one woman 

was separated from her children while she lived in a 'residential treatment setting, and in. 

one case, the woman did not have physical custody of her children? but visited with them 

on a regular basis. Educational levels ranged from seventh grade to post-graduate study. 

All but two of the women had graduate4 from high school. Of these, two women had 

received graduate degrees, one woman had graduated from college, and three women had 

taken college level classes. Income levels ranged from $8,000-$80,000. At the initial 

interview, two women were self-employed, three women were unemployed and the rest 

were working either part or full time. Three women were receiving some form of · 

government assistance. 

Thirteen women identiqed themselves as alcohol dependent. At the time of the 

initial interview, seven of these women acknowledged being dependent on other drugs as · 

well. In all cases, the women identified alcohol as their primary substance of choice. Two 

of the women in this study are sisters. Of these sisters, one wo1nan identified herself as 

alcohol dependent. The other woman had no known substance abuse problem but had 

grown up in a family with an alcohol dependent parent and siblings. Ten alcohol 

dependent women in this study described growing up ~n environments characterized by 

parental alcohol dependence. Subsequently, this woman was deliberately included in the 

study as a means of comparing her perspectives and experiences, as the daughter of an 

alcohol dependent parent, with those of the alcohol dependent women in the study. 

Three alcohol dependent women in this study were raised in environments with 

no known parental alcohol dependence. These women were included in the study as a 
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means of exam~ning similarities and differences between alcohol dependent women who 

were exposed to heavy parental drinking and women with no known parental alcohol 

dependence. While these three women were raised by parents with no known alcohol 

dependence, they were subjected to ~ther disruptions and traumas in their families of 

origin. The father of one woman committed suicide when she was five. Prior to his death 

she had directly witnessed him slashing his wrists in a suicide attempt: As a child, 

another wonian was sexually abused by a neighbor. The third woman was raised by 

adoptive parents from the age of four. While she identified both of her biological parents 

as alcohol dependent; she remembered little else about them. 

At the time of the initial interview, one woman was· residing in a residential 

treatment setting and· the rest of the women lived at home. Nine of the women were 

attending Alcoholics Anonymous and four women were receiving professional 

counseling. Lengths of abstinence ranged from 14 days to 13 years. The tnean length of 

abstinence was 46 months and the median was eight months. At the time of the initial 

interview, one woman who identified herself as alcohol dependent was practicing 

moderate drinking. At the follow up interview six months later, this woman had decided 

to abstain from all alcohol. 

Patterns of Compensation 

Patterns of compensation is a cultural theme which transcends all three domains 
l -

. in the experiences of the alcohol dependent women in this study. The word 

"compensation" is defined as: "a behavior mechanism which seeks a substitute for 

something lacking or unacceptable" (Webster's Encyclopedic Dictionary, 1991 

pp. 199-200). For the alcohol dependent women in this study, the pattern of 

compensation, or the need to "make up" for something that is perceived as, or actually is 

missing or inadequate, is a pattern that endures through the cultural worJ.ds of both 

drinking and non-drinking. 
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For the women in this study, the need to. compensate is an experience that 

originated in childhood a,nd followed them into adulthood .. As children they felt 

uncomfortable or lost within their environments. Often this environment was chaotic arid 

fragmented by parental drinking, violence, loss or separation from a parental figure. Too · 

young to cotnprehend these disruptions, they experienced them as something that was 

lacking within themselves. For example, as children, some women believed that if only 

· they 'Yere "good enough," or "pretty enough," then maybe their parents would not drink, 

or leave, or be abusive. Consequently, they experienced feelings of guilt, low self~ worth 

and even depression early on in their lives. 

The alienation and isolation experienced in childhood became a constant in the 

· women's perspeqtives, and carried into adolescence. This perspective became an 

impediment as they begin to interact in environments that were. more complex, 

demanding, and unpredictable than their childhood environments. These enviromnents 

included schools, jobs, social life, and the beginning transition to adulthood. Within these 

environments, the women isolated themselves or gravitated towards associations with 

others who shared similar perspectives. This in turn led to the discovery of alcohol and 

other drugs~ substances familiar to them from their home environments. The use of 

alcohol and other drugs became a co~pensatory mechanism for the women in that it is a 

behavior that was automatic and carried out with little thought (Webster's Encyclopedic 

Dictionary, 1991 p. 620). The effects of alcohol and drugs helped the women to: (a) 

escape, detach and nullify feelings of depression and inadequacy~ and (b) achieve a sense 

of commonality and belonging with peers. 

As they tnoved into adulthood, they co~tinued to view themselves as inadequate 

and lacking. Unable to comprehend the ori~ of these feelings, they experienced them as 

a void, or a sense of internal emptiness and purposelessness. They relied on alcohol and 

drugs to be a source of immediate and available relief to compensate· for continued 

depression, low self-esteem and other negative feelings. They continued to look outside 
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of themselves in search of other compensatory mechanisms that they believed would help 

them to feel ~more complete or give them a sense of purpose. This typically took the form 

of intimate relationships, often with people who suffered similar problems. This practice 

of a "blind person leading the blind" predictably disappointed or failed, resulting in often 

painful, traumatic consequences. The effects of these failures created deeper and stronger 

beliefs of inadequacy and hopelessness. Carrying continuously added emotional and 

psychological burdens through these failures, the women continued to use alcohol and 

drugs in an attempt to ameliorate negative feelings. 

· Initially, the use of alcohol and other drugs was an effective source of immediate 

relief, but through time, became.a greater source of unhappiness, loss, and failure. 

However, by the time the women realized this, they had developed a physical addiction. 

Secondly, their reliance on alcohol had effectively prevented them from developing the 

mental and emotional means to cope with their problems. As this cumulative cycle of 

loss and self-degradation continued, the emotional and psychological burdens became 

heavier and heavier through time. Each woman eventually reached a point in which these 

compensatory mechanisms not only failed to quell her negative feelings, or help her 

es~ape, but increased her feelings ofworthlessness,: depression and inadequacy. This 

marked the beginning of a transition from the cultural world of drinking to the cultural 

world of non-drinking. 

Patterns of compensation are evident through this period of re-evaluation. ·over 

time, the women realized that in order to extricate themselves from this cycle of loss and 

depression, they must first change their relationship with alcohol and other drugs. This 

involved a total change ofbehaviors that usually included-abstinence or a marked 

decrease of alcohol and drug use. This process of change was a long, ongoing struggle. 

Relapses into old patterns of behavior, followed by subsequent re-evaluations, typically 

occurred in a cyclical pattern. Most difficult was the fact that changing one's relationship 

with alcohol and drugs left a void that must be filled. Without the anesthetizing effects of 



these substances, life's stressors, coupled with chronic feelings of low self~worth and 

depression, seemingly increased in magnitude. 
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Participation in twelve-step groups such as AA is typically encouraged by 

treatment professionals, peers and significant others. The women found that participation 

in groups such as AA. served to "fill the void" left once alcohol and drug use was · 

discontinued. In this respect; AA participation, like the substance use itself, .was a pattern 

of compensation. The structure provided by frequent participation in these groups, or 

"working the program" was particularly crucial during the early stages of change. The 

words of Katherine (all names are pseudonyms), one of the participants, reflect the 

necessity of AA participation as a means of compensating for the loss of alcohol and 

drugs, "I can say that without it [ AA], I wouldn't have anything else in my life. So I don'_t 

know that I could have just stopped drinking because I would have had nothing to replace 

the drinking." 

Transition into the cultural world of non-drinking was marked by the "taking on" 

of the identity of a non-drinking individual. This entailed an acceptance of a view of 

alcohol dependen~e as a disease called "alcoholism," a concept that is strongly endorsed 

by AA, other twelve-step groups, and the majority of American society. Subscribing to 

this view provided an organizing framework for living and coping with problems that 

entailed a prescribed repertoire of strategies for 1nanaging the disease of alcoholism. 

These purposeful compensatory strategies served to replace the previous compensatory 

mechanisms of the "drinking alcoholic." Participation in groups such as AA provided 

continuous reinforcement for this identity via the structural components of traditions, 

steps, sponsorship, slogans, literature, and group meetings with other individuals with the . 

same or similar issues. This in tum promoted a sense of affiliation, acceptance and 

belonging for the alcohol dependent woman. An emphasis on the development of a 

spiritual component, which is an integral part of AA :and· other twelve-step programs, 

provided the woman with a sense of a foundation in her life. 
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When women tempered their alcohol use, patterns of cotnpensation endured. In 

this sample, the women with shorter periods of abstinence relied heavily on 

compensatory strategies such as frequent attendance at AA meetings and rigid. adherence 

to the program's steps and traditions. In contrast, women with longer periods of 

abstinence were mote likely to pick and choose the components of AA they deemed 

compatible with their own personal philosophies and attend meetings sporadically, or not 

at all. However, one commonality; regardless of length of abstinence, were pervasive 

feelings of inadequacy, low self-worth and/or depression that the women in this study 

continued to experience. 

The Establishment of a Relationship with Alcohol 

The first domain identified in the data analysis is: The Establishment of a 

Relationship with Alcohol. The categories of (a) Exposure to Risk in the Family of 

Origin; (b) Parental Loss and Separation; (c) Experiences ofFamilial Violence; (d) Self 

as Unworthy; and ( e )Early Experiences with Drinking and Drugging are included in this 

domain. 

The women were introduced to alcohol during childhood. This introduction 

occurred both directly and indirectly. The majority of the wotnen were raised in homes 

with an alcohol dependent parent and were consistently imp~cted by that parent's alcohol 

use. For those women not reared by an alcohol dependent parent, the impact from alcohol 

use was less direct, and consisted of hearing s~ories about alcohol dependent relatives, 

and being warned by their parents about the dangerous effects of alcohol. However, as 

·children, these women were subjected to parental loss, violence or other parental 

inavailability. 

~or the women in this study, childhood years·were troubled times impacted by 

parental drinking, loss or separation from a parent, depression, low self-worth and·abuse. 

Maria best summarized many of the women's perceptions about their childhood years 

when she stated, "I never lived my childhood you know? I never knew what childhood 

l 
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was like." Regardless of family background, all of the women recalled that as children 

and adolescents, they felt chronically out of place and unable to fit iti comfortably in wit~ 

their families, peers, and other social groups. They felt inadequate and unworthy. Most 

recalled feeling constantly depressed. 

From watching parents or other family members, many had learned that drinking 

alcohol was a way of coping with problems. Alcohol use and even drug use were 

compensatory mechanisms used to alleviate their feelings of depression, low self esteem, 

and disaffiliation. Substance use was a way of fitting in with peers, alleviating negative 

feelings, and smoothing over, at least temporarily, whatever was perceived as lacking. 

· Exposure to Risk in the Family of Origin 

All of the women in this study were exposed ~o varying degrees of risk in their 

fatnilies of origin. These risks resulted from such factors as parental alcohol dependence, 

parental loss, and violence. All of the women identified other family members as alcohol 

dependent, and in many cases, alcohol and drug dependent. In all but three cases, the 

alcohol dependent family member was one or both of the ·woman's parents, or a 

step-parent. Nine women with alcohol dependent parents also identified one or more of· 
. . . 

their siblings as alcohol dependent. 

The three women with no known history of parental alcohol dependence 

described other family members such as a grandparent, brother, or uncle as alcohol 

dependent. While not consisten.tly exposed to parental drinking, these women were 

directly exposed to other disruptions in their family environment~ such as physical 

violence, sexual abuse and neglect. One of these women had been raised by adoptive 

parents. While her adoptive parents had no known history of alcohol or drug dependence, 

this woman identified both of her biological parents and her adoptive brother as alcohol 

dependent. Table 2 displays the relationships of alcohol dependent family members and 

the number of participants. 
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Table 2. The Number of Participants with an Alcohol Dependent Family Member 

Participants (N = 14) 

Alcohol Dependent Family Metnber 

Father 

Mother 

Both parents 

Siblings· 

Step-father 

Grandfather 

Uncle 

Early Memories of Alcohol 

Number of Participants 

7 

3 

2 

9 

3 

1 

1 

For the women in this study, awareness of alcohol occurred at a very young age. 

The majority of women with an alcohol dependent parent readily recalled childhood 

memories which involved the habitual use of alcohol by one or both'parents. For these 

women, alCohol consumption was considered to be a routine, natural part of the family 

repertoire that was not regarded as unusual or abnor_mal. Statements such as "I don't 

remember my parents ever not drinking," and "It wa:s always around," described the 

women's perceptions of the normality of parental alcohol consumption in their childhood 

environments. Maria provided this explanation: 

Alcohol used to always be in our home. My parents used to drink and I guess it's 

comin' from my parents. Atid when we was comin' up it was just something that 

was always in the home and around us .. Through other family members also. 

Typically, alcohol use was so ingrained within the family of origin that as 

children and adolescents, the women assumed that alcohol was similarly used by 
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everybody. Susanna recalled her initial surprise when she realized that other people did 

not necessarily drink alcohol the way her parents did: 

I remember growing up thinking that it was entirely natural and that everybody 

must drink the way my. parents did. It wasn't till I was much older that. .. probably 

when I went away to school...until I tealized that not everybody drinks every day. 

Not everybody puts liquor in their coffee in the morning like my dad used to do. 

In contrast, the three women raised in homes with no known parental alcohol 

abuse recalled few childhood memories specific to alcohol, though there was some 

awareness of nqn-immediate family tnembers who did have alcohol probletns. For these 

women, alcohol was a mysterious "unknown"; a part of the family folklore. As children, 

they heard stories about their alcohol dependent family members but had limited or no 

exposure to alcohol ill the home. Taylor recalled that as a child, no alcohol was ever 

ailowed in the house, and that her mother had once told her that she did not drink alcohol 

because she feared, "liking it too much." C4ldy described how she felt that it was "cool" 

when she first realized that she had an alcohol problem because she had heard stories 

about her grandfather who was dependent on alcohol and prescription drugs, and had 

died when she was very young. In retrospect Cindy observed, "I always knew that he was 

an alcoholic but I didn't know the other side, so I fantasized what it was like." 

Perceptions. About the Impact of Parental Modeling 

Ten of the women believed that parental alcohol use had negatively impacted the 

development of their own patterns of drinking. By watching their parents or step-parents 

use ,alcohol as a means of coping with problems, the women quickly learned that drinking · 

alcohol was a natural way to compensate for negative feelings and problems. As 

Rosemary pointed out, "Well, I grew up with people abusing alcohol. That's what was 

modeled for J?:le." Explaining why she began drinking and using drugs Holly noted, "I 

saw a lot of it [alcohol and drug use in the home], and I guess what I saw the most of was 

what eventually took over in my mind .. and made it OK." 
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. . 
Growing up, these women also learned that parental drinking typically resulted in 

a predictable pattern of negative, or even violent behaviors. Being subjected to such 

behaviors profoundly influenced these women to a much·.greater extent than just s~eing a 

parent have a drink. Some women shared vivid recollections of always feeling fearful and 

anxious that "bad things would happen" when their parents drank, because that had 

. always been their experience. Pam described her father as a man who typically went Ol,lt 

to bars to drink, returning home loud, angry, emotionally and physically abusive. Pam 

recalled being lined up on the patio with her brother and sister while her intoxicated 

father threatened to shoot the dog, a beloved family pet. She described a nightly ritual 

that frequently occurred during her childhood: 

I can remember like as a child just. .. him coming home and I would just. . .I rocked 

all the time. Just had real nervous energy. And I remember just gettin' in my bed 

and just roc kin' and prayin' that he would be sober. 

The women believed that parental drinking had influenced the development of 

their own subsequent alcohol dependence. Many women identified "components" of their 

own drinking that they shared with th~ir alcohol.dependent parents such as similar 

drinking patterns, or the tendency to get sick, become violent, or exhibit other behaviors 

when drinking. Such 'Similarities were attributed to both heredity and modeling. The 

woman's own use of alcohol was negatively equated with being "like" their alcohol 

dependent parent. Statements such as "I never wanted to be like my father," and "I vowed 

that I would never treat my children the way my mother treated us," exemplified the 

women's desires to not repeat the behaviors of their parents. Often, such vows went 

unheeded, exacerbating feelings of futility and powerlessness. Rosemary recalled 

reaching the lowest point in her drinking when she realized that she was "no different" 

from her mother. Katherine initially began abusing drugs because she equated drinking 

with her father. She believed that if she used drugs more than she drank alcohol, she 
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would not be like him . .She described her dismay upon realizing that she too was alcohol 

dependent: 

It happened in spite of my best intentions. I knew my dad had a problem with it. I 

didn't see him as a mean, awful person but he did something that turned him into 

that. I didn't want that to happen to me. 

Four women described little or no personal impact from their parent's drinking. 

They did not attribute their owil drinking as a learned behavior, or identify with their 

parent's pattern of. alcohol use. Of these women, only one woman was raised by a parent 

who did not drink a~ all. Two wotnen described their parents as "social drinkers" and one 

woman described her father as alcohol dependent, though she herself was not alcohol 

dependent. While most of these women saw their parents drink at least occasionally, they 

recalled no particular patterns of behavior when their parents did drink. Women who 

were insulated from violent or other negative behaviors exhibited by the_ drinking parent 

were less impacted by that paren~'s drinking. This was true even when a parent was 

alcohol dependent. For ·example, the two womefl: in the study who are sisters shared very 

different recollections r~garding their father's alcohol use. Bridgette who is not alcohol or 

drug dependent, remembered her father drinking; but never saw his behavior as unusual 

or troublesome. She felt little personal effect froin her father's alcohol use and recalled 

ftrst learning that her father had an alcohol problem when she was a freshman in high 

school: 

Drinking to me didn't seem like a problem until my dad actually decided he was 

gonna go to AA and I thought, "Wait a minute, he's an alcoholic?" I didn't know 

it all along. He never went out to drink. He was always in the house and with 
. . 

friends at parties, things like that, and I _never remember him being drunk. He 

never acted any differently, he just always had a drink. 

In contrast, Bridgette's sister who is older ~y seven years and alcohol dependent, 

remembered being taught by her father when she was seven to make "a very stiff bourbon 
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and water" to bring to him after work. She recalled numerous episodes of physical an~ 

emotional abuse by her intoxicated father. She attributed their contrasting perceptions to 

age differences and changes in family circumstances during their childhood years: 

· I've often wondered about Bridgette specifically and thought, "Why are we 

different?" We grew up in the same house although I know the family situation 

when I was young was vastly different from the family situation when she was 

young and growing up. She's seven y~ars younger than ·me and thirteen years 

younger than our oldest sister, so when we were all little, I mean we referred to it 

as the two separate fatnilies of children: the four older and then the three 

younger and things were vastly different. So I know that was a diffe~ence 

that. .and the two youngest are the ones that don't seem to have any problem at 

all.;with alcohol and drugs. 

Parental Loss and Separation 

Loss of a parent due to death or geographic separation was consistently noted in 

the women's stories. Only two women reported that their families had retnained intact 

and in both cases, the parents were not known to be substance dependent. In one of these 

cases, the woman had been adopted away frotn alcohol dependent parents and placed in 

the adoptive honie at· age four. The rest of the women reported experiencing some degree 

of disruption within the nuclear family, pritnarily during their childhood or early teens. 

Separation from a parent occurred secondary to parental death, relinquishment, parental 

separation· or divorce, parental neglect, and geographic relocation. In the majority of 

these cases, the disruption resulted in the woman being separated from her father. · 

Loss of a parent due to sudden, traumatic death carried particular impact for the 

women. Taylor's father committed suicide when she was a child. In discussing her 

childhood, and her later problems with alcohol and cocaine Taylor ob~erved, "The thing 

' 
that I see is that I finally had to acknowledge and accept that if your father commits 

suicide when you're five years old that does make an impact on you." Connolly's alcohol 
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dependent father shot himself in her presence when she was 21. Though acknowledging 

that her problem with alcohol had started prior to her father's death, Connolly saw a 

connection between witnessing his death and an exacerbation of her own drinking. 

Many women recalled feeling sotnehow responsible for the loss .. or the 

inaccessibility of their parent. They believed that if they had done or been something 

better or different, maybe their parent would still be around. Despite this, most women 

discussed their losses in an almost detached manner.· Only one woman, whose parent's 

divorced when she was six, identified this event as being "traumatic" for her. The other 

women relayed their stories of parental separation or loss with little outward emotion, as 

though t~ey were talking about the losses experienced by someone els~. 

Experiences of Familial Violence 

Numerous occurrences of familial violence during childhood and adolescence 

were described by the women. Incidents of violence included being subjected to physical, 

mental and sexual abuse perpetrated by another family member or acquaintance, or 

witnessing violent acts comtnitted by family members upon themselves or others. In one 

case, a woman witnessed her father's suicide via gunshot. Another woman vividly . 

recalled as a toddler, seeing the blood dripping from her father's wrists following h~s 

attempted suicide. For many of the women, violent victimization was not limited to 

childhood but rather, would be perpetuated in subsequent adult relationships with 

partners. 

As children and adolescents, ten of the women were subjected to some form of 

abuse. Seven of these women were subjected to multiple. forms of abuse during 

childhood and adolescence. Of the four women who recalled no incidents of childhood 

violence, two were reared in homes with an alcohol dependent parent or step-parent, one 

was the non-alcohol dependent participant, and the fourth wo~an was raised by adoptive 

parents with no known alcohol dependence. However, with the exception of the 
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non-alcohol dependent participant, all. of these women experienced severe violence as 

adults. Table 3 displays the types of early violent incidents, and the total number of 

women subjected to each incident. 

Table 3. Violent Incidents During Childhood and Number of Participants 

Incident 

Physical Abuse 

Emotional Abuse 

Sexual Abuse 

Witnessed Violence 

Participants (N = 10) 

Number of Participants 

7 

9 

5 

4 

Several of the women from families with an alcohol dependent parent recalled 

being subjected to violence directly related to parental alcohol abuse. Six women were 

subjected to repeated violence directly related to parental drinking. Four women were 

subjected to occasional violence. Of these four, two women reported that the violence 

was directly related to parental drinking. In the other two cases, the violence was 

perpetrated by a non-drinking parent or acquaintance. 

When a parent was drinking the chances of aggression occurring, be it verbal, 

physical or sexual, were high. Subsequently, the days_ were fraught with tension, anxiety, 

and fears regarding whether or not the parent would be drinking. Life with an alcohol 

dependent parent is unpredictable, and the women recalled never knowing what to 

expect, or what was going to happen. Leah described the apprehension she felt each day, 

when she returned home from school to .her frequently intoxicated mother: 

When I got to be about eight or nine abuse started to happen. I would come home 

fro1n school and I would be terrified to go home because I never knew what it was 
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going to be like. There was always dread, you know? She was gonna be drinking 

or not because if she was drinking, I was gonna get my ass beat no matter what I 

did. 

During childhood and early adolescence, the women felt .powerless to stop the 

abuse. Frequently, they blatned themselves, or regarded the abuse as something they 

deserved for "being bad". Such beliefs were further fueled by parents or step-parents who 

rationalized their abusive behaviors as discipline for the child's misbehavior. Leaving 

home was one way to stop the abuse especially when other efforts to change the situation 

were unsuccessful. Beginning at age eight, Maddison was emotionally and sexually 

abused by ~er alcohol dependent step-father. She described her efforts to get out of the· 

home and away frotn him: 

. I was unhappy at home because of some sexual abuse that was happening 

between me and tny step-father. I used to beg my tnom a lot to let me go live with 

dad and she didn't listen to me. She had been told about the sexual abuse frotn 

another sibling and she kicked my step-father out like once or twice, but he. would 

always come back in a few days. I guess he never really admitted to that and I 

don't know if it happened with any of the other kids, but he was drunk all the 

time. 

When Maddison was:twelve, she was allowed to go and liv~ with her father who was 

alcohol dependent and also "drunk all the time." For Maddison however, staying with 

her father was a better alternative to remaining with her mother and step-father. 

The women saw a connection between being subjected to abuse as children and 

their subsequent use of alcohol and drugs. Substance use ameliorated the negative 

feelings perpetuated by episodes of violent victimization. This pattern continued into 

adulthood for many of the women who described drinking or using drugs as a means of 

coping with both present episodes of abuse from partners, and recollections of past 

incidents of abuse. 
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Self as Unworthy 

Eleven of the women described themselves as "depressed" and reported feeling 

chronically unworthy and inadequate. Of the three women who did not identify 

depression as a problem, two were raised in homes with no known parental alcohol 

dependence. These women did identify "low self-esteetn" as a problem. The third woman 
I 

was the non-alcohol dependent woman whose father and siblings were alcohol 

dependent. All three of these women had also denied experiencing any personal impact 

from parental alcohol use. 

In tnost cases, depression originated in childhood and continued into adulthood. 

As Lisa remarked, "I think l have been depressed almost all my life." Problems with 

childhood. depression were not recognized or treated·but rather, were attributed to other 

causes such as nervousness or moodiness. For most of these women, the childhood years 

were remembered as sad, confusing times. Looking back, Maria lamented. her childhood, 

"I was supposed to be a norma1 child just like any other child out there, you know?· God 

made me to be healtey, not to be depressed, not drugged up." Alcohol and drug.use were 

ways of coping with depression and other negative feelings. As one woman recalled, "I 

wasn't old enough to find. another way. Drugs and alcohol did that for me." 

Women who had been abused attributed their depression, and. their subsequent 

use of alcohol and drugs to the abuse they had been subjected to as children. They 

believed that they were abused because they were not good enough, or somehow 

inadequate. Internalization of these beliefs resulted in feelings of low self-worth and 

depression which in tum, led to drinking as a compensatory mechanism to "fill the void." 

Katherine was subjected to verbal abuse by her father who frequently called her a "stupid 

idiot." She recalled turning to alcohol and drugs as a teen as a means of coping, because 

she knew no other way to deal with her negative perceptions about herself. AJ;lother 

woman explained the connection she saw between the physical abuse she had been 

subjected to as a child, and her chronic feelings of depression and low self-worth: 
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I thought that a lot of the things that happened when I was little, it was because of 

something I did or didn't do. And ... not ever gonna amount to anything or like that. 

It did kinda help to ... for a while anyway ... to sort of glass that over, you know? Or 

to make those feelings quiet for a while. That's basically what I used alcohol 

for. 

Early ·Experiences With Drinking and Drugging 

The women recalled their initial drinking experiences occurring· between the ages 

of 11 and 18 years. The mean age and median age of the women at the time of initial 

drinking was 13 years. The majority of women described their initial drinking 

experiences occurring with peers. This was true for the majority of women reared in 

homes with an alcohol dependent parent or step-parent, and all three of the women with 

no known parental alcohol dependence. A few women recalled taking their first drink in 

the presence of parents or other family members, or during family gatherings which 

routinely involved alcohol. For example, Eloise recailed that as a child, she was 

frequently given sips of beer at family picnics by an aunt or another family member. 

Some of the women described profound first experiences with alcohol marked by 

very heavy drinking and physical illness. Leah recalled getting physically ill while 

drinking with friends: As Leah recalled, "I threw up all over the floor. I was just drunk. I 

mean even then at 13" or 14 years old I got absolute~y smashed." Lisa's initial drinking 

experience at age 15' earned her' an overnight stay in the hospital secondary to cardiac 

and respiratory complications. Such consequences did not however, deter the women 

from subsequent drinking· with peers. 
. . . 

, Almost all of the women were drinking alcohol on a fairly regular basis during 

early to mid-adolescence. Only one woman did not drink alcohol until she was 18 years 

old. Most of the women regarded their drinking at this point to be "social" or 

"recreational." As one wo1nan co1nmented, "I guess I started drinking and thinking that 

was the thing to do." Two women described their drinking as 1nore than recreational. 
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While never drinking on a daily basis, Pam remembered consistently drinking more than 

her peers. She described her drinking pattern, "I knew that from the time that I started 

drinking at 15, I've drank you _know, one right after another till I got drunk." 

The women also used a variety of illicit substances_ during adolescence. At times, 

the drug use preceded the alcohol use, particularly when the women were too young to 

buy alcohol themselves. As Cindy noted, "It was easier to get pot, so I smoked more pot 

than I drank." Drug use, like alcohol use, was considered by most of the women to be 

"recreational"- and "experimental" during the teen years and for the most part, was not 

problematic until the 'women reached adulthood. By adulthood, seven women had 

developed problems with other drugs besides alcohol including cocaine, heroin, 

marijuana, and prescription narcotics. Some of the women did however, use drugs on a 

regular basis during adolescence. Maria started drinking at age 11, was married at age t6, 

and quickly introduced to crack cocaine by her .husband. She shared her rationale for 

trying crack: 

I really started using it because my husb~nd used to go to other female houses that 

would use with him and try to make me feel you know, bad because he didn't 

want to have no parts of me because I wouldn't do what he would do. So I decided 

that I'd go ahead on and do it like he asked me you know, and maybe he would 

start back bein' the husband that I would like for him to be. 

Drinking to Fit In 

The desire to "fit in" was cited by the women as a major reason they used -

alcohol and drugs during their adolescent years. Feelings of low self-worth and 

depression contributed to the women's perceptions that they did not fit in with their 

families, peers and society as a whole. As Katherine explained: 

Drugs and alcohol can make you temporarily ... not so bad. Can make you fit in if 

you don't feellike ... in that case I didn't fit in but I could. And it's a relief to fit in, 

and most people want to fit in. Some people will do whatever it takes to fit in. 
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The one exception to this was Bridgitte, the non-alcohol dependent woman who noted, 

"I certainly don't recall ever feeling like I needed to drink because I didn't fe~l good 

enough, and I .didn't measure up in my parent's eyes." 

"Shy", "anxious", "strange", "depressed", and "titnid"were adjectives that several 

women used to describe themselves during their childhood and adolescent years. The 

women recalled feeling "out of place" and "not belonging." They felt lost and aione in 

their surroundings. It ·was as though they were perpetually standing on the outside and 

looking in at something that they wanted to be a part of, but didn't know how to join. 

Lisa provided this succinct description of how she felt as a teenager, "Just not feeling like 

I fit in to anything, ~r fit in with anybody around tne. Just always feeling out of place." 

The women drank and used drugs because it helped them to believe that they were· 

"normal" and fit in with their environments. It was a way to compensate for whatever 

they perceived as lacking within themselves. For Cindy, drinking alcohol helped her to 

feel mor~ affiliated with her peers. As Cindy recalled: 

Around other people I had a tendency to ... to think differently, behave differently. 

To think things were funnier than what other people thought were funny. I 

basically was the odd person out, so when I drank it made 1ne feel more normal. 

More like everybody else instead of like, weird. 

The Assimilation of Alcohol into Life. 

In the second domain, The Assimilation of Alcohol into Life, the compensatory 

use of alcohol was incorporated into each woman's repertoire of coping mechanisms. 

The categories of: (a) Seeking purpose; (b) Disconnection from the present; (c) Crossing 

the line; and"( d) Incurred losses are included in this domain. 

By late adolescence, all of the women had left home and were on their own. 

Unprepared for the challenges of adulthood, they felt overwhelmed and lost. Though they 

had physically distanced themselves from their childhood homes, their emotional issues 

prevailed. They continued to struggle with feelings of inadequacy and depression. They 
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looked to external sources, particularly relationships with partners, as a means of 

compensating for the internal voids they felt. To the women, being.part of a relationship 

gave them a sense of purpose and completeness that they did not feel on their own. Often 

they were drawn to relationships that replicated previous relational patterns with parents 

or other fatnily members. Consequently, they often found themselves in unhappy or even 

abusive relationships with partners wb.o were alcohol depend~nt, violent, and/or 

otherwise emotionally unavailable. This ·perpetuated a downward spiral of depression 

and self-destructive behaviors in which alcohol was increasingly used for the desired 

effects of numbing ·pain and escaping. In this respect, drinking became an integral part ~f 

living, and a central organizing factor in each woman's life. 

Over time, the relationship with alcohol assumed an increasingly primary role. 

Children, spouses, jobs, school and other roles were secondary to drinking, and personal 

losses and consequences accumulated. Despite this, the women continued to drink,: 

unwilling to consider their lives without alcohol. Leah sumn1arized the central role of 

·alcohol in her life at that time, "I didn't want to admit that I had a drinking problem cause . 

I couldn't imagine life without drinking cause everything was .centered around drinking." 

Strategies to hide alcohol consumption from significant others and colleagues were 

employed. Attempts to stop drinkirig or to decrease the amount of alcohol consumed 

were short-lived. While initially able to control their drinking, as the women moved into 

psychological and physiological dependence, they found themselves drinking whether · 

they wanted or not, and caught in a cycle of addiction and loss. 

Seeking a Purpose . · 

By age 20 al_l of the women had left home and were living on their own. Many 

had left while still in their teens. Marriage, childbirth, moving away to school, and just 

leaving and "drifting" provided the itnpetus for the transition to adulthood. Like soldiers 

sent out to the battle field without adequate training,:the women saw themselves as 

poorly prepared to negotiate the demands imposed by their increased autonomy. Many 
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attributed this to the unstable environments in which they had been reared as children. ~ 

statement made by Katherine summarized the feelings voiced by many of the women: 

I didn't have a real good base to grow up into. I didn't know what to do. I didn't 

know how to do any of that stuff. I was not much of a kid and I didn't know how 

to be an adult 

The women saw themselves as lacking a "sense of self' or a sense of therr own 

identity. They saw themselves as having no direction and no purpose in life. "I didn't 

know who I was" and "I felt like I had no purpose" were statements frequently used by 

the women to describe themselves at that point in time. Leah shared a common 

perception, "I didn't have any sense of self at all and who I was or what I was here for you 

-know? Where I was going or anything like that." 

The women found themselves searching for a sense of purpose. They searched for 

ways "to feel safe," "to root," ~'to be accepted," "to belong," and "to have an identity." 

Often they looked to relationships with partners as a means of compensating for what 

they perceived themselves to be lacking. Attaining and maintaining relationships with 

partners became a primary focus in their lives. More often than not, the chosen partner 

was alcohol dependent, abusive, or otherwise inaccessible, perpetuating patterns 

identical to those from the woman's childhood. Drinking and drugging behaviors were 

recalled according to the status of the relationship the wotnan was involved in at that 

time, or the lack of having a relationship. Increases in alcohol and drug use were 

frequently attributed to unhappiness or loss related to significant relationships. Looking 

back, one woman summarized her own search, "I was looking for something all that time. 

I may not have been able to define it and I thought that love was going to be it. And that's 

why I was so desperately looking for that." 

The women perceived involvement in a relationship as a means of bolstering ~heir 

own sense of self and purpose. For many women, being part of a couple afforded them a 

sense of identity, whereas being single renderedthem almost invisible. Holly, married at 
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18, "jumped from relationship to relationship" afte~ her marr.ia$e ended. For Holly, being 

part of a relationship gave her a sense of purpose that she o~erwise did not feel within 

herself Holly explained why she was not comfortable being on her oWn, "I felt like I was 

nothing without a man. It was like I didn't exist unless there was one around~" 

The women were drawn to relationships that could provide them with what they 

perceived to be lacking in their own lives. Relationships provided a sense of security, 

self-identity, accept~rtce, desirability and stability. They were a means of filling the 

voids left by absent, unavailable or rejecting parents, unpredictable childhood 

environments, and the woman's own feelings of inadequacy. At the age of 17, Pam lost 

both of her parents in a motor vehicle accident. Pam married her high school sweetheart 

shortly after the sudden death of her parents. The marriage provided Pam with a new 

family that replaced the one she had lost. As Pam recalled : 

I went from one dysfunctional family to a farilily: a real mom and a real dad and 

they were my parents. They picked up where ~y parents left off. 

Maddison ~moved _out of.her mother's home to live with her father after ·being 

sexually abused by her stepfather. Maddison, 12 at the time, recalled her alcohol 

dependent father as frequently intoxicated and apathetic as to whether or not she attended 

school. Shortly after moving in with her father, Maddison became intimately involved 

with a 29 year old man who provided more structure than she was getting at home. At the 

age of 14, Maddison ran away, and moved with this inan to another state. Maddison · 

recalled why she decided to leave: 

When I met him [boyfriend] my grades improved. I hung out with him a lot. He 

didn't drink. He smoked a little pot but he made me do my homework and took an 

interest in me going to school. So I was making great grades but I'd missed 60 

days and didn't want to go back to the 7th grade for the third time. So I decided it 

was time to start my adulthood. 
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Many women fantasized that being in a relationship was the solution for escaping 

their own unhappiness and sense of in~dequacy. Like a fairy tale, they envisioned their 

partners swooping in and whisking them away to live happily ever after. However, even 

when the "prince" was more like a frog, th~ desire to remain connected in the relationship 

overshadowed the woman's misgivings regarding her choice of a partner. Being in a less 

than satisfactory, or even abusive relationship, was more desira~le than being alone. Leah 

recalled knowing that she was making a mistake the ·day she married a man she had 

known from high school. For Leah, the longing to be part of a family superseded her 

.doubts about her choice of a partner. Leah shared her rationale for following through 

with the wedding: 

I knew him from high school and we don't have anything in common really; I 

mean, he didn't even finish high school. But he came from a real good family and 

I wanted that big family structure. You know, mom, dad, aunts, uncles, cousins, ... 

all that kinda thing_. And I think that played a big part in why I married him. 

Because these relationships inevitably failed to compensate for the women's feelings of 

inadequacy, alcohol and drugs ·provided a respite froin the constant feelings of doubt and 

sadness that plagued them. Rosemary began drinking steadily in her 30's. For Rosemary, 

drinking provided a way for her to escape feelings of regret about her choice of a 

husband, a man she had J.?larried out of a desire to escape from an unstable family · 

environment. As Rosemary explained, "When I could drink I didn't have to live in that 

regret. I could escape it." 

Women who were not in relationships actively searched for them, often becoming 

prematurely sexually intimate with their partners. This in tum, led to ever increasing 

feelings of rejection; low self-worth and isolation, particularly when a relationship did 

not endure past the course of an evening. Cindy recalled feeling "cheap, used and dirty" 

after such encounters. Despite this, she continued to meet men in tll:is 1nanner, hoping 

each time for a different outcome. Cindy described her experiences with this behavior: 
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It was meeting men I didn't know and I'd end up· having sex with them. They went 

hand in hand. And it certainly didn't make me feel good. I certainly was looking 
I 

for someone to love me and was going about it in the wrong way. 

In their efforts to be part of a relationship, many women "settled for less," or 

"dumbed down." They remained with their partners regardless of whether or not their 

personal needs were met. Often they remained in relationships that were emotionally, 

physically, or sexually abusive, believing they deserved no better. They blamed 

themselves for the abuse and often retreated to alcohol and drugs as a 1neans of coping. 

Maria explained·how· abuse from one partner led .her to begin using crack and alcohol 

after being clean for three years: 

He abused me, like beat me, forced himself on me in front of my children. And he 

caused me to start u~ing agairi. because I just thought I amounted to nuthin' and 

life didn't mean nuthin' to me no more. 

Disconnection from the Present 

Disconnections occur when individuals are out of touch,. or .cut off from their own 

feelings or relationships with other people (Miller &·~tiver, 1997). A consistent theme in 

each woman's story was that using alcohol and .drugs served to temporarily remove her 

from her from .her own feelings, helped .her to feel differently, or helped .her to detach 

from other people. Alcohol was a relationship that was always there. Drinking provided a 
. . 

means for the w~inen to feel better about themselves, or to forget about whatever they 

perceived as lacking in their lives. The one exception to this was Bridgette, the 

non-alcohol dependent woman in the study. When des~ribing the times that she would 

drink alcohol, Bridgette noted: 

I never drank to feel in any way differently. Except in high school you drink 

because everybody else was doing it and you ·want to feel relaxed in the crowd . 

and things like that. As an adult, I drank only because everybody else was 

drinking. 
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Drinking to Numb Pain 

The desire to temporarily "numb pain" and "not feel" was consistently cited by 

the women as a reason that they used alcohol. The women drank to temporarily "shut 

down," or to "block stuff out." Connolly described what alcohol did for her: "It numbs 

you. It makes you so you didn't feel, you didn't think. Your problems ... you didn't dwell , 

on them. Of course not till the next day when they were still there." 

Alcohol was a constant. It was a partner that never rejected you, even when 

people did. Eloise described herself as the type of person who tended to "do a lot " fot 

other people. When other people did not reciprocate she felt "devastated." Eloise learned 

early on that she could turn to alcohol and drugs for solace when relationships did not· 

work out, or she felt disappointed by others. As Eloise recalled: "When those things 

happened to 1ne, I hid in the bottle, or I hid in whatever addiction I was in. I hid the hurt 

there and I had a lot of that. .. a lot, a lot, a lot." Like many of the women, for Eloise, 

alcohol was, at least initially' a relationship that did not disappoint. 

Some women drank to anesthetize themselves from both emotional and physical 

pain. After her divorce, Holly lived with a man who abused a~cohol and was physically 

and emotionally abusive. He called her "batshit crazy," tapped the telephones at home, 

and was prone to bouts, of physical violence with little provocation. Holly described how 

she would start to "fortify" herself about 30 lninutes before her boyfriend came home 

from work: 

Not knowing what he was gonna be like but knowing even if he wasn't physically 

abusive he was gonna· be mentally abusive. And so I would start drinking to try to 

numb myself to those effects and it just got away with me. 

Holly remained in the relationship until she and her son were kicked out of the house by 

this man. She subsequently moved in With.another alcohol dependent man who was 

mentally but not physically abusive. 
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Drinking to Escape 

The women cited "low self-esteem" and "depression" as other reasons to drink. 

They qelieved that they were never good enough and that something was always lacking. 

They looked for ways to alleviate the chronic negativity that they felt. Getting drunk or 

drugging was a way to remove oneself from one's life, at least on a temporary basis. As 

one woman explained, "It was an escape. It was just a numbing escape for me. The' whole 

entire reality of my life, and what I saw, or perceived my life to be." 

In the women's eyes, their attempts at self improvement always fell short. The 

need to "be perfect," "be·a good.mother," "be a good·wife," "be functional at work," and 

to "be all things to all people," were used by the women to describe the expectations they 

held for themselves. A striving for perfection compensated for chronic feelings of low 

self-worth that stemmed from childhood. Rosemary explained her perception ofwhy 

even now, she continues to feel the need to strive for perfection: 

I didn't have a_ very good self-image. I was always told that I was just gonna be 

average ... ifaverage. I was always c_ompared to my two older sisters who were 

close in age to me. And I was always called "fatso" so I didn't have a good 

self-image intellectually of myself or body image-wise. I didn't consider myself 

beautiful or pretty. My two sisters were ·prettier than I was. That's the message I 

got is they're better. So I took that with me into my adulthood and I think that's 

what I did in my 20's and 30's is to try and establish who I am, and I'm a real 

overachiever as a result ofthat. Anything less than perfect is not good enough. 

The women's failures to meet their own expectations, or the expectations they 

perceived others to have of them increased their feelings of low self-esteem. In 8;ddition, 

struggling with a substance dependence was itself, an example of imperfection, and 

perpetuated a cycle of using, feeling guilty and weak, and seeking relief from the g\.lilt by 

more substance abu~e. _Connolly described the anger she felt when she was unable to 

control her addictions to alcohol and food: "I think I was angry at myself that I felt like I 
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couldn't be perfect enough. I just continuously felt like I didn't measure up." Another 

participant, Holly, offered more specific examples of how her low self-esteem 
~ 

manifested itself in her life: 

I wasn't ever sure that I was doing a good job as a mother, a good job as an 

employee, as a wife, girlfriend, daughter, granddaughter. All of my roles were 

very sketchy for me. Bad. I felt like a real bad girl for being a drunk and being an 

alcoholic. Being a pill-popper ..... ajunkie. 

As adults, 1nany women continued to struggle with feelings of not belonging that 

stemmed from their childhood o~ adolescent years. Because they never saw themselves as 

"good enough," it was hard to relax and "be yourself' or "fit in" with others. The women 

believed that alcohol helped them to relax and participate in a social environment. They 

drank to "loosen inhibitions," "relax in a crowd," "feel better about myself," and "feel 

accepted." Taylor described how alcohol helped her deal with her social inhibitions: 

I probably had inhibitions that were not healthy to begin with. That made me 

extremely tiinid. So instead of having any kind of normal, outgoing interactions 

with other ·people ... I didn't have that to begin with. With alcohol, I could have 

that. But I think what happened is that it didn't make other people accept me, .it 

made.~e accept myself. So then I could go out ~d interact and party. And I had a 

good time when I drank. 

Drinking to Detach from Intimacy 

As discussed earlier, the desire to feel secure, wanted and part of a relationship 

sometimes led to encounters that quickly became sexually intimate. Often, the 

disinhibiting effects of alcohol.enabled t~e women to engage in sexual activities with less 

than desirable partners. While many women verbalized the desire for intimacy with their 

partners, their use of alcohol was a means of mentally detaching from the situation at 

hand, and effectively impeded the development of emotional inthnacy. Holly commented 

on how she used alcohol or drugs to mentally detach herself from her partners: 
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I was never real promiscuous, but I found that I could_ be in ore of a whore in the , 

bedroom if I was drinking or drugging with whoever I was with. I couldn't just go 

out and pick somebody up in a bar and go to bed with him, but I could distance 

myself emotionally from the person I was already in bed with, if I was drinking 

and drugging. 

In some cases, detachment was necessary for the woman to endure any sexual activity. 

In these cases, the woman was repelled by her partner, or even the activity itself, and 

needed the numbing effects of the alcohol in order to loosen her inhibitions or even 

endure the sexual act. For example, orie woman recalled that being very drunk, almost to 

the point of passing dut, was the only way she could tolerate sex with her ex~husband. 

Crossing the Line 

"Crossing the line" is a term used.freq~en~1y by members of Alcoholics 

Anonymo:us to describe a passage from controlled to. uncontrolled drinking. Crossing the 

line marked the point in which the women drank alcohol not because they wanted to, but 

because they felt powerless in ~heir ability to not drink. Taylor described her own 

transition from social drinking to problem drinking: 

It changed from accepting myself to becoming a weapon I could use to beat 

myself up with. It changed from something that I did for entertainment to 

something that I couldn't help but do. It changed. I mean, in the beginning, I did 

control it, and it wasn't an effort. It wasn't like I went out and controlled my · 

drinking, it was just I would get to a place and stop. I didn't feel compelled to 

drink all the time, I didn't feel compelled to drink every day, I didn't get drunk 

every time I drank. I didn't like getting sick. You know, I didn't want to drink till I 

got sick, and all of that changed. And by the time I got to· the point where I was 

tired of it, I was beaten up by it~ I didn't have any choice but to drink. I drank 

when I wouldn't want a drink. 
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Denying the Problem 

All of the women expressed the belief that their alcohol dependence was the 

result of a genetically transmitted predisposition. As one woman phrased it, "I think I 

was born to it." Consi~tent with the views of AA and the disease concept of alcohol 

dependence, sotne of the women maintained that their alcohol problem "was activated" 

when they first began to drink. For example, when asked how long she had an alcohol 

·problem Pain replied, "I firmly believe that from the first time I ever took that first ·drink 

when I was probably 15 years old." 

Other women recalled a specific time when their alcohol use had become a 

problem. "Crossing the line" frequently occurred in conjunction with other life 

transitions, particularly loss or turmoil in a significant relationship. Eloise recalled her 

drinking as becoming a problem for her at the age of 19. She had recently given birth to 

her son and was in the process of ending her relationship with the child's father: 

I think basically me and my son's father ... when we broke up, and being at home, 

having to take care of baby, not being ~ble to go anywhere, not being able to do 

anything. I began to buy the beer and increase at home. 

"Crossing the line" was a realization made retrospectively. Looking back on the.ir 

lives, the women could recognize the point in which :they "crossed over." However when 

they were actually at that point in their drinking, they were unable and unwilling td 

acknowledge that their alcohol use was a problem. Many of the women recognized that 

their drinking was not "normal" but deftly avoided dwelling on such thoughts. 

Acknowledgin$·an alcohol problem implied the necessity of giving up the relationship 

with alcohol, and thai: was perceived as inconceivable. Leah·shared one of her strategies: 

You know those commercials that they have on TV about, "If you can answer any 

of these questions .... do you drink alone?" I would turn the channel when those 

commercials came on cause I could answer "yes" to all of the questions. so· I 

knew that was not normal drinking, to drink like that. 
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Concealing Use 

As their alcohol use increased, the women e1nployed a variety of strategies to 

conceal the extent of their alcohol consumption from others. Pouring multiple cans of 

beer into one large cup, frequenting a variety of liquor stores, lying, and hiding bottles of 

liquor were a few ways the women concealed the extent of their alcohol use. Eloise 

shared one of her strategies: 

When I go out with somebody I always carried my bottle in my bag and nobody 

knew about it So whereas we're sitting there dririkin' and you think I done had 

one drink and I'm nursin' this one drink all night long. But some point I freshen 

this dripk three or four times. You know, so in this one drink I've had about five 

and you don't know it. 

Drinking while in the car was another way of hiding alcohol consumption. When 

talking about drinking in the car, the women expressed much remorse over drinking anq · 

driving. They admonished themselves for the "insanity" of doing such a thing and 

expressed gratitude for not killing or injurifig·-others. Susanna frequented six different 

liquor stores each week so that none of the stbre employees ·WlrUid·im~lhat_:she_had~a 

problem. Sh~ would buy liquor on her way home, quickly sipping from the-bottle as she 

drove. Rosemary described a frequent routine for drinking in her car which occasionally 

included times when it was her tum to carpool children to school, "I would go to the 

grocery store to get a bottle of wine. I had a corkscrew in my car and I would .. .I had cups 

in there and I would drink". 

In some cases, the women deliberately concealed the extent of their alcohol use 

from treatment professionals because they were not ready to "give up" the alcohoL They 

minimized how much they drank, lied, and learned the "right"· answers to the questio~s. 

Consequently, the proble1n would remain undetected and unaddressed. On the advice of 

her attorney, Taylor saw a substance abuse specialist in preparation for her court date for 
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a citation she had received for driving under the influence. She described the outcome of 

her interview: 

When I got my DUI my lawyer told me to go to ~ substance abuse specialist and 

he interviewed me, and I just schmoozed it completely over and had a letter report 

that said I did not have a problem with alcohol. This was a totally isolated event. I 

had been you know, drinking diluted wine ... wine coolers and you know, had been 

tired and hungry or whatever. 

Drinking alone was another way of hiding alcohol use, and most of the women 

recalled times when they deliberately drank alone for this reason. "Not having to answer · 

to anybody", "hiding from my husband," and "nobody monitoring me" were reasons the 

women gave for. d.J:inking alone. Being alone was often a preference because the woman 

did not feel stigmatized by what other people thought about her, and the amount of 

alcohol that she used As Leah pointed out: 

Nobody could look at me and say, "Man, she :drinks_ too 1nuch or you know,: she's 

doin' too much." So I could drink as much as I wanted without having to worry 

about somebody saying something to 1ne. But at the same time, I knew that was 

not normal. 

For some of the women, drinking alone was not their preference but rather, 

something they would do if they had no other options, or could not find anybody to drink 

with them. However, drinking alone was better than ~ot drinking at all, and some women 

devised ways in which they could drink alone, yet not feel isolated. Cindy for example, 

preferred drinking at a bar with friends rather than dTinking alone at home. As Cindy 

explained, "If I sat at a bar and there was a bartender, I could sit and drink by mys¢lf" 

Being alone was a particularly painful experience for the women who both 'drank 

. and used crack. Initially, Eloise enjoyed drinking alone each evening after work, and with 

friends on the weekends. When she started using crack along with the alcohol, she began 
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to isolate herself frontlt~r family and friends. By the time she was laid off from her job, 

she had totally isolated herself: 

I just got to the point where I just stayed in my room and it was just too much. It 

was just too much, I said. I started praying for death. Hated.. the day~ight. .. the . 

night time covered me. I hated the daylight. I tried to sleep all day and at night I 

would jusfcreep around. I! was just awful .. .it was just _awful. 

Efforts to Stop 

At various tiines during their drinking years all of the. women would try to stop or 

slow down their alcohol consumption. In all cases, the women would initi~lly try to stop 

on their own, "cold tUrkey" without using any resources for support. Motivation for 

trying_ to stop was often fueled by pressure from others, getting physically ill or other 

negative events rather than the woman's desire to stop for herself These efforts were 
I 

always temporary and in a matter of time, the women found themselves drinking again. 

As they looked back at these attempts and compared them to their current efforts 

to not drink and use, the consistent difference that they saw was that they needed the help 

of other people and other resources, and that they needed to learn. how to live without 

alcohol. Comments such as "I couldn't stop on my own," and "I needed to learn how to 

not drink, not just stop drinking" exemplified the belief that staying away from alcohol 

entailed a lot more than just putting down the bottle. ;Rosemary shared her perception of 

why her attempts to stop drinking on her own did not prevail: 

My husband would bring it to my attention that I'm drinking too much and i 

wo1:1ld go for a whole week or two, or three weeks without drinking but that's all. I 

mean it was self-i~posed sobriety as it were .. But it never lasted. I mean, I could 

just never do it on my own. I always wanted to drink and I would create situations 

so that I could drink. 
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The women would typically start their day with a promise to themselves to not 

drink. When drinking did occur the women would look to the next day for a "fresh start." 

Each subsequent day was the first day of not drinking. Connolly recalled her efforts: 

I think of it as you wake up that day and you say, "Well, I'm not gonna drink," or 

"I'm not gonna overeat," or "I'm not gonna clean up to the point that it's just 

immaculate." :And then by the end of the day you start to indulge ... and then you 

always say, "Well you know, I'll just have one," or "I'll do better tomorrow," and 

that's pretty much the way I always did. And there was always tomorrow. 

Stressors and negative feelings were major reasons to start drinking. The women 

. cited "pressures of everyday" "lack of self worth," "anxiety," "anger," "loneliness," 

"downtime," and "frustration" as triggers for drinking. When the alcohol was re~o~ed, 

the negative feelings remained. When Leah tried to stop drinking, she found herself 

dealing with the same feelings of low self worth she had always had, but no alcohol to 

ameliorate her negative feelings: 

I still felt the same you know? As far as that I wasn't worth a shit, that there· was 

really .. .! had no purpose in life. The feelings of perpetual doom or inevitable 

doom you know? The bottom was gonna fall out sooner or later, it didn't really 

matter what r·9id. Hopelessness, basically just hopelessness. 

When the women were able to stop for a period of time, they would convince 

themselves that they ''deserved" or "could handle" taking "just one drink." Sometimes, 

their ability to stop drinking was an indication to themselves that they really didn't have a 

"problem."· Cindy would try to stop drinking from time to time JJut continue to smoke pot. 

On one such occasion after not drinking for three weeks, Cindy decided that alcohol must 

not be a problem for her: 

I had been dating a guy. My drinking was in excess of his dri~g and we were 

having problems and it was like, "I'll just quit drinking." And I quit drinking for 

about three weeks and it was like, "See, I can do it. That's not a problem." And so 
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I bought a pint and proceeded to get his younger sister ... ! think she was about 16 

and I was 23. And the two of us got drunk. 

The women also tried to slow down their drinking or change their drinking 

patterns without giving up alcohol altogether. Switching to wine coolers, just drinking 

beer, or limiting drinking to only certain days of the week or times of day were examples 

of methods employed, often with disappointing results. Holly ac~owledged the 

pointlessness of such· strategies: 

I'd tell myself I was ... I'd say, "I'm drinking too much, I need to stop. I ain't gonna 

drink liquor, I'll just give up and drink beer." But you know such a thing ... you)ust 

can't do it you know? I was trying to kid myself, and it wasn't working. · 

For women with alcohol and drug addictions, trying to stop the use of one 

substance often resulted in increased use of the other. When Maria tried to stop using 

crack she compensated by drinking 1nore alcohol. Maria explained her rationale: · 

"Sometimes I just got sick of the drugs and I'd just keep a lot of beer in the house. Just 

had to have. more beer cuz to take up the change I was gonna get me a beer." 

For some. of the women, being pregnant provided motivation for them to stop 

drinking and using even when other multiple attempts ]?.ad failed. Pregnancy provided 

these women with a sense of purpose and a tangible ~onnection to another human that 

alleviated the desire for alcohoL As one woman noted, she had no problem abstaining 

from alcohol and cigarettes during her three pregnancies because the thought of her 

carrying a child "overpowered" her need for alcohol and cigarettes. Other women 

identified their pregnancies as a "reason" to not drink. Having a child.was a reason·to 

avoid alcohol and practice healthy behaviors because there was another life to consider 

besides one's own. While these women were able to stop drinking during pregnancy with 

no apparent difficulties, they resumed their alcohol use once their babies were born, or 

breast feeding had been discontinued. · · 
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When asked about the consequences of drinking, one woman pointed to the 

audiotape player and replied, "I don't think you have enough tape on there." When 

discussing the consequences of alcohol use, the theme that emerged was that of loss. The 

women recognized that their alcohol use had caused them to lose a great deal in their 

lives. Relationships were lost or strained and losses to personal stability, physical, · 

emotional, and spiritual health were inc~ed. Losses occurred particularly as the 

drinking increased and became more problematic. ' 

Loss of Relationships 

The women cited numerous examples of how their drinking and drug use had 

affected their relationships with signific~nt people iri their lives. A source of regret and 

guilt was the acknowledgment made by all of them that while drinking, such 

consequences had mattered little. For the women who are mothers, the effects of their 

drinking on their children became a major source of guilt and emotional pain. The ; 

women believed that their substance abuse severely handicapped their ability to provide 

proper and consistent ·parental support and attention to their children. Holly shared how 

her substance abuse affected her nine year old son, who has been diagnosed with 

attention deficit and :hyperactivity disorder: "I was unpredictable·. My moods were ever 

changing. The poor child, he never knew which motb.er he was coming home to. He was 

like a unsuspecting animal, 'now what is she gonna be like?"' 

Susanna actually did lose custody of her three children to her ex-husband when 

she relapsed after 115 days of abstinence. Susanna described the loss of her children as 

"devastating." She ren.Uned to outpatient treatment for help. At the time of her initial 

interview for this study, Susanna was involved ~nan appeal for the custody of her 

children which was subsequently denied. During the follow up interview, it was 

discovered that Susanna had relapsed on alcohol, had become suicidal, and was 

rehospitalized. 
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Relationships. with spouses, lovers, family members, arid friends also suffered. 

Six women have had divorces, often for reasons related to either their own or their 

spouse's substance abuse. The women who were uninvolved in relationships believed that 

their alcohol dependency prevented them from engaging in healthy, intimate 

relationships. Many became involved with partners who were also substance dependent, 

or were physically or emotionally abl}sive. As one woman noted, "Until I got OK, I 

· couldn't attract somebody that was OK." 

Women in intact relationships have had to deal with the guilt caused by the 

impulsive behaviors associated with their alcohol use. Pam recalled how her substance 

abu~e affected her partner: 

How the man put up with it I'll never know. You know what I mean? I mean, in 

all reality, he's told me that since I've been sober ... he's told me, "Pam, you have 

done things in front of my face that I would have never done behind your back." 

And I told him, " Robert, at that time, I did not care," and I didn'~. · 

For other wom~n, alcohol and drug use resulted in strained relationships and even 

alienation from their families. Lisa spoke of the sadness and guilt she felt as a result of 

her alcohol dependence. She has lost all contact with her family, who live in another 

state, and has been unable to spend holidays and other family gatherings with them foJ 

the past four years. Lisa explained the reasons behind her alienation from her family: 

They've said.that they don't want to have any contact with me and drinking,: and .. I· 

just kind of decided a long time ago, "Well, I guess that'll just never be. That'll 

· just never be then," because I felt pretty hooked on alcohol. 

While she has not had a drink for four months, she has been told by her family to not 

contact them until she has been sober for two years. This is difficult for Lisa, particularly 

during holidays, and she has relied heavily on her boyfriend for support. She continues to 

struggle with feelings of guilt for disappointing and leaving her family. 
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Loss of Personal Stability 

As a result of their substance abuse, the women frequently encountered 

difficulties with their jobs, finances, and the legal system. Half of the women considered 

themselves "functional" at work. Often, co-workers were unaware of their substance 

abuse problems. The other half of the women experienced a number of problems at work, 

including difficulties in performing their duties attributed to frequent hangovers, 

unexcused absences, conflicts with co-workers. and supervisors, and a generally poor 

performance which sometimes resulted in job loss. A few ·women, particularly those 

working in the food service industry, dra$ surreptitiously while on duty. Lee explained 

the numerous difficulties she experienced in maintaining her jobs: 

I missed work a lot, at least once a month. I'd be out because I was too sick to go 

into work. I was late. A lot of times I would not sleep at all and go into work,. still 

pretty tnuch drunk from the night before: 

All of the women experienced fmancial stress related to their alcohol and drug 

habits. For these women, bankruptcy, unemployment, the threat of legal charges and 

even potential homelessness did not deter them from continuing alcohol and drug use. 

Among the participants, single women who were unable to maintain. steady employment 

faced the most difficult financial hardships. Eloise recalled being contacted by her bank 

because she had spent her savings of$5,000.00 during a six week period. She had been 

laid off and had used the money to purchase alcohol and crack. Cindy had been stealing 

money from her parents to support her alcohol and cocaine habits. Her ·parents 

discovered the thefts and took her house key away from her. Cut off from a major source 

of revenue, Cindy considered giving up her apartment and moving into her car rather than 

giving up her alcohol and drug use. Instead, a family intervention provided the impetus 

for her entry into treatment. Lisa described the. situation she faced when she tnoved away 

from her family: "When I first came to Seattle, I was drinking every day for like two 
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years. Just everything was going downhill. I was homeless for a while and drinking on 

the street with other people and trying drugs and stuff." 

Many of the women suffered repercussions from the law as a result of their 

substance abuse, and at least four women have been arrested and/or jailed. These 

experience~ were often the result of driving under the influence or theft. Pam; who· spent 

a night in jail after receiving her second Dill, recalled the embarrassment she felt when a 

police officer who was a customer at the bank where she worked, served her breakfast. A 

few women recalled being released, and even allowed to continue driving after being 

pulled over by the police while driving intoxicated. Maddison shared her story ofbeing 

stopped by the police when she was driving 80 mph in a 45 mph zone: "I've been s~opped 

pretty blitzed. And somehow I took the test.. the 'walkin in a straight line, .touch your 
\ 

nose', and he let me go right back to the party!" 

Loss ofPersonal Health 

Habitual alcohol consumption affected the physical, emotional and spiritual 

health of the women.·While no chronic physical problems related to alcohol use were 

identified by any of the women, all of them reported experiencing hangovers, and many 

reported drinking to .the point of physical illness. A few women consistently became · 

physically ill after drinking. The morning after a night of drinking was frequently a time 

when the women felt at their physical worst. Leah described a typical morning after 

drinking: 

I physically felt like shit the· next day. Like I'd been hit in the head with a 

sledgehammer. My ears would ring real bad. Just horrible, horrible hangovers. 

Absolutely horrible.' I looked bad, ~y eyes always looked bad. I could get the red · 

out but I couldn't get that bleariness to go away .... that glaze. Like in my eyes ... 

they always had that glassy look. You know, how people who abuse alcohol, they 

get like real red through the nose? I could see where without makeup on, I })ad 

broken vessels through my cheeks. And I'm vain, I mean I'll tell you. 
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Many women described themselves as "blackout" drinkers. When women drank 

.to the point of blackout, they had no recollection of what they had done or said during 

those periods of time. Sometimes, they awoke in strange places or with strangers. Often, 

they had no recollection of how they had gotten home the night before or whether or not 

they had even driven their car. The women recalled feeling anxious the next day about 
I 

what may have occurred, or what they might have done while in a blackout. While they 

wondered what had occurred during their blackouts, at the same time, many of them 

preferred not to know. Pam deseribed how she felt after a blackout: 

I would be in major depression. Didn't want anybody to tell me what I'd done 

because everybody would come up and tell me "Well Pam, last night yoll: was 

sittin' around .... drinking, everything. Got up and started dancing, pulled your shirt , 

up." I didn't want to hear it. 

Emotionally, the negative effects or'alcohol were readily identified by the 

women. They believed that their use of alcohol had stunted their emotional growth, and 

that they had lost out on aspects of life' and learning. Eloise shared her perception ofhow 

alcohol use had affected her development into adulthood: 

You lose yourself, you really do. You lose. I missed out on so much, you know? 

Just living. Now I have to, at 45 years old I have to. live life on life's terms. I 

should have a grip on that by now, know what I'm ·sayin? I should have a grip on 

that by now. 

The women described feelings of increased depression, particularly after a night 

of drinking. Over time, the alcohol that had numbed pain, provided an escape, or helped 

tl:i~m to feel better about themselves gradually ceased to produce these desired effects 
• I 

and instead, worsened the negative feelings. The women recalled reaching a point of 

drinking straight into a blackout, with ~o period of feeling good, or feeling anything in 

between. Instead, continued alcohol use· compounded problems and multiplied losses, 
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with no positive gains. Holly shared how the once desired effects of drinking had become 

the source of her problems and unhappiness: 

The problems that I was drinking to escape were just compounded tenfold by 

drinking, you know? It was costing me money for one thing, and I didn't enjoy life 

af all. There were no happy moments, there were no peac·eful, serene moments. 

There just wasn't no such ari.imal. And the drinking just made the loneliness and 

the despair and the discouragement a hundred times worse. And I was probably 

very suicidal and didn't realize it. 

Spiritual losses were described as feelings of chronic emptiness. One woman 

noted," I was just spintually empty and hollow." They described their physical bodies as 

shells with no substance left within. Rosemary recalled losing her sense of spiritual 
f . 

connection in the last year of her drinking: 

I remember going to church and looking, and going to mass and looking at the 

crucifix and asking God with tears in my eyes, "Why have you forsaken me?" 

'Cause I have always been a very God~like, spiritual person. 

Loss of Self-Respect · ·. 

Almost all of the .women experienced episodes of physical, sexual, or emotional 

violence in adulthood that perpetuated their own feelings of low self-worth and 

humiliation. One woman became physically violent after drinking. The rest of the women 

were subjected to violent acts by both known and unknown male perpetrators. Leah 

recalled one episode of violence by her boyfriend which occurred while she was 

drinking: "I had my· eye blacked one time. And I was drunk when this happened because 

that's the only time I could screw my courage up to tell him what an asshole he was, 

.'cause he was real controlling." Eloise recalled physically fighting with her husband after 

he had pointed a gun at her while they were drinking. Some women were victims of 

random acts ofvi9lence by strangers. Lisa shared one of her experiences: 
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A couple of times I've been really, super drunk down in the Pioneer Square area. 

When I first got out here to Seattle, I was raped by someone, I think it was a 

Native-American guy. Right in the alley. That was pretty disgusting. 

The women acknowledged that drinking and using increased their vulnerability to 

· abuse. As Maria noted, "If it weren't for the drinking and the using, I wouldn't have gave 

them a chance to do it." In some cases however, abuse endured after the woman had 

stopped drinking. Cindy shared the following story of an incident that occurred with a 

man she dated after she became sober: 

I got involved· with a guy and it was an ugly situation. I met him at this club, this 

AA club ... he ·was an AA person also. And he ended up starting drinking again 

and it was really unhealthy. We met and we dated for a while and then he started 

drinking. I got pregnant. He assaulted ll).e when he was drunk ... sexually assaulted 

tne. So I just washed my hands of him, had the pregnancy terminated and. he 

cleaned up his act and we got back together again. And he quit his ... he lost his 

job and went back to school and moved in with me, and I was supporting both of 

us when I could barely support myself. Got myself into debt, and once he r~alized 

I was bled dry, he left and after that it was like "I've had enough of AA". 

Purposeful Compensation 

The third domain: Purposeful Compensation includes the categories of: (a) 

Burning up and crashing; (b) Discerning support; (c) Accepting the framework of 

disease; (d) Managing unworthiness; and (e) Moving towards new relational patterns. 

Within this domain, the women began to re-evaluate their lives, and the losse& they had 

experienced secondacy to their alcohol use. This period of re-evaluation occurred after 

each woman had reached a point which the compensatory mechanisms of alcohol and 

drug use failed to provide them with relief from feelings of depression and inadequacy 

and in fact, exacerbated these feelings. Unlike past solo attempts to stop drinking, each 
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woman elicited help through participation in treatment, attendance at AA and supportive 

partners, family members and friends. 

Burning Up and Crashing 

"Burning up and crashing" was a term coined by one of the women to describe a 

point she rea~hed during her drinking, in which her life was no longer tolerable. She 

described what "burning up and crashing" meant for her: 

It's when I reach, I guess what they say in AA is just reaching a bottom. But it was 

like to me that was like a spiritual death. My soul was just disintegrating, every 

part of me. I just really felt like I could not go on living. And. I don't know.what it 

took to get me· to call for help~ I still don't understand what that was all about 

because I was in .... it was despair. Despair. The darkest, blackest, saddest part of 

my life. 

For each woman, "burning up and crashing" was a unique experience, influenced 

by different factors and life circumstances~ and precipitated by differe~t events. Some 

women reached a point of total despair and even suicidal ideation. For other women, a 

particular incident provided the impetus for the "bum and crash." The commonality in 

each story was that burning up and crashing culminated in a decision by each wom'an to 

stop drinking. This occurred because the woman had somehow reached a point of 

desperation in which she internally perceived a need :to change. I<atherine described this 

process best in saying, "I was at my worst and I saw a little piece of light outside my 

grave." 

For some women, "burning up and crashing" would occur more than once, or 

even several times. The women would enter treatment or attend AA, stop drinking for a 

period of time, and then drink or use again. Previous experiences with abstinence, 

treatment or AA provided impetus for the woman to again seek help after sh~ had 

relapsed. Holly came to her decision to· stop drinking while she was living with a man 

who continually pointed out her drinking problem while denying his own .. Although 



initially angered by his comment~, she explained how the situation prompted her to 

evaluate herself, and find her own reasons to quit: 
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But he just, he kept on and on and I kept thinking, "Damn, he's right. This was out 

of control. I don't even know who I am anymore and I sure as hell don't like who I 

am." And it was for me that I quit. It was somewhere along the line, God gave me 

enough sense to dig deep and realize that no matter how much I had been 

degraded in my mind, how much I had been convinced I was crazy, ugly, fat You 

know, we went through the whole playlist of defects, you know? And somewhere 

along the line I realized there was still something in there ... there had to be. God 

had kept me alive this long and I survived four overdoses. 

· Rather than taking a drink, Holly called a friend who took her to an AA meeting later that 

morning. For Holly, however, "burning up and crashing" would occur again when she 

began to abuse pain medications that were prescribed after her surgery. Looking back on 

her relapse, Holly noted: 

Being sober for a while gave me a bit of a foundation to go by. 'Cause I told 

myself, "Well, I quit drinking to get away from this kind of behavior and all I'm 

doing is the same thing witho.ut drinking.'' So it ·1nade me look at what was going 

on. It made me check myself into rehab and get the help that I needed. 

Leah relapsed on drugs and alcohol after a six month period of not drinking and 

using, and attending AA meetings. For Leah, "burning up and crashing" was the 

culmination of a five month downw~rd spiral in which she became desperate to the point 

of considering suicide. Leah shared her memories of suicidal thoughts: 

You know, I'm an organ donor and I was thinking that if I had any organs that 

were decent, I was gonna drive myself to the hospital. All I needed was a gun, I 

had everything else. I had the cell-phone. I was gonna call from the emergency 

room parking lot and tell them that I was out in the parking lot. I was blowing my 

brains out, and. to come and get my ... my body while my organs were still fresh, 
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and maybe someone could .. benefit, you know, from what I hadn't destroyed from 

my alcohol use. 

During this time, Leah was receiving calls from women she had met in AA, who were 

concerned about her. These calls helped her to re-evaluate her thoughts of suicide and 

motivated her to return to AA once again. Leah explained her newfound 1notivation: "I 

swallowed iny pride and r~alized that I don't know ho'Y to live sober, that there are 

people who do, and I needed to follow the example that they set for me." 

Discerning Support 

Prior to "burning up and crashing," all of the women had tried to stop drinking 

and using drugs on their own. Such efforts entailed using "will power" to stop "cold 

turkey," or changing one's patterns ~f consumption. During these times, the women 

elicited little outside support aside from telling a few significant people about their 

intentions to not drink and use. In contrast, when the women "burned and crashed" they 

accessed support outside of family and friends. Support occurred in the contexts of 

treatment programs, twelve-step groups such as AA, and supportive networks such·as 

partners, family members and colleagues. 

Treatment experiences: Benefits and Barriers 

Prior to the first interview, all of the women had participated in at least one type 

of treatment modality related to substance abuse including professional inpatient and 

outpatient treatment and participation in twe.lve-step groups such as AA and NA. Two 

women, including the non-alcohol dependent woman, had attended Al-Anon, a group for 

the family members and friends of substance dependent individuals~· Table 4 lists the 
~ 

types of treatment and the number of women who have ever participated in each. · 

At the time of the initial interview, eleven women were participating in some 

type of treatment and/ or support group in which their substance abuse was being 

addressed. Table 5 displays the types of treatment modalities and t~e number of women 

participating at the time of the initial interview. 
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Table 4. Treatment Modalities and Total Number of Participants 

Participants (N = 14) 

Treatment Modality Number ofParticipants 

Inpatient substance abuse treatment 4 

Residential substance abuse treatment 2 

Intensive outpatient: Substance abuse 3 

Twe1ve-step Support Group 14 

Outpatient therapy 2 

Intensive outpatient therapy 1 

Non twelve-step support group: 1 

Table 5. Treatment Modalities and Number ofCurrent Participants. 

Participants (N = 11) 

Treatment Modality Number of Participants at Initial Interview 

Residential substance abuse treatment 2 

Intensive substance a}?use treatment 1 

Alcoholics Anonymous 9 

Outpatient therapy 3 

No treatment 3 

Benefits. The women described ways that participation in professional treatment 

and self-help groups had helped them to not drink or use. The most consistently 



identified benefits were those that encouraged connection with others, self-awareness, 

empathy and respect. 
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Opportunities to be with people, particularly other women, who shared similar 

problems was consistently identifie~ by women across all treatment modalities. Being 

able to relate to and~identify with others gave the women a sense of belonging and the 

comfort of fitting in with a group. Katherine had participated in both intensive outpatient 

and NA and AA. She recalled how she felt when.she first began treatment: 

I knew I belonged the minute I walked into the place. It was the same feeling that 

I had first time I started drinking and _drugging ... "I belong". These people are 

gonna accept ine just the way I am. When I walked in that room I ·knew I was 

home. 

Being invo~ved in tre~tment groups and self-help groups provided many of the 

women with a sense of kinship, mutual reciprocity and understanding with the other 

participants that compensated for their feelings of depression, isolation and inadequacy. 

Such groups were safe places to share feelings, ask questions and request support, with 

little fear of rejection. When women were in contact with other women who had al~ohol 

or drug proble1ns, they realized they were not alone in their struggles, and that others had 

been through similar problems and experiences. By relating to other people, the women 

felt validation for their personal experiences, and a decreased sense of isolation. Cindy 

recalled the positive reaction she had at her first women's AA. meeting: 

It was a Saturday and we went to this women's meeting and it was a hall, a AA 

type of hall. And they had a kitchen, a pool table, a big meeting room. And we 

went there and it was like the coolest.thing in the life. You know, here's this room 

full of women and it must have peen about 50 women there and I just loved it. It 

was really neat. These women were telling stories that were similar to my own 

and it was like, "oh my gosh". 
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For Rosemary, the sense ofkinship and community that she shared with the other 

women at an inpatient treatment facility provided her a safe environment_ in which she 

was able to lower her defenses and acknowledge her problems. Rosemary·explainedhow 

the understanding and validation that she found in this enyironment affected her: 

And we had women's meetings where just the women got t~gether in the 

community. That community, I think ... that is what was so necessary for me .. is 

that body. To be involved in a group like that. I had never done that really, where 

you were just stripped essentially. I was able to tear down to the very core of my 

being and build up again, and I believe one of the reasons I could do that :is that I 

·was with women who understood what that meant. 

Another benefit consistently identified by the women who had participated in an 

inpatient or residential treatment program was the opportunity to focus on themselves 

rather than their other problems and responsibilities. Highly structured progra1ns replaced 

drinking and using behaviors with a full, daily itinerary of group sessions, individual 

sessions, twe~ve-step meetings, and periods for indi.vidual reflection and meditation. 

Getting away from day to day.life afforded these women the opportunity to put their 

other roles as spouses, partners, mothers, daughters, sisters, caretakers and employees 

aside. Relieved of the expectati~ns imposed by these other roles, the women were forced 

to shift their focus onto themselves and examine their lives. Eloise explained how the 

structured environment of residential treatment was helpful for her: 

Here I am at 45 years old and the only thing I need to think about is "what's.the 

temperature gonna be in my bath, and what nighty I'm g9nna put on." That was, 

that was all the thought that I had, because that's the way that they had structured 

this, to just focus on me, on recovery. And it was good for me, it worked for me. 

The isolation from the outside 'Y"orld provided by ''being away" sometimes made 

it difficult for the women to return home. As discharge time approached, the women felt 

"anxious" and "vulnerable." They questioned their ability to succeed without the 
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constraints imposed by the external structures of the program. One woman "bargained" to 

stay longer in inpatient treatment because she felt ambivalent and anxious about 

returning home to her family. Holly expressed her views on the difficulties of returning 

home after the insulation of the treatment environment: 

You sit in there and you're kinda cocooned and you can focus on everything you 

need to stay sober and stay clean. But then when you go home, you gotta deal 

with all of that too. I still have to deal with Andrew [son]. I still have to get·hitn 

~essed for bed, I still have to feed him somehow, some w~y, aqd take care of 

myself. And of course day to day living continues on. When you're inpatient, all 

of that stuff is kinda left outside, at the door. And you don't pick it back up for 

two weeks you know? 

For women who had participated in professional treatment programs or 

outpatient therapy, having counselors who treated the women respectfully, and who 

validated and understood the women's proble1ns was·identiij.ed as important. The women 

valued professional relationships with counselors that were, to some extent, mutually 

reciprocal rather than hierarchical. Counselors who were able to show their "human 
\.., 

side," but were also "direct," "straightforward," "not wishy-washy," and able to 

therapeutically confront the women were cited as most helpful during treatment. 

Having counselors who had alcohol or drug problems was also identified as 

important. The women found it difficult to relate to counselors who were not alcohol or 

drug addicted and thus, had not "been there." Holly shared one experience she had in an 

intensive outpatient program: 

The treatment center I was in had good female counselors. There was only one 

male. They were ex-junkies and being able to talk to them and know that they ha~ 

been there, I think, was the best thing. The one nurse that was there that wasn't 

ever addicted or ever drank alcohol or anything ... we all saw her as 

condescending 'cause she couldn't identify with us. Her whole idea of "to use" was 
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based on the Hershey's Kiss bag, and even while I love chocolate, I couldn't see 

that that had a damn thing to do with my problem ·which was drinking and drugs. 

So I think that in treatment programs, the ones that can best help you are the ones 

who have been there, and done that, and come out of it. . 

Barriers. In their efforts to access support, some women encountered barriers 

which impeded their search for the proper treatment :and support that they needed. "Short 

stays," "people abusing the system," "decreased funds," "lack of support for single women 

with kids," are examples of barriers that the women identified. 

The women expressed concern and frustration regarding the continuing trend of 

shortened lengths of stay for treatment. As one woman observed: 

It used to be a _40 day program, they said. And then they cut it qown to 28 days. 

And now, when I was there, it was cut down to 14 days. And now I hear it's cut 

down to 7 to 10 days. And that's because people·abuse the program and so funds 

are taken away from it. 

Several women questioned whether they could benefit from such abbreviated 

inpatient programs. As Maria pointed out, "What's the use in people tryin' to get help 

when all you're gonna do is detox them a while and send them back out?" A few women 

had heard the treatment staff attribute these program cuts to addicts who abused the 

system via multiple readmissions. These women internalized these views, expressing 

little empathy for other women who were in and out of inpatient treatment. Many 

expressed the need for more treatment tim<:?, and in some cases, interventions by the 

government to prevent chronic recidivism and other abuses they perceived as occurring 

within the system. 

Another barrier identified w~s the lack of money or insurance to pay for the 

necessary treatment. While all of the women had geographic access to treatment 

facilities, the lack of insurance or adequate funds presented impediments for some. This 

b_arrier delayed, and in some cases, prevented the woman's access to treatment. Eloise 
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shared the difficulties and frustrations she experienced when she tried to access help at a 

local hospital: 

When I first seeked help, I went to Charter, and Charter had me wrapped up in a 

red tape system that I really could not. .. did not understand because that TV 

commercial said seek Charter or seek help somewhere else, and I seeked Charter 

and I rolled around in the red tape for ... God for two weeks ... in my addiction. 

Trying to stop ... can't stop on my own. 

Eloise then tried getting help at a community mental health center, where she faced 

additional delays. She explained: 

I went to the community mental health center and I think I was wrapped up with 

them for about three appointments and for ·sotne reason though, I never could 

hook up with anybody. When I got there, something always happened and they . 

canceled and rescheduled and canceled and rescheduled. 

Some women resorted to desperate measures in order to get help. On the day of 

her third canceled appointment at the community mental health center, Eloise 

commented to the clinic staff that rather than rescheduling her for a fourth time, they 

might as well "call the undertaker." Eloise recalled that while she was not suicidal at that 
I • 

point in time, she was feeling hopeless about ever receiving any help from anybody. 

Alarmed that Eloise might do something to harm herself, the staff at the clinic made 

arrangements for her to be admitted for inpatient detoxification that day. Maria recounted 

how in desperation, she found herself pleading for help at a local emergency room: 

I told this girl that I needed help and she took me down to the emergency room 

part and they say I couldn't stay there cuz I didn't have insurance and I just begged _ 

them, "Please, just don't send me back out there", because I was, I was about to 

die. 

The process of getting help was described by some women as a humiliating 

experience in which they felt unfavorably judged by the professionals who were there to 
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help them. One woman recalled the sense of shame that she felt when she was in the 

emergency department of a nearby hospital and a physician that she knew saw her there 

and shook his head in disgust. Taylor described feeling angry, frustrated, and personally 

insulted after she requested an appointment to be seen at a nearby treatment center. She 

recalled her initial meeting with the center's financial counselor: 

She said, "Yeah, you need some help." She said, "You know, I definitely see how 

you can use some help with this, but we really can't help you because you don't 

have insurance and you don't have the money for the treatment." And then she 

said ... and this pissed me off when I thought about it later ... I was still in shock 

right then. She said "Well you know, you're still young enough to make something 

of yourself," with the assumption that I was just some waste product in the· 

community. It was . .it was a judgment that I thought was not a good thing. 

Having children to take care of proved ~o.be anoth~r barri~r which some women 

had to face. In order to participate in residential treatment, Maria was forced tQ sign over 

the custody of her children to the state which then awarded her mother temporary 

custody. For other women, the responsibilities of caring for children made it difficult for 

them to be able to participate in recommended treatment and support groups. Susanna 

described some of the difficulties she faced in attending AA meetings: 

If you're going to make 90 meetings in 90 days, you have those children to care 

for: It's not just the hour you're at the meeting, but half an hour before and half an 

hour after. And most alcoholic women who are just getting into treatment that I 

have met and myself included, are really not in a good fmancial position. 

Certainly can't call a baby-sitter to come and watch the kids while they get to 

treatment. 

Evaluating Supportive Networks 

The women used statements such as "feeling accepted," "being there," "not 

looked down on," and "proud of me" to describe how they defined support.· The most 
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frequently identified support systems were family, partners, work colleagues, and 

participation in Alcoholics Ano~ymous. While all of the women confirmed the existence 

of some type of support system in their lives, the extent and nature of each woman's 

network varied. 

Unfortunately, the women acknowledged that supportive individuals could also 

be sources of stress and strain in their lives. This was particularly true for those women 

with partners or family members who habitually drank alcohol. For these women, · 

maintaining relationships with individuals who continued to dririk presented constant 

challenges to therr own identities as non-drinking alcoholics. Some women described 

strained or even estranged relationships with parents and other family members. Such 

relationships were a source of pain and guilt and left the women with the perception of 

something missing from their lives. 

Family. Having the support of parents, siblings, and children conveyed a sense of 

acceptance and approval that was deemed as very important. As Maria ·proudly noted, 

" My mother ... my whole family. They proud of me." Living parents who did not have a 

problem with substance abuse, or had overcome their own past substance abuse problems 

were often identified !as a significant part of the support network. In all cases, when a 

parent was identified as supportive, it was the woman's mother. This trend may have been 

impacted by the fact that at ~he time of data collection, living mothers outnumbered 

living fathers (9 : 6), and non-alcohol dependent and ·non-drinking mothers outnutnbered 

fathers (8: 4). 

Women felt supported in their efforts to not drink and use when family members 

took an active inter~st and participated in their rec~very. Susanna's mother had attended 

AA. and had gone to one therapist appointment with her. Susanna regarded her mother as 

one of the most supportive individuals in her life. As for her siblings, Susanna 

commented, "The. rest of my family, I don't think, quite know how to. deal with it, so 

they ... they're not distant but they don't take an active interest in it." 

) 
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Women with teenage or young adult offspring found that being able to talk 

honestly with their children about their substance use provided an important means of 

support that enriched the r~lationship. For Eloise, having the support ofher 21 year old 

son was a source of major comfort and relief: 

I've talked with him. He's come and visit me in the recovery house and we talk 

about it, and urn, I've asked him to ... if he need to seek help on base, you know? 

Things he may not be able to tell me. I'm like·, "Well, what do you feel like when 

you go back home? That people are watching you? People are talking'?" He said, 

"I don't care nuthin' about them." He said, "I know what you've done for people." 

For other women, contact with living parents 'or other family members continued 

to be sporadic and strained, particularly if those individuals were abusing alcohol and 

other drugs. The women described strategies they employed that did not ~ompromise . 

their own recovery, but still maintained some semblance of a connection. For some 

women, geographic distance provided a natural buffer which limited the frequency of 

face to face contact. For women with nearby_ famil>', limited visits maintained a degree of 

connection without the stressors of prolonged contact. Holly's alcohol dependent mother 

lives in a nearby town. For Holly, limi~ng the time that she spends with her mother helps 

her to keep her own recovery in focus: Holly explained the nature of her relationship with 

her mother: 

You know how sisters will rival with each other, and that's sort of like the 

relationship that she feels like we have. And when we didn't have that kind .of 

relationship than I had to be the mother because sqe was still too much of a child 

herself to be a mother. 

Some women·had very limited or no connection with other farhily members. 

Usually, such estrangement's resulted from the woman's decision to "cut-off' contact with 

an actively drinking family member. A few women recalled cut-offs that were initiated 

by their families.due to the woman's substance use. In all cases the women felt conflicted 
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by severed connections with family members and wished that things could be different. 

One woman described her decision to not have contact with her alcohol dependent 

brother: 

He calls me on the phone only when he's drinkin' and I have.to write him these ten 

page letters and tell him, "Mike please, you know, just give me enough respect to 

call me sober;" You know, and they won't. They won't call me sober. 

Partners. At the ~ime of data collection, eightwomen were married or involved in . 

relationships. All buttwo of the women's partners drank alcohol or were alcohol, 

dependent. When asked if their current partners were supportive of their recovery efforts, 

only one woman considered her partner as unsupportive. Maddison explained her 

partner's attitude.towards her recovery efforts: "I think maybe she's a little selfish. She's 

not really supportive, she just acknowledges thefacts ... and data. 'Oh, so you haven't 

drank in ... had a drink, well good'. That's it. She's gonna drink whether I'm drinking or 

not." 

While most of the women found their partners to:be· at least somewhat supportive 

of their recovery efforts, the partner's continued use ~f alcohol did present challenges to 

the won;ten. Cindy has alcohol available in her home for when her boyfriend comes over. 

Having the alcohol in the house does not particularly bother her but she is very aware of 

times when her boyfriend has been drinking. Cindy's ambivalence regarding being With 

her boyfriend when he is drinking is conveyed in this statement, "I don't. .not that I mind 

being around him when he's been drinkit;1g. I prefer not to. It's not that it bothers me. It's 

just that.:.Ijust as soon not be." Connolly summarized the difficulties that she has · 

experienced living with a partner who drinks: 

Husband is ... he's great. Well you know he can be the worst scenario too. I mean 

if I say, "Listen Lee, I wanna be real careful. I don't wanna have it in the 

refrigerator or whatever." But I tend to have to remind him, "You know Lee, I'd 

do better if. .. you know, if you're gonna drink, make sure it's beer and let's don't 
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.keep it in the refrigerator 'cause I'm just feeling .. " Yesterday, which was really a 

bad afternoon f(>r. me, I felt. .I don't wanna even be around it period. 

The women e1nployed different strategies in order to maintain both their 

relationships with their partners and their own recovery efforts. Susanna occasionally cut 

off contact with a man she dated who she described as a "binge drinker" be.cause she 

believed that his drinking threatened her own efforts ·to abstain. Pam noted that alcohol 

. "is always in the ho11se".because her husband drinks beer-on a daily basis. For Pam, 

drinking non-alcohol beer is a way of still being able· to socialize with her husband:and 

other people. She recalled a conflict with her husband when they attended a Christmas 

party where Pam had isolated herself away from the others who were drinking, "I took 

my white chip which I still have in my pocketbook and I held onto that all night long. My 

husband was so mad at me because he drank you know, because it was open bar and 

everything." 

Work colleagues. Many women identified colleagues at work as being veiy 

supportive. In some cases, work colleagues provided more support. than family members 

or partners, and helped the women to access treatment, or provided emotional support to 

the women while they were in treatment. Katherine recalled how appreciative she was of 

the gestures of support she received at work. She related what one manager said to her 

when he found out she was in treatment for her drinking and drug problem: 

And he came to me in the kitchen at the station and in his very short way of 

saying, said, "I know what you're doing· and I just wanted to tell you· it takes a lot 

ofballs to do what you're doing, and I'm proud of you." And that's about the 

extent of it, but I know that took a lot for him to say. 

Taylor created her own support network by hiring a woman she met in AA to 

work for her own company. She explained how she found comfort in having another 

woman in recovery working close by: "So now she's working for my company full time 
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and she's right in the office next to me. I mean, I can open the door and we can see each · 

other." 

Participation in Alcoholics Anonymous. At some point, all of the women in the 

study had been exposed to the twelve-step model of self~help support groups via AA., 

Narcotics Anonymous, orAl-Anon. Regardless of the. frequency of participation, 

attendance at AA. greatly influenced most of the women in the study. Frequently, their 

stories were peppered with AA lingo, such as "sick and tired of being sick and tired," 

"higher power," "hitting a bottom," "earth people," "one drink away from a drunk,'l.and 

"clean and sober," 

At the time of the first interview, nine women were attending AA and regarded 

their participation in. the program as vital means of support. For these ·women, the • 

structure of AA provided a sense of stability and foundation they had perceived as 

lacking in their lives. It was a relationship that helped to compensate for the loss of 

alcohol and drugs. 

Frequency of attendance at AA varied among the participants. Women with 

shorter lengths of abstinence attended more meetings and tended to adhere very ·closely 

to the program, bot~ of which are strongly encouraged and reinforced by such AA 

slogans as "90 meetings in 90 days," and "meeting makers make it." The women 

perceived an inverse relationship between AA participation and relapse. They recognized 

that decreased attendance at AA increased chances of a relapse occurring. At the initial 

interview, Leah had stopped drinking and using for 13 months. She had attended AA 

prior to that but had relapsed for five 1nonths. Leah explained why she now believed that 

it was important for her to stay "like white on rice" to her twelve step program: 

I feel like there's nothing today that can make me take a drink, but you know, that 

can change in a heartbeat if I get away from other people in recovery. And if I get 

away from ..... for me now .. the fellowship of AA. I mean I have to stay close to it, 
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looking for and more. 
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In contrast, women who had longer. periods of abstinence attended AA on a more 

sporadic basis. Rather than adhering rigidly to all components of the program, these 

women tended to pick and choose the aspects of the AA program that worked best for 

them. As one woman who stopped drinking nine years ago pointed out: 

And you know there are some things about twelve step programs that I don't like 

either, but I don't have to like it, and I don't have to take it, and I don't have to use 

that. I can go and get out of it what I need and everybody else gets out of it what 

they need. 

Katherine has not had a drink or used drugs for over 13 years. Over time she has 

decreased the number of AA meetings that she attends. She explained her reasons for this 

decrease in attendance: 

It's hard to believe that I don't go to very many meetings anymore. I guess ... just, 

I've been sober quite a while now and circumstances in my life right now don't 

make it as co~venient to get to a meet~g every other day like I used to. 

Often, the knowledge that AA is "always there1' and that there is always the option of 

attending more meetings if needed, is a source of support in itself~ particularly during 

times of increased stress. By the second interview, Katherine, who had been struggling 

with increased depression, had started attending more meetings. 

The women identified the three main components of AA including attending 

meetings, haVing a sponsor, and developing a spiritual program as he~pful to their 

recovery. Participating in meetings provided a context for meeting and socializing with 

others who did not drink or use. It was helpful for the women "to surround" themselves 

with o~her people in recovery. Eloise described this transition from the social world of 

~nking and drugging to the social world of recovery: 
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When I was drinking and using doing drugs, I was around people that drank and 

used drugs. I do that no more. So .now I need to be around people that do the same 

thing that I do, and that's try to stay sober on a daily basis. 

A particular benefit cited by the women was the opportunity in the meetings to 

find "a common ground" with others who shared similar problems and had weathered 

similar ordeals. Rosemary noted, "I used to think that shit only happened to me. But it 

happens to everybody. This is just living life. I mean, there are ups and dowp.s and you 

don't have to diink ·over it." Hearing other people's stories instilled hope and decreased 

feelings of isolation. When asked what she found most helpful to her in not drinkirig and 

drugging, Maria responded: 

The things that's goin' on with me now; Bein'·here inTecovery house, learnin' how 

the stuff can damage your body, and goin' to the meetings and listening to other 

people's story, Knowin' I'm not alone with this because some of them have been 

through a whole lot,. probably worser than I done been through. So I know I have 

a chance in life now. 

Developing relationships with sponsors and others in the programs·provided a 

great deal of support; especial~y during difficult times. Leah expressed her appreciation 

for the support she received from her spoJ;lSor and other women in her AA group: 

It's really·wild how it seems like without me even having to .say something, they · 

seem to know intuitively. Like when I need a· little encouragement or "you know, 

its gonna be okay", or they'll just pick up the phone and call me and say, you 

know, "Just hang in there, you're doing great. This too shall pass", or so1nething 

like that.. 

For several women, developing a spiritual program was a source of comfort, 

hope, and something that had been missing from their lives. For the women, AA's focus 

on a spirituality provided a foundation; an inner strength deemed necessary to deal 'with 

the problems of everyday .life, such as loss and disappointment. A spiritual focus 
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provided a sense ofrelationa1 stability that for most women, had always been lacking. 

The need to conceptualize the existence of something "greater than yourself' to fall back 

on was a compensatory strategy deemed essential for recovery. As one woman 

commented: 

I was in a meeting last night. It was real interesting 'cause the comment was 

made. If .. .ifwe didn't have some spirituality, if we didn't have some·element of a 

higher being, we would make one up, which, as far as I'm concerned, maybe we 

have, you know, as a species we need that, and somehow, you know, its 

important. 

Unlike relationships with other people, a spiritual connection was a relationship totally . 

within the woman's control It was something that would always be there as a source of 

stability and compensation. Taylor described how her own spirituality has provided her 

with a sense of foundation, and the power to cope with voids in her life without resorting 

to ~lcohol and other drugs: 

· · I guess the bottom line for me is if I have a faith in something, higher power, you 

know, God ... whatever, thenihave a relationship that never' changes. You know, 

people come, people go, people leave. People do what they wanna do. People 

disappoint you. People piss you off You know, all this stuff. That people come 

and go in and out of my life all the time. Some of them, I'm ready to have them go 

and some of them I'm not. Those are the ones that you know, hurt. But with a 

spiritual beljef, then through everything, I will be OK. 

While ~he majority of women had positive experiences in AA, a few women 

voiced criticisms, and in some cases had stopped attending. In AA, the importance of 

being honest and sharing with others is heavily emphasized. However for women who 

did not "work ~he program" as specified by the twelve steps and traditions, sharing·was 

difficult and uncomfortable. At the first interview, Connolly had decided to try moderate 

drinking versus complete abstinence. Because Connolly was still drinking alcohol, she 
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explained: 
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When I go to AA, I go there to listen to what happens in the group, share ":'hat 

happens in the group. Maybe go outside with somebody tO'Slnoke a cigarette and 

converse, but never really go into what I'm doing presently. 

Some women stopped attending AA due to negative experiences they had at 

meetings such as meeting "hypocritical people," or receiving unwanted attention from 

other group members. Lisa stopped attending meetings after being continuously "hit on" 

by a man considered to be a "guru" in the local AA community. Lisa recalled: "He's like 

trying to .come over to my apartment and stuff. I had told him that I have a boyfriend, and 

plus, I'm not looking for a guy at any AA anyway. It's just like ... just got to be like 

harassment." Consequently, aside from her partner, Lisa has few support systems. 

Some of the women participating in AA voiced other concerns about coed. · 

meetings. Often, they found it difficult to talk about the issues that were pertinent to 

women, such as sexuality; abuse, and violence because these were topics that the men did 

not want to discuss. Others just felt that a woman's perspective c~rried l~ttle value in the 

coed meetings. Holly' noted, "It just seems to me like the man's point of view on drinking 

is more important. It's almost like we're not people." To back up her point, Holly 

described a game played in AA called "passing the hat": 

Rather than trying to wait on someone to share, they'll call on someone and after 

that person -finishes sharing, then they call on someone else. And if a man's 

. .chairing the meeting, then a man's gonna call on a man for their point of view and 

it will go on like that the whole meeting. 

Accepting the Framework of Disease 

All of the women expressed .the belief that their alcohol dependence was a 

genetically predisposed trait; a disease called "alcoholism." Some women had reached 

this beliefby reading· about research on alcohoi dependence. One wotnan commented, "I 
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think they have discovered chetnical differences in the brain, so what's that about if that's 

not heredity?" Others based their beliefs on their own families, or the families of other 

alcohol dependent people they knew. As another woman noted: "If it's not hereditary, it 

sure is odd to me that it ~s in families." Women who were raised by an alcohol 

dependent parent were, as one woman coined lt, "double whammied" by both genetic and 

environmental factors that predisposed them to alcohol dependence. Sus3:nna offer~d this 

explanation: 

Well, from what I've learned, I believe that alcoholism is a genetic disease. That 

it's defmitely a disease, not a learned behavior. I think the propensity to drhik for 

alcoholics coming up in a alcoholic household is much greater, because they see 

it and perceive it as normal. 

Viewing. alcohol dependence as a disease provided .a framework that helped the 

women to better understand and cope with their · relationships with alcohol: The cultural 

world of the drinking alcoholic who used alcohol to compensate for things not right in 

her life was replaced by the cultural world of the non-dririking alc<;>holic who regained 

control by employing deliberate compensatory strategies. Women who were able to 

~ompensate the loss of alcohol via the assimilation of this "non-drinking alcoholic" 

identity were less likely to relapse. This cultural transition varied for each woman, was 

typically punctuated by relapses and returns to former behavioral patterns, but generally 

entailed the processes of: (a) letting go of alcohol; and (b) implementing alternative 

coping mechanisms. Leah shared what she has learned about her own relationship with 

alcohol from her previous relapses: .. 

I've come to a point where I just know that I'm never gonna be able to drink in a 

controlled manner. You know I might for the first week or two, but I've already 

proven to myself this last time, that I'm not a ·successful drinker, that I can't' 

control it. It controls me, and I think I finally came to a point to where I know 

that's how it's always gonna be. 
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Letting Go of Alcohol 

·Letting go of alcohol meant letting go of a long term relationship that had become 

an integral part of life. Cindy verbalized a sentiment expressed by many of the women in 

saying, "I couldn't imagine my life continuing without alcohol or drugs:" In letting go of 

alcohol and drugs, the wotnen were relinquishing their primary compensatory mechanism 

for dealing with negative feelings, and life in general. Leah articulated how she used 

alcohol: "That was how I always sort of coped with things, you know ... stuffed or kind of 

blocked things out was to get drunk or to use." 

Letting go of alcohol meant acknowledging that drinking was a compensatory 

mechanism that yielded negative consequences. For many women, this acknowledgment 

continues to be a source of internal conflict. Statements such as "I wish I could be a 

social drinker," "I wish they could fix it," "I wish there was a pill that would let me drink 

and not get out of control" exemplified the continued wish for some sort of quick fix that 

did not necessitate relinquishing alcohol. One woman described her struggle: "I think that 

might've been a part of what was so hard for me to accept, the fact that I am an alcoholic, 

because I knew that by saying that. .. that was admitting that I couldn't. ... couldn't drink." 

Both the subconscious and conscious struggles to relinquish alcohol were 

evidenced by the women's resistance in changing old patterns of behavior. On a 

subconscious level, many women had drinking and using dreams. On a conscious level, 

some women returned to former drinking environments because th~y missed the 

"excitement," drank non-alcohol beer instead of the "real thing," or relapsed during this 

study. At least four women were known to have relapsed on alcohol or drugs during the 

course of the study after varying periods of abstinence. Six of the women could not be 

contacted for a follow-up interview. Whether or not these women experienced relapse 

cannot be ascertained. 

In AA and other twelve step groups, the phrase: "changing playgrounds and 

changing playmates" is commonly used to emphasize the idea that in order to not drink, it 
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is essential to change old patterns ofbehavior such as acquaintances, belief systems, and 

environments. All of the women gave examples of ways in which they had changed 

behavior patterns, such as "staying out of dangerous places," "not associating with people 

who drink and use," and "having more of a spiritual focus." For many women, changing 

behavior patterns and relinquishing alcohol was and continues to be a difficult process. 

Women who had relapsed attributed their return to alcohol to their failures to change 

certain behavioral patterns, and their need to use alcohol to anesthetize pain, depression, 

or memories of violent victimization. 

Some women, while eliminating their own use of alcohol and drugs, changed 

little else, or returned to former behavioral patterns, often with negative outcomes.· In 

such cases, the women maintained connections with drinking and drugging "buddies," 

dated alcohol dependent men, continued to socialize in bars and other environments 

conducive to alcohol/drug use, and drank non-alcohol beer. · 

The prac~ice of drinking non-alcohol beer was generally frowned upon by the 

women and is a frequent topic of debate at twelve step meetings. As Rosemary pointed 

out: "There's hard-core M says that you shouldn't do that, and then there are other people 

in AA that say that it's fine." The general consensus was summarized by Leah, who 

commented, "Non-alcohol beers are for non-alcoh~lic people." The women used terms 

such as "a tease," "dangerous," and "mental masturbation" to describe the practice of 

drinking non-alcohol beer. They believed that by drillking non-alcohol beer, chances of 

relapse increased. One woman noted that non-alcohol beer does contain alcohol, "If you 

drink six of them it is the same as a beer." A few women however did drink non-alcohol 

beer, and one woman acknowledged having 2-3 non~alcohol beers each day. 

Almost all of the women described having "drinking dreams" and "using dreams." 

Typically, these dreams occurred after cessation of alcohol/ drug use, and decreased in 

frequency over time. A consistent theme in all of the dreams was that of taking a drink or 

using, usually by accident, and wanting to conceal the use from other people. The women . 
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described these dreams as continuous "like watching a movie," and vivid to the point that 

they would awaken upset, believing it really happened. Some women felt hung over 

when they awoke. Drinking and using dreams are not considered an unusual 

phenomenon, and are common topics of discussion at AA meetings. Katherine explained: 

I think when you're first getting sober, it's really scary. And that's usually when it 

comes up in a meeting, is somebody that's fairly new will talk about a dream and 

we have to reassure them "yeah, you know, I still have a dream, years down the 

road I still have a dream from time to time. It's only a dream." 

Some women -recalled that their dreams occurred during stressful tilnes in their 

lives, while for others, the dreams occurred during periods of relative calm. They 

describ((d their dreams as "little nudges," "wake up calls," and reminders about "what can 

happen." The women regarded their dreams as a subconscious manifestation of their 

continued desire to drink. As one woman noted: "It's just lunda maybe ... maybe it's a way 

of getting it in .. .in and out of your system without actually having to take a drink." Holly 

offered this explanation: 

I think it's so .. .I think it's still so deep in us to want to. We loved drinking. I loved 

drinking. If I can do it and be !J.Ormal again, I would, but I can't. And I think it's so 

deep in our psyche that that's what we want to do. That's what we truly enjoy 

doing or we loved doing. And I think it's a healthy way for your love of drinki11g 

to manifest itself, versus a relapse. It beats the.shit out of a relapse. 

Learning to Cope 

For the non-drinking alcohol dependent woman, the desire to have a drink inay 

weaken over time, but never completely disappears. While the women who had most 

recently stopped drinking verbalized the most difficulties with letting go ~f alcohol, 

women with the longest periods of abstinence also acknowledged having occasional 

thoughts and cravings for a drink. Some women continue to struggle with their own 
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self..;identification as an alcoholic, and the .limitations impo~ed by that identification. As 

one woman with over four years of abstinence noted: 

Recently, I just experienced that. . .I don't wannabe an alcoholic. I hate being an 

alcoholic because I have to struggle with this the rest of my life. I mean, and 

that's -~hat it :is. Some days it's a struggle. 

The women identified a number of compensatory strategies that they employed to help 

them to not drink. Strategies that emphasized choice, expression of feelings, staying in 

the present moment, and viewing alcohol dependence as a chronic disease were 

identified as most .helpful in dealing with thoughts and cravings to drink. 

Haying a choice. The women frequently acknowledged their awareness of having 

choices. They recognized that they always had a choice to drink or not to drink, and that 

the decision was within their control. For most women, realization that they had a choice 

did not occur until after they had stopped drinking and using. Prior to stopping, 1he 

women believed themselves to be powerless when it came to controlling their behaviors·. 

Eloise described her transition from powerlessness to increased empowerment: 

Today, I have a choice. When I was back there couple of months ago ... seven, 

eight months ago, I didn't have a choice. The obsession made it so that I didn't 

have a choice. I was obsessed with it and it was just nothing I coUld do. 

Realization of choices enabled the women to· seriously consider the long term 

consequences of short term gratification, as opposed to the short term hardships of 

abstaining from their urges. One woman phrased it, "pay now, or pay later. How m~ch 

credit do you want?" Lisa recalled a time when she had an argument with her boyfriend 

and automatically turned to alcohol to numb her anger: 

And I can remember getting the beer and I remember pouring it into the glass, and 

looking at it, and it just looks gross, and I know how I'm gonna feel in the 

morning. I just don't wanna do it. 
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Taylor shared her rationale for not giving in to her urges on a night when she felt 

lonely in a new city: 

I knew nwnber one, that it wasn't realistic because I couldn't have a drink. A 

drink, and I also .knew that if I drank, I would get drunk. And if I got drunk, I 

might do that for the next ten years. 

Awareness of choice provided the women with a .sense of power over drinking 

and using and going back to their former. patterns versus taking measures to get through 

the difficult moment without falling back on alcohol as compensation. For Maria, the 

sacrifice of all her efforts to become free of alcohol and drugs motivated her to fight her 

short term urges. She explaineq this: 

It's good to know that I have a choice today. I can talk to someone and share with 

other people in the meeting and ... to pick up a drink or drug behind, what good is 

it if I choose to drink or drug? Then I wouldn't be no better than what I was when 

I left from there. 

The women used a variety of different strategies to help them fight their urges 

through their difficult periods and to compensate for the loss of alcohol. The tnost 

commonly identified strategies were those commonly reinforced in twelve-step groups 

and treattnent progratns that subscribe to the disease model of alcohol dependence. 

These included "getting it out," and "staying in the moment." 

Getting it out. "Getting it out" was consistently identified as a healthy alternative 

to drinking and using. The women had used alcohol and drugs to nwnb, escape, or detach 

themselves from disturbing, negative thoughts and feelings. In contrast, the concept of -

"getting it out" involved externalizing and releasing their thoughts and feelings. Cindy 

explained this strategy effectively when she said, "I would say, 'Boy, I sure feel like 

drinking,' and it's just getting it from the inside to the outside makes all the difference in 

the world. I don't keep it bottled up." Katherine recalled .how she would use this strategy, 

in a more subtle manner: 
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I'lltnention it to him [husband], but not going into it, really. I'll just say "be nice 

to have a drink." Well, he knows that I know that I can't. But I think 

acknowledging that to .him might be a part ofjust getting it out. 

Many of the women utilized non-verbal methods of"getting it out," such as 

exercising, joumaling or crying. As Connolly pointed\ o'ut, "It~s always great to see .... how 

you feel being on paper." For Holly, crying allowed her to externalize her feelings after a 

difficult session in day treatment: 

I got real upset one night. I was agitated and, urn, just in general agitated with 

everything. Itnpatient, irritable, discontent, and I went home and was trying to 

pick up things off the floor and I just sat down on the floor and started crying and 

I thought, "Cat?'t take no pills for this. Can't drink. It's not gonna do me any good, 

so I might as well sit down and cry it out". And I cried until I felt better, or at least 

until I got tired of crying and I picked myself up and started going over and 

looking at my fourth step stuff and when I followed that, I felt better. 

Maintaining a present focus. Staying focused.on the present was another strategy 

identified by many of the women. Alcohol and drug use were ways of mentally 

disengaging from t~e present. Conversely, staying in the present entails that one focuses 

on the present day or moment at hand. In AA and other twelve-step groups, popular 

slo~ans such as "one day at a time" and "easy does it" serve to remind members to focus 

on the present rather than worry about the past or the: future, which cannot be actively 

controlled While all of the women alluded to keeping a present focus, the women · 

participating in AA most clearly articulated this strategy. Lee explained how she is able 

to avoid becoming worried about her ability to re1nain alcohol and drug free in the future: 

I still have a very healt~y fear of drinking again. But I don't entertain the thoughts· 

alone because I know that all I have to do is nof drink today. You know, just 

today, and I can do that today. I .. .I did it yesterday and I can do it today. I don't 
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All it is is just a string of todays that ar~ behind me. 
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Framing alcohol dependence as a disease. For other women, framing alcohol 

dependence as a disease, like diabetes or asthma, has helped them to accept their own 

personal limitations and imperfections, and to deal with perceptions of societal stigma. 

Rosemary offered this view of the disease framework: 

From a scientific standpoint, that's easier for me to handle than it is to ... that's 

easier intellectually for me to handle. The fact that I have alcoholism, then 

it would be if there wasn't a genetic, biological, physiological reason I do what I 

do. It's so much easier to rationalize and justify and accept and live with that than · 

it is from something that I'm supposed to be able to control. 

For many women, comparing their disease of alcohol dependency to other chronic 

diseases such· as diabetes or hypertension gave them frame of reference for their own 

personal accountability in staying healthy. ~s many women stated, "It's a choice." To 

cho.ose to drink meant to choose to lose control and "activate" the disease. Eloise 

expressed this idea in her own perspective: 

I can't wake up every morning and just go about living like people ... some people 

do. I have to be conscious .... and it's not a bad thing, I know it's there, I know it's 

there. My disease .. .it's .. .it's just like a cancer. If I had to get up every morning and 

go for a chemotherapy treatment to save my life, I'm· quite sure that I would do it. 

I'm quite sure that anybody else would do it. A person that diabetic, they have to 

get up every morning and take their insulin shot so that their lives can be spared. 
I 

Well, 1ny recovery is just like a diabetic shot. I have to take it everyday, work 

with it, and practice it so that my life can be spared. 



188 

Managing Unworthiness 

At the initial interview, all of the women acknowledged problems with low · 

self-esteem, and 11 women identified the~selves as depressed. Six of the women were 
. ' 

taking prescription antidepressants. Some of the women reported improve1nents in their 

mood and self-concept via statements such as "I think I'm a .lot nicerperson," and "I'm 

beginning to.like myself more." Once the ·women were able to stop drinking or using, 
. . 

they verbalized feeling stronger, and 1nore positive about themselves. However, the 

transition from a "drinking alcoholic" to a "non-drinking alcoholic"· mitigated, but did not 

eliminate feelings of depression, inadequacy and the sense of an internal void. Holly 

shared her perspective Qn her own depression: 

There's always the little girl inside that is never good enough never pretty enough, 

never does enough, never will amount to anything. There's always that, but I'm 

probably stronger mentally than I have been in ages. 

A consistent pattern noted was that the women who identified themselves as 

depressed verbalized having the most difficulty with depression when their relationships 

with partners were unstable. This was true whether the woman was actively drinking or 

had a period of abs~irience. Katherine has dealt with several bouts of depression which 

she traces back to childhood. Katherine recalled her worst depression which occurred 

after a painful break up with a boyfriend five years after she .had stopped drinking and 

using drugs: 

I was almost five years sober and I was either going to drive off the bridge or 

drink and I didn't. .I didn't want to do either one of those things, and the only other 

option was to check into the hospital. And I resisted and resisted. It was the worst 

day of my life when I checked in there. It was the best thing I ever did. 

Pam is taking valium and an antidepressant, both prescribed by different 

physicians. Pam described feelil).g increasingly depressed for several months due to 

tension at home with her husband who had recently started his own business and 
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frequently erupted in anger over work related stressors. As Pa~ recalled, "I'd go· to bed at 

· 5:00 in the afternoon when I'd get home. I'd take a bath, go to bed, and that's just 

depression." Less than a week prior to her initial interview, Pam .had decided to 

temporarily separate from her husband. She and her daughter moved into a separate 

residence. She described increased feelings of depression and was frequently close to 

tears during the interview. Pam described her current situation: "My little girl, she don't 

· understand because I cry and I just can't help it. It's Jt:tst. . .I just get rea1 depressed. I can't 

hardly talk about it now cause I will." By the third interview, Pam had reconciled with 

her husband. She continues to struggle with feelings of depression, and to take 

prescription medications to alleviate these feelings. 

The women saw a relationship between their depression and substance abuse. As 

one woman commented, "They are interactive. One· feeds on the other." Lisa attributed 

her alcohol use to chronic feelings of depression dating back to childhood. She continues 

to struggle with feelings of worthlessness, but has noted a slight improvement in her 

mood and her ~ravings to dri.nk since she has started taking a prescription antidepressant. 

For Katherine, staying aware and vigilant for signs and symptoms of increased depression 

is extremely important, and something that she does oti a daily basis as part of her · 

recovery. When she is fee~ing increasingly depressed, she will "up" her dosage of a 

prescription antidepressant and attend AA more frequently rather than risk relapse.: She 

· shared her rationale: 

I have to deal with this or I could find myself in a situation where I'd want to 

drink. I'm very much aware of how the two instances relate to each other .. .in my 

head. I have to deal with one in order for the other one to be OK. I can't deal with. 

them separately. 

Moving Towards New Relational Patterns 

When the women stopped using alcohol and drugs, they began to re-evaluate their 

views on intimacy, sexuality, other women, and society in general. The ability to do this 
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varied for each of the women. In this study, the women with the longer periods of 

abstinence were more likely to step back from themselves, articulate what they needed to 

do to avoid repeating former relational patterns, and implement these changes in their 

lives. Women with shorter lengths of abstinence struggled in their efforts to not replicate 

old patterns of behavior in their subsequent relationships. 

Intimacy and Sexuality 

At the initial interview, eight women were in committed relationships with 

partners. For six of these women, these relationships Jasted through the duration of this 

study. Two of the women could not be located. All of the women verbalized desires to 

improve their relationships and remain with their partner~, despite any probletns or 

incompatibilities that existed. This was true regardless of the woman's length of 

abstinence. Some women were participating in, or considering couples therapy. Other 

women described trying to be more open with their partners in discussing their feelings. 

Women who were not involved in relationships expressed the desire to find a· 

partner. This was particularly true for women with shorter lengths of abstinence. These 

women struggled between the desire to be part of a relationship, and the awareness: that it 

is sometimes tnore. healthy to spend time alone, focusing on oneself. These women 

continue to look for an external source of stability, and a means of compensating for 
' . . 

what they perceive as lacking within themselves. Maddison who had recently ended a 

relationship is actively looking for a new partner. As.Maddison confided, "I know I 

probably should be looking inside but yeah ... I'm looking for SOmething tO COmplete fie. II 

Leah has .had four brief relationships since she stopped drinking, and has made a decision 

to abstain from relationships for a few months as a means of focusing on herself, and 

gaining an understanding of who she is and what she wants from an intimate relationship. 

Leah ex,plained her ambivalence With her decision to abstain: 
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Cause see, I keep thinking, I'm 35 and I want children and family and all that. 

And I'm not getting any younger here. And I'm not willing to wait for the person 

that God has for me. I keep trying to pick that person myself. 

In contrast, Taylor has not had a drink for alm~st ten years. For Taylor, not being 

in a relationship is a conscious decision that she has made so that she can focus on: 

herself and her own needs rather than becoming enmeshed in another unhealthy 

partnership: 

I believe I can only ;have healthy relationships if I'm healthy. And healthy picks 

.healthy. Sick doesn't pick healthy and healthy doesn't pick sick. So you know, it's 

kind of important for me to get healthy. I think healthy is .. .if my life works 

independent of other people making it or helping it, or me needing other people to 

do it. If I think my life works without other people .. than that's what's healthy. · 

The women found their perspectives changing in regards to intimate relationships 

with partners and their own sexuality. The majority of women had used alcohol and other 

drugs as a means of decreasing sexual inhibitions, emotionally detaching from their 

partners, and even being able to tolerate the sexual act itself. Some women described 

getting more enjoyment out of sexual relationships. Eloise described what has been 

different for her since she stopped drinking and using: 

I thought at one point that I couldn't be sexually motivated unless I had alcohol 

but I was so wrong. I was so, so wrong! 1 mean, all the years I wasted and to find 

out now that it's better without alcohol. · 

Many women· described their sexual relationships as ."getting healthier." They 

found that they were better able to relax and experience orgasm, and be more present 

with their partners. This was particularly true of women who had been sexually or 

physically abused. As Holly explained: "I enjoy sex now and I didn't before. The way I 

feel about it now is .. .I'm not ashamed of it anymore." 
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With continued cessation of alcohol and drug use, the women were able to 

examine their patterns of behavior related to their sexuality. Some women acknowledged 

confusing sexual activity with intimacy. As one wotnan recalled, "What I was looking for 

was the intimacy. Not necessarily the physical part of it, but the feeling of being loved 

and desired and all that." Other wome~·looked back on the frequent, brief encounters 

that they had engaged in while drinking and using, which had usually resulted in 

disappointing outcomes. Katherine described a typical "morning after": "Yeah, and the 

next morning it was over and I couldn't figure out what the problem was. I really didn't 

understand, and if I didn't drink I don't know if I would have done that sort of thing." 

In recovery some women took particular 1neasures to not repeat previous patterns 

of behavior. Katherine shared how she re-enacted the 1oss of.her virginity after ~he 

stopped drinking and·using: 

When I got sober that was the only thing thatl wished I could have done over. 

And getting sober oddly enough, let me do that because . .I mean I couldn't 

physically change, but emotionally I could, and I did. I waited, and I waited until I 

was .in a relationship that I knew was a relationship, and it was comfortable and it 

was discussed, and it was the way it should have been the first time, in the first 

place. And that was a real blessing for me. 

Relating to Society 

Many of the women in all of the geographic locations felt the effects of stigma 

both as women and as women with substance addictions. As Eloise poi~ted out, "You 

really got two strikes against you being a woman and admittedly being an alcoholic or 

drug addict." "Disgrace," "slut," "weak," "looked down upon," and "abhorrent" were just 

some of the words used by the women to describe their perceptions of societal views. As 

one woman remarked, "Good girls don't drink. Good· girls don't show their faces 

alcoholically." 
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Ahnost all of the women expressed the desire that science find conclusive 

evidence that alcohol dependence is a genetically transmissible condition. They believed 

that such empirical support would help to lessen societal stigmas about alcohol 

dependence, and the beliefs held _by others that alcohol dependence is a matter of "moral 

weakness" or "Jack of control." Some of the women believed that the general public was 

dismissive of the idea that alcohol dependence is a disease because a disease implied that 
J . 

the individual was not responsible for their own behaviors. Taylor shared her perceptions: 

For so·ciety at·large, I think that they don't understand twelve-step .. well, they're 

not going to. But I think a lot of them are under the impression that it somehow 

relieves alcoholics of the responsibility for their behaviors you know? Like ... " oh · 

well, it's a disease so therefore you're not responsible." Which is not at all what 

goes on in meetings. It's like, "Well, you might not be responsible when you walk 

in, but you're responsible for everything you ever thought about when you walk 

out. 

The women attributed much of the stigma they felt to the overall societal 

expectations that women are expected to uphold in their roles as tnothers, caretakers, 

nurturers. Holly offered this view: 

I still thing there's a stigma attached to it. More so for women.-I think it's more 

OK for men to be drinkers or druggers and it's not OK for women. We're 

supposed to be the caretakers. and the caregivers. You know, these are pretty 

clearly defined from both ends as to what we're supposed to do in society's 

!llles .. according to their rules. 

In a similar vein, Susanna shared this opinion regarding the perceptions of some of the 

alcohol dependent men that she has encountered at AA: 

I think they take the same view as society as a whole does of women who drink to 

excess. Even though they know and experience the disease of alcoholism I think 

that a lot of them perhaps think of their mothers when viewing a woman who's 
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had a drinking problem and think "How could they? How could they do that to the 

children"? Being the main caretakers in the instances of the children. So even 

though a lot of them don't express it, many ofthe1n do .. quite openly or indirectly. 

Eloise noted that in the African-Americ~n community, being a woman with a 

substance problem is "very shameful," and a ·poor reflection on the community as a 

· whole. She shared her perception regarding the different societal standards set for · 

African-American men and women with substance problems: 

If a man has a drinking problem, "Oh Brother so and so. I know he .. he had a 

rough time. Had to take care ofhis family. He couldn't do nuthin' but drink you 

· know. But they forgot the sister was in that house too. In the same house 

enduring the same problems and it made her pick up the drink too. But they can't . 

see her you know. She was supposed to be the pillar of the community. And it 

seem that they just look more lightly on a man havin' a drinking problem than a 

woman. You know, it's like she's not supposed to. 

Relating to Women 

When asked for their ideas about what women need to help them to not drink and 

use, the most consistent response was "other women". Severa~ participants emphasized 

that women who are trying to stop drinking and drug~ng can best be helped by other 

women who can relate to their issues and validate their experiences. They identified the 

need for "treatment centers run by women," "more women's groups," "more recovery 

houses for womeri," and "more female substance abuse counselors." Taylor explained 

some of the ways that women in recovery can help one another: 

I think that women .help other women learn to trust, and wo1nen help other · 

women learn to open up, and women help other women because they can 

understand what the issues are, and what the concerns are, and what the fears are, 

because men and women do things completely differently. 
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For many of the women, the development of positive relationships with other 

women was .an experience that occurred only after they stopped their own substance use. 

· While drinking and drugging, many women acknowledged being wary of other women, 

and regarding them as "catty," "weak," and "backstabbers." They felt more comfortable in 

the company of men and had few if any female friends. Cindy offered her perspective on 

this: 

One of the things women tend to do is that they view other women as .... rivals. 

A lot of women don't see themselves as sisters being able to join together and 

battle a foe. And I think that's one of the things that women really need to learn is 

that other women are not their enemy.· 

When the women stopped drinking and drugging, they found opportunities to 

interact with other women within the contexts of tre~tment centers and twelve-step 

groups like AA. Such associations enabled them to start to develop relationships and 

connect with other women with whom they shared the commonalties of being female and 

substance dependent.· They felt .validated by other women who h~d shared similar 

experiences and could offer support and guidance.· As one woman remarked, "A man 

can't tell me how I'1n gonna get better cause they dori't know where I am to begin With." 

For Cindy, participating in a woman's AA grouphelped.her to process through the "bad 

stuff' and be able to move on.· Cindy explained how she was able to do this: "By being 
) . 

with other women and sharing experiences you can feel better about yourself and the 

choices you've made. You made bad choices .. OK you made bad choices and you move 

on." 

When asked for their thoughts about alcohol dependent women who continue to 

drink, almost all of the women used the-word "empathy." They recognized that they had 

"been there" at one point, and to some extent, continued to struggle with both internal 

and external forces that could easily pull them back to that place. The women could 

identify with the pain, problems, and overall turmoil that actively drinking alcohol· 
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dependent women encounter. Most remembered only too well. As Rosemary remarked, 

"I feel sad for women who drink because I know their sorrow." 

Seeing women intoxicated in public elicited feelings of both discomfort and 

protectiveness in many women. Taylor described her reaction to seeing other women 

-intoxicated at a public event: 

Sometimes I see women and I know they're going where I went. And I guess my 

first thought is to want to help them not go there. Like just to take them off that 

path. But I can't. Everybody bottoms out at their own place and it's not up to me to 

tell anybody what their path needs to be. 

Many women·wanted to convey hope to other women with drug and alcohol 

problems. They wanted other women to know that, "there's a better way," "it's worth it to 

stop," "they don't have to live in pain," and there's happiness outside drinking and 

drugging." Susanna forwa!ded this message: 

The most ~portant thing I think I would like to tell any woman is that there is 

hope. Cause I have gotten to the stage of utter despair and felt like there was no 

I 

hope. There was no way I was ever gonna get better. I was gonna have to keep ! · 

drinking until I died. The pain was never gonna go away. I was never gonna be 

able to·cope with life. And there is a way. 

Some of the women participated in service work and other activities as a ~eans 

of helping others with alcohol and drug problems. Participating in such activities not only 

helped other women, but instilled a sense of purpose in the women that compensated for 

feelings of inadequacy. As Leah pointed out, "I :think it's real important that as a woman I 

reach out to other women. I've found strength in that." The women had varying views on 

the importance of their own anonymity. For some, maintaining anonymity was very 

important, largely due to the stigma. that they felt as alcohol and drug dependent women. 

For others, the need to r~main anonymous was less important. As Holly ~ommented, "If I 
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hide myself behind just not drinking, if I try to stay anonymous, then I can't help anybody 

else. And somebody was there when I needed a hand." 

Choosing to participate in this research study was also a way of reaching out. For 

some women, participating in the study was a compensatory strategy; a 1neans of 

reaching out for themselves and filling a void. Half of the women who volunteered to 

participate in the·study were struggling to not driJ:ik, losing a partner,' facing surgery, 

looking for additional sources of support, or facing a difficult point in their lives at the 

time of their initial interviews. One woman was adamant about being interviewed on a 

particular date. During the interview she revealed that it was the anniversary date of the 

death of both of her parents who were killed in a motor vehicle accident. However; she 

had no conscious awareness of the significance of wanting to be interviewed on that 

particular day. 

For others, the time they gave and the insights they shared were primarily 

motivated by the desire to help other women with alcohol and drug problems. For these 

women, the idea of actively contributing to research that could benefit other substance 

dependent women helped them to feel good about themselves. As one woman 

commented about the time she gave in participating, "If it helps one person .. talking like 

this, then it's worth it." 

Summary 

In summary, alcohol dependent women's experiences with alcohol use and 

alcohol temperance were characterized by patterns of compensation that originated in 

childhood and continued into adulthood; The women were. raised in homes characterized 

by parental substance dependence, parental inaccessibility, violence and parental loss and 

grew up feeling responsible for the disruptions that fragmented their environments. They 

developed problems with low self-esteem and depression, and felt like outcasts within 

their environments. They were introduced to alcohol early on within the contexts of 

family and peer settings. The numbing effects of alcohol helped to compensate for 



feelings of chronic inadequacy. As teens they began to use alcohol on a more regular 

basis and over time, a relationship with alcohol as a compensatory mechanism, was 

established. 
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As they transitioned to adulthood they looked to partner relationships as another 

means of feeling complete and adequate. Often they chose partners who were alcohol 

dependent or otherwise inaccessible and engaged in relationships characterized by· 

turbulence and loss. Increasingly, they used alcohol and drugs as a compensatory 

mechanism. Increased substance use precipitated further losses, consequences and 

increased feelings of depression. This in tum increased their co1npensatory use of alcohol 

and drugs in a vicious cycle of loss, increased substance ~se, and more loss. Over time 

this cycle became increasingly more difficult to endure and each woman reached a point 

in which alcohol use was no longer an effective compensatory mechanism. lt was at this 

point that she actively sought respite from her alcohol dependence via a· treatlnent · 

program or attendance at AA. 

Once the alcohol was removed, feelings of depression and inadequacy remained. 

Without the anesthetizing effects of alcohol, these feelings seemingly increased in · 

magnitude. At this point, some women returned to their former compensatory 

mechanisms of alcohol and drug use. Women who remained abstinent were gradually 

socialized via treatment programs and twelve-step group participation. Over time, they 

assimilated a view of alcohol dependence as a disease called alcoholism, which provided 

a framework for living. This framework replaced the use of alcohol and drugs as a 

compensatory strategy. Regardless of\ength of abstinence, the majority of the women 

continued to deal with feelings of depression and low self worth. However, rather than 

drinking or drugging, they used other compensatory strategies such as AA participation, 

antidepressant medication, and participation in this study. 



. CHAPTER FIVE 

Discussion 

This study was a focused ethnography guided by a feminist perspective. In this 

chapter the interpretive theory: From Chaos to Connection: Patterns of Compensation in 

Alcohol Dependent Women will be presented. Three domains make up the constructs of 

this theory. These three domains are: (a) Establishment of a Relationship with Alcohol; 

(b) Assimilation of Alco~ol into Life; and (c) Purposeful Compensation. Empirical 

findings pertaining to each of these areas will be reviewed. The cultural theme of patterns 

of compensation will be described within each of these domains. 

Implications of these findings for women's treatment, nursing, and policy will be 

addressed. Based on the findings from this study, dominant models of addiction such as 

the disease model, in which substance abuse is regarded as the primary. problem, are not 

fully addressing the needs of alcohol dependent women. Alternative treatment strategies 

designed to meet the needs of this population will be forwarded. Limitations of this 

study, and directions for future research will be addressed. 

Interpretation of the Findings 

Toward an Interpretive Theory 

Morse ( 199'1) differentiated qualitatively derived theory from q1:1antitatively 

derived theory. Typically, quantitatively derived theories are hypothetical, inferential, 

and created for the purposes of testing and ultimately, prediction. In contrast, 

qualitatively derived theories are constructed from the empirical world as a means of 

organizing that world and making sense of human behaviors. Thus, while quantitatively 
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derived theories are developed prior to·the iniplementation of a study, qualitatively 

derived theories are the product of qualitative inquiry. 
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Morse ( 1997) further noted that qualitatively derived theories can be classified 

according to their level of abstraction. These range from first level descriptive theories, 

which provide a rich description of the phenomenon; to increasingly complex third level, 

or disclosive theories and fourth level explanatory theories, in which concepts and 

linkages may be identified and described. Second level, or interpretive theories are not 

context-bound and include theoretical a~straction about a single concept that can be 

generalizable. The purpose of an interpretive theory is to infop.n or enlighten. From 

Chaos to Connection: ·Patterns of Compensation in Alcohol Dependent Women is an 

example of an interpretive theory about how the women in this study experienced alcohol 

dependence. 

Patterns of Compensation in Alcohol Dependent Women 

The depicted model, ,From Chaos to Connection: Patterns of Compensation in 

Alcohol Dependent Women (figure 1, p. 201) answers the question: How do women 

experience alcohol dependence? This model was generated from a primarily inductive 

analysis approach (Hammersley & Atkinson; 1995; Miles & Huberman, 1994). Discrete 

segments of the data were labeled with codes and continuously. co~pared with each 

other, and all subsequently coded data. Through these continuous processes, codes were 

abstracted to categories. Categories were continuously compared and collapsed to· 

categories of higher level abstraction. 

Three .major domains, or symbolic categories that include other categories· 

(Spradley, 1979) were identified in the data. The three domains were: (a) The 
\ 

Establishment of a Relationship with Alcohol; (b) Assimilation of Alcohol into Life; and 

(c) Purposeful Compensation. A cultural theme identified as Patterns of Compensatio~ 

recurred in each of the three domains. 
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The compensatory behaviors implemented by the ~omen are identified as 

compensatory mechanisms and compensatory strategies. While compensatory 

mechanisms were attempts made by the women to feel better about themselves, they 

resulted in negative outcomes. For example, drinking, drugging, and engaging in 

relationships with substance dependent, abusive or otherwise neglectful partners were 

compensatory mechanisms used by the women to nullify pain, escape, and "fit in." 

However, these behaviors fostered further disconnection, disaffiliation, and low 

self-worth and were ultimately destructive. In contrast, participating in professional 

treatment and twelve-step groups ·such as AA, and framing alcohol dependence as a 

disease were compensatory strategies that replaced former drinking and using behaviors. 

These strategies were positive in that they fostered connections and provided the women 

with behaviors that facilitated continued abstinence. 

The tl\ree domains are depicted in the inner white areas. on the model (figure 1, 

P. 201). In the first domain, each woman established·a relationship with alcohol during 

childhood or adolescence. As children and adolescents, the 13 alcohol dependent .women 

in this study struggled with varying degrees of guilt, shame, depression, inadequacy and 

low self-worth. These negative feelings were fostered by chaotic childhood environments 

char:acterized by parental alcohol dependence, loss of a parent through separation or 

death, trauma an~ violent victimization. One, or ~ combination of these factors 

contributedto each woman's feelings of disaffiliation, inadequacy, disconnection and 

depression (Herman, 1992; Miller & Stiver, 1997). Consequently, the women regarded 

themselves as perpetUal outcasts in their families and social environments. 

However, this was not the case with the nonalcohol dependent 'Yoman in the 
. -

study. Though familiar with alcohol early on, secondary to parental and sibling alcohol 

abuse, she recalled little personal impact from the drinking of family members. Nor did 

she recall ever feeling consistently depressed or inadequate. Rather, her adolescent and 
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young adult experiences with alcohol and drugs occurred in the contexts of peer 

experimentation. 

The gray hourglass shape in figure 1 (p. 201) represents .the patterns of 

compensation that transcended the three domains of the women's experiences with 

alcohol dependence .. At relatively young ages, the alcohol dependent women began to use 

alcohol and/or other drugs. Alcohol was familiar to the women secondary to parental role 

modeling, or from hearing stories about more distant alcohol dependent family members. 
' .. ' ' - ' . . 

Initially, the use of these substances helped the women to feel better about themselves 

and to feel more affiliated in their environments. Subsequently, they were increasingly 

used by the women to achieve these effects. This marked the establishment of each 

woman's relationship· with alcohol. 

The one directional arrow between the first and second domains (figure 1 p. 201). 

illustrates the direction of movement that occurred as the women transitioned from 

adolescence into adulthood. Once a rela~ionship with alcohol was established, drinking 

became increasingly assimilated as a compensatory mechanism. The word "mechanism" 

denotes behaviors that are implemented with little forethought. Because the women had 

been reared in homes characterized by disruption and chaos; as autonomous adults, they 

felt overwhelmed and lost in more challenging environments. They turned to what was 

familiar to them: alcohol and drugs, to ease their feelings of discomfort and inadequacy. 

Further, they looked to additional compensatory mechanisms such as relationships with 

partners, geographic relocations, and job changes as a means of feeling better, or more 

complete. 

The women believed that being in a relationship with a partner would give them 

a "purpose," and eliminate the negative self-perceptions that plagued them. However, 

many engaged in relationships with partners who were substance d~pendent, violent, or 

otherwise emotionally unavailable, thus replicating former, painful relational patterns 

from childhood. The women believed that alcohol and drug use facilitated their ability to 
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connect with people by decreasing their inhibitions and helping them to socialize. 

However, these compensatory mechanisms were misconstrued attempts to feel better in 

that they only further removed and disconnected the women from any genuine 

engagem~nt that might occur. 

When relationships inevitably ended or failed to meet the women's expectation.s, 

or geographic and job changes failed to produce the desired results, the women felt 

increasingly depres·sed, inadequate, and internally void. Such failures only validated the 

women's views of themselves as "bad," "worthless" and "lacking." They increasingly used 

· substances as a means of escaping anq detaching from these feelings. They either : 
. . 

remained in unsatisfactory relationships or moved ·rapidly from one partner to ·another. 

Eventually, each woman m<?ved from controlled-to Uncontrolled. dflnking, __ facing 

additional losses and consequences that directly resulted from their substance use. The 

narrowing pattern of compensation that begins at the second domain illustrates that over 

time, the effectiveness of alcohol as a compensatory mechanism decreased. Though the 

women were using incre~sing._amounts g~alcohol and other drugs,·the desired effects of 

nullification and escape that these substances once provided had diminished to the point 

where the women experienced no compensatory benefits. Instead, the women found. 

themselves caught in :a cycle of substance addiction, loss, and increased depression and 

disconnection. 

"Burning up and crashing" marked the beginning of the third domain. "Burning 

up and crashing" was a term used by one of the women to describe a point of 

hopelessness that she reached when she no longer experienced any compensatory relief 

from her substance use. It was at this point that each woman made a decision to stop 

drinking and drugging. Unlike previous attempts in which the women tried to curtail.their 

drinking on their own, each woman elicited help externally through families, partners, 

friends, and participation in professional treatment or twelve-step groups. 
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When the women stopped drinking and using drugs, negative feelings such as 

depression, inadequacy and low self-worth remained. In addition, they still fe~t internally 

void; even more so when alcohol and drugs were removed from their lives. Within the 

contexts of professional treattnent and twelve-step groups, the women were socialized to 

a view of alcohol dependence as a "disease." This view provided a highly structured 

organizing framework for living as a "non-drinking alcoholic," which included particular 

behavioral strategies for managing the disease. Further, they were able to access a 

supportive network of individuals who validated and understood their experiences. This 

in tum helped the women to feel more affiliated and connected in their enviromnetits. 

The two-directional arrows between the second and third. domains (figure1 p. 

201) illustrate that many of the women experienced "burning up and crashing" more than 

one time, moving between the second and third domains in a pattern of temperance. For 

some wo1nen, connecting with others within these contexts helped to fill the void and 

adequately compensated for the loss of alcohol. In addition, close adherence to the 

structures of both AA and the disease framework provided additional compensatory 

strategies that replaced alcohol and-drug use in their live's. 

However for other women, acceptance of themselves as individuals who could 

never drink or use again was a struggle. ;unable to tolerate continuing feelings of 

_depression and emptiness;- they rev,erted back to alcohol and drugs as compensatory · 
. . . 

mechanisms~ only to:"bum up and crash" once again,_ at a later point in time.·In ~gure 1 

(p. 201) a broken arrow' depicts the return to drinking from the third back to the second 

domain. The broken arrow illustrates that the women who participated in treatment or a 

twelve-step group relapsed with the new knowled~e that they had a_ "disease" called 

alcoholism. This in tum, mad6 it more difficult for the woman to minimize her driruclng 

problem and typically prompted a quicker "bum and crash" and return to treatment: or a 

twelve-step group. 
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In the third domain, compensatory strategies such as attending AA tneetings, 

"getting it out," "living in the present," treating alcoholdependence as a disease and 

"having a choice" helped the women to abstain from alcohol and drugs. In contrast to the 

word "mechanism," "strategy" implies a planned behavior. These compens~tory strategies 

were positive and purposeful in that the women deliberately incorporated these strategies 

into their lives~ Over time, the use of these strategies' facilitated further compensatory 

benefits for the wotnen through continued abstinence, as indicated by the widening 

hourglass shape (figure 1 p. 201). However, despite continued abstinence, and increased 

connection and affiliation with others, 11 of the 13 alcohol dependent women . 

acknowledged continued feelings of depression during interviews for this study. 

Participation in treatment and/or AA reinforced the use of ·compensatory strategies that 

helped the women to maintain abstinence. However, feelings of depression, inadequacy 

and unworthiness endured. 

The First Domain: The Establishment of a Relationship with Alcohol 

As children and adolescents, all of the women were exposed to some degree of 

disruption in their environments. These disruptions occurred secondary to parental 

alcohol dependence, parental loss or other parental inaccessibility, and violent 

victimization. Women reared in homes with an alcohol dependent parent frequently 

experienced these disruptions secondary to parental drinking. In contrast, women reared 

in homes where the parents were not alcohol dependent experienced more disruptions 

outside of the family such as physical and sexual abuse by acquaintances or strangers. 

Genetic and Environmental Research Findings 

Twelve women identified at least one biological parent as alcohol dependent. 

This finding supported. previous findings of higher rates of alcohol dependence in · 

children of alcoholics (COAs) (Chassin et. al., 1991; Cotton, 1979; Donald et al., 1993). 

The two women with no known history of alcohol dependence in a biological parent 

identified other less immediate family members as alcohol or drug dependent. 
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Exactly how parental alcohol dependence increases the risk of alcohol problems 

in offspring has not been determined (Jacob & Johnson, 1997). A number of studies· 

have focused on the genetic transmission of alcohol dependence from parents to children. 

Findings from some of these studies support a genetic transmission of alcohol 

dependence in women, though the exact nature of this transmission is unclear 

(Bohman et al., 1981; Cadoret et al., 1985; Hill, 1995; Kendler et al., 1992). Many·of 

these family studies, biological inarker studies, and studi~s of adoptees and twins ar~ 

reviewed in chapter ·tWo. However, as noted. in that chapter, due to the limited number of 

studies that have included women in the samples, small sample sizes and methodological 

inconsistencies, it. is difficult to forward definitive conclusions about the genetic 

transmission of alcohol dependence in women. There remains a dire need for genetic 

research in which larger samples ofwon;ten are includ~d. 

Environmental fa~tors are also thought to impact the development of alcohol 

dependence. The women in this study who were subjected to frequent parental alcohol 

abuse and particularly, abusive or other negative behaviors that occurred secondary to 

parental drinking, also verbalized the most personal impact from this exposure. They 

attributed their own drinking to both heredity, and parental role modeling. Findings from 

studies addressing environmental factors have noted. that the degree of impact from 

parental alcohol dependence may vary according to the extent of parental drinking that 

occurred during crucial periods in the child's development (Chassin & Barrera, 1993; 

Puttler et al., 1996; Zucker et al., 1995). One recent ·exploratory study examined 

intrafamiliar differences among female offspring of alcohol dependent parents (Griffin & 

Amodeo, 1998). Women who scored significantly worse than community norms on 

measures of depressed mood or social support, or had a history of a psychiatric diagnosis 

including substance abuse, were characterized as "impaired." Fourteen sister pairs in 

which one sister was categorized as "impaired" and the other sister was categorized as 

"well adjusted" were then compared. In comparison to their sisters, the wotnen 
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categorized as impaired were more likely to have been physically abused in childhood 

and more likely to have verbalized being negatively impacted by their alcohol dependent 

parent. 

Eleven of the women in this study lived, at least part of the time, with their 

alcohol dependent parent. For these women, the extent to which they were impacted by 

that parent's drinking may have been influenced by their developmental stages during 

their parent's active drinking. Further, this exposure to parental dri~ing may have 

influenced, at least in part, the development of alcohol dependence in one woman in the 

study, who was consistently exposed-to her father's drinking during childhood and 

adolescence, but not in her younger, nonalcohol dependent sister, whose stages of 

development during their father's drinking and subsequent abstinence were markedly 

different. 

One area that has received little a1;t~ntion in studies addressing both genetic and 

environmental .risk factors is the r?le of sibling influences .in the development of 
. ' ... ' . ' 

substance dependence. Nine women identified .. alcohol dependent sibljngs also in the 
' ' ' 

home. While prelimiuary findings support the role of sibling influences iri the 

development of an' individual's alcohol dependence, it is difficult to ascertain whether 

this influence is genetic, the result of sibling or peer effects, or a combination of multiple 

factors (Brook et al., 1990; Rowe & Gulley, 1992). Clearly, additional attention to· this 

area is needed. 

Research Pertaining to Parental Loss. 

Parental inaccessibility or actual loss ~ere consistent threads in the women's 

stories. Parental losses occurred secondary to parental death, parental divorce or 

separation, relinquishment, and geographic relocation. Parents who were alcohol 

dependent were often emotionally unavailable and/or abusive secondary to their own 

alcohol use. All of the women in this study experience4 some degree of disruption during 

childhood or adolescence as a result of loss or inaccessibility of one or both parents. 
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Women who lost one or both parents sudden~y and traumatically verbalized the 

most personal impact from their losses. Such losses occurred secondary to a motor 

vehicle accident (n=1) and suicide (n=2). One woman, who witnessed her father's suicide 

by gunshot at the age of21, attributed this event to the marked escalation of her own 

drinking. The other women, while not actually present when their parents died, 

verbalized being greatly and continuously affected by their deaths. All three women 

st~ggled with conflicting feelings of ab~ndonment, anger and responsibility for the loss 

of their parents. 

Traumatic. events as a precipitant to an escalation in women's drinking has 

received some attention in the literature ( Del Boca, 1993; Gomberg, 1993; Wilsriack, 

1973). Typically, these studies have used small samples of adult women and have: 

yielded conflicting findings. In addition, the precipitants identified have occurred during 

the woman's adulthood, such as her divorce, or other more recent losses. 

A number of studies have examined childhood parental loss as a risk factor for 

the development of problems such as schizophrenia, depression and anxiety disorders in 

adulthood. However, little is known about the impact of parental loss on the development 

of alcohol dependence. Further, the limited number of studies that have examined 

childhood parental loss as a risk factor for adult alcohol dependence have yielded · 

inconsistent findings.: In one study, parental loss was not found to be an antecedent to 

heavy drinking in a large representative sample of young adults in The United Kingdo1n 
\ 

(Estaugh & Power, 1991). In another study, Furukawa, Harai, Hirai; Fujihara, Kitamura, 

& Takahashi (1998) examined the relationship between early parental loss and 

subsequent alcohol dependence in 75 alc~hol dependent Japanese men and 52 

non-alcohol dependent male controls, and found no significant differences between the 

groups in the, rates of maternal or paternal death or separation before the age of 16 years. 
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However, studies of women ha~e. yielded findings that partially support the 

findings from this study. Kendler, et al., ( 1996) examined an epidemiological sample of 

1018 female twin pairs .with .the same .history of continuity or d~sruption in the 

parent-child relationships. Women who had ~xperienced loss of a parent through. 

separation but not pa~ental death were subst~ntjall~-more likely to develop problems with 

alcohol. Further, paternal and maternal alcohol dependence substantially increased the 

probability of parental separation from the childre~. · 

In another longitudinal study of 696 women, Wilsnack, Wilsnack, Kristjanson, 
' 

and Harris (1998) noted that adverse childhood experiences including parental loss and 
/' 

missing interpersonal ties were associated with heavier and riskier drinking patterns in 

the women included In the sample. While empirical support is limited, findings fro1n 

these studies support the role of early parental separation as an enviro~ental risk factor 

in the development of alcohol dependence in women. However, there remains a need for 

cross-sectional and.longitudinal studies that examine the long term effects of early 

parental loss and the relationship between early parental loss and the development of 

alcohol dependence in women. 

Violent Victimization and Alcohol Dependence 

The majority of women in this study were victims of some form of abuse during 

childhood and early adolescence. Abusive acts included physical, sexual and emotional 

abuse,· and witnessing violent acts perpetrated by others upon themselves or another 

person. For the women with an alcohol dependent parent, violent acts were frequently 

fueled by that parent's drinking. Women from homes with no known parental alcohol 

dependence reported more abuse outside of the famiiy. These women were typically 

subjected to sexual and/or physical abuse from strangers, or acquaintances. 

The high incidence of childhood abuse reported by the women in this study 

supports findings from a number of previous studies in which alcohol dependent women 

reported significantly more abuse than their non-alcohol dependent counterparts 
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(Beckman~ 1994; Gil-Rivas et al., 1996; Hall, 1996a, 1996b; Miller & Downs, 1993; 

Spak, Spak, & Allebeck, 1998; Wilsnack, Vogeltanz, Klassen, & Harris, 1997; 

Winfield, et al., 1990; & Yaffe et al., 1995). In a.review of prospective and retrospective 

studies on the prevalence of child sexual or physical abuse in alcohol and non-alcohol 

dependent samples, Langeland andHartgers (1998) noted that while current findings are 

inconclusive about the relationships between child sexual or physical abuse and alcohol 

dependence in men, there appears to be an association between a history of childhood 

sexual or physical abuse and the development of alcohol dependence in women. 

While childhood abuse may be a risk factor for the later development of 

substance problems, the fact that alcohol dependent mdividuals who have been abused 
\ ·. -. : " . . - . . 

are also more likely to have al~ohol dependent parents presents an impediment to making 

conclusive statements about the roie of childhood abuse as a precipitant to alcohol · 

dependence (Yama et al., 1993). There is a nee~ for continued study of the 

intergenerational dynamics of family vioh~nce and alcohol problems, and the impact of 

each of these, both alone and jointly, on subsequent alcohol use and violence (Milier & 

Downs, 1993; Wilsnack, 1996). 

Early Development of Compensatory Mechanisms 

The writings from the Stone Center (Jordan~ Kaplan, Miller, Stiver, & Surrey, 

1991 & Miller & Stiver, 1997) emphasize the importance of connections, and the 

detrimental effects of chronic disconnections in women's lives. In a similar vein, 

Herman's work on trauma and recovery (1992) describes how abuse, neglect and other 

traumatic events can cause disconnections to occur that can lead to a variety of 

difficulties with relationships artd life in general. These works validate the experiences 

described by the women in this study who used alcohol and other drugs as a means of 

compensating for the· disconnections they were confronted with during childhood and 

adulthood. 
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As Herman (1992) noted, a secure sense of connection with others is the 

foundation for personality development. Miller and Stiver ( 1997) defined disconnection 

as, " ... the psychological experience of rupture that occurs whenever a child or adult is 

prevented from participating in a mutually empathic and mutually empowering 

interaction" (p. 65). The experience of disconnection is inevitable for all individuals 

. from time to time. Disconnections that are mild and temporary do not necessarily cause 

· long term.problems but rather, can foster personal growth. Chronic diSC!Jnnections ·can· 

occur in environments where family secrets are the norm, children assume parental roles 

and parents or significant others are abusive, apathetic or otherwise ~navailable. Chronic 

disconnections can perpetuate feelings of isolation, helplessness, low self-worth, and. 

depression that follow the individual into adulthood,· making it di~ficult for that person to 

develop and. genuinely engage in relationships with others. 

Parental inaccessibility due to alcohol dependence, parental loss, and violeilt 

victimization were consistently noted in the women's stories. All of the women were 

subjected to some or all of these factors during childhood or adolescence. Consequently, 

the women .were raised in environments th~t were often unpredictable, chaotic, 

frightening and discoimected. Eleven of the women described themselves as "depressed" 

during childhood and adolescence. They. recalled their childhood as _an unhappy time, felt 

responsible for the disruptions·· occurring in their . .-~nvironffients, and: regarded themselves 

as somehow lacking and outcast from the world around them. Dur~ng adolescence, the 
. . . 

use of alcohol and other substances becalne an established ineans of compensating for 

chronic disconnections that the women felt within themselves and. their environments. 

In this study, compensation was defined as a behavior which seeks a substitute for 

something lacking or unaccept'able (Webster's Encyclopedic Dictionary, 1991 

pp. 199-200). Children reared in environments characterized by chaos and 

unpredictability are not able to comprehend the meanings of the disconnections that 

confront them (Miller & Stiver, 1997). Because of the strong need to preserve an 
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attachment to th~ir parents they must devise means of compensating for the failures of 

the adults who were supposed to care for them. Herman ( 1992) described three adaptive 

compensatory mechanisms used by children in abusive environments including: (a) use 

of dissociative defenses; · (b) developm~nt of a. fragmented identity;. and( c) pathological 

regulation of emotional states. 

Use of dissociative defenses. Dissociative defenses are means of blocking 

memories of events from one's conscious awareness. While all children have a natural 

capacity to induce a trance-like state, children subjected to neglectful and abusive : 

environments frequently diss~ciate. This dissociation may be deliberately induced or 

occur automatically, and serves the purposes of hiding memories, ignoring pain, and 

altering one's sense of time, person, and place. The extent to which the women in this 

study experienced dissociation during childhood is unclear and would warrant further 

examination. However, the women acknowledged that their use of alcohol and drugs 

during adolescence and adulthood was a means of temporarily escaping or removing 

themselves from the present situation. 

Development :of a fragmented identity. When a child is unable to form an 

empathic connection With her caregivers due to parental alcohol dependence and/or 

neglect and abuse, she must devise some means of making sense of the environment. 

Typically, the child feels helpless and powerless and regards herself as somehow bad, 

lacking, or at fault for parental drinking, neglect and abuse. Initially, this internalization 

is a strategy that enables the child to preserve faith in her caregivers and feel a sense of 

control. It is she, not the caregivers who are lacking or bad, and if she can somehow be 

better, the chaos and unpredictability will go away. When the situation inevitably fails to 

improve, regardless of how "good" the· child strives to be, feelings of inner badness and 

· unworthiness become a stable part of the child's personality structure, often advancing to 

feelings of depression that persist into ~dulthood. In cases of chronic abuse, children 



have difficulty integrating their "good" self and "bad" self In severe cases of abuse, 

fragmentation may become a central principal in personality organization. 
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The women in this study did not present with the extreme identity fragmentation 

described by Herman (1992)~ However, they did describe lacking a sense of their own 

identity, and purpose. It is difficult to delineate whether the lack of purpose and 

self-identity described by the women resUlted from some degree of personality 

fragmentation, normative developmental factors, or a combination of both. 

Of greater significa~ce was the high rate of depression n~ted by: the women. 
- ' 

Seventy-se~en percent of the alcohol dependet;tt wom_en identified themselves as· 

"depressed" when they were interviewed for this stridy. Further, in all cases, the 

· depression originated in childhood but was never addressed or even recognized until the 

women reached adulthood. Nihety-three.percent of the women in this stUdy continued to 

struggle with feelings of unworthiness, or the sense of something lacking. The one, 

woman who did not clearly identify herself as depressed or having low self-esteem was 

the one non-alcohol dependent woman in the study. · 

Higher rates of depression have been noted in alcohol dependent women 

(Brady et al., 1993; Helzer & Pryzback, 1988; Kendler, Neale, Heath, Kessler, & Eaves, 

1994; Kend1er et al., 1993). However, it is more commonly assumed.that alcohol use 

precedes the onset of depression. Vaillant (1993) referred to alcohol as the "horse" to the 

"cart" of depression. Conseq~ently, comparatively less attention has been given to 

childhood depression as an antecedent to alcohol or other substance disorders, though 

findings from some studies have empirically supported this linkage (Helzer & Pryzback, 

1988; Hurley, 1991; Kendler et al., 1994; Wilsnack, 1996 & Zucker, 1994). While 

associations have been made between childhood sexual abuse and the development of 

depression Wilsnack et al. (1997), there continues to·be a.need for longitudinal studies 

that measure the incidence of subsequent substance dependence in depressed children, 



and studies that examine the precipitants of depression in children who develop 

substance dependence. 
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Regulation of emotional states. Children attempt to regulate their emotional states 

through mechanisms that temporarily nullify or replace feelings of depression, anger and 

pain with feelings of well being and comfort. Typically, these self-soothing mechanisms 

are established in childhood and adolescence, and persist into the individual's adulthood. 

Use of alcohol and/or drugs, self-mutilation, bingeing and purging, and compulsive 

sexual behaviors are examples of mechanisms e1nployed by neglected and abused 

children to regulate their internal emotions. 

In this study; all of the alcohol dependent women reported using alcohol, drugs, 

and food to feel better, nullifY pain, ·escape and fit in. The median and mean age of the 

women at the time they started drinking was 13 years, and almost all of them were 

drinking by mid-adolescence. Many women were also using illicit drugs and would 

develop dependencies on these drugs as well. This finding supports findings from other 
....... , 

studies linking childhood victimization and parental substa~ce abuse with an earlier onset 

of substance abuse in adolescents (Blood & Cornwall, 1996·~ Harrison, Fulkerson, & 

Beebe, 1997; Jarvis; Copeland & Walton, 1998; Widom, 1992). Like the worrien in this 

study, the adolescents sampled in these previous studies used alcohol and drugs as a 

means of decreasing isolation, nullifying pain, and adapting to trauma. 

The Second Domain: The Assimilation of Alcohol into Life 

Miller and Stiver ( 1997) noted that children who. grow up in environments: 

characterized by chronic disconnections typically leave home at an early age. This was 

certainly true for the women in this study, all of whom were out and on their own by mid 

to late adolescence. Running away, marrying young, and living away at school provided 

. opportunities for geographic, but not emotional distance. Because their early 

environm~nts had not adequately fostered the development of trust, autonomy and · 

mutually empathic relationships, the transition to adulthood was often difficult and 
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marred by problems with self-identity, feelings of depression, and low self-worth. As 

young adults, the women felt empty, andJacked a sense of purpose in their lives. They 

dealt with these feelings via the external compensatory mechanisms of substance use, 

relationships with partners, and geographic and job mobility. 

Establishing relationships with partners presented part;icular challenges. The 

women desired nurturance and care. They longed for somebody who would "complete" 

them and give them a sense of purpose. Like many young adults, they actively sought 

and engaged.in relationships with partners. However, based on early experiences, their 

views and expectations of relationships were frequently distorted. This resulted in · 

conflicted feelings of desire for a relationship versus.fears of being hurt by that 

relationship (Miller & Stiver, 1997). They dealt with these conflicts by employing: what 

Miller and Stiver (1997) termed as "strategies for staying out of relationships." These 

largely unconscious mechanisms included: (a) emotional disengagement; 

(b) role-playing; and (c) replication. These behaviors were misconstrued in that they 

fostered.further disconnection in the women's lives by providing the appearance of 

connection, but impeding any genuine engagement from occurring. 

Emotional Disengagement 

Children reared in environments in which parents are inaccessible or abusive 

develop little tolerance for their own emotions (Herman, 1992; Miller·& Stiver, 1997). 

They may use alcohol, drugs, or even food as a means of numbing themselves and 

emotionally disengaging from their feelings. All 'of the women in this study 

acknowledged using alcohol and/or drugs and in some cases food as a means of numbing 

their feelings, decreasing pain, changing how they felt, escaping, decreasing inhibitions, 

and even tolerating sexual intimacy. 

The·use of~ubstances as a means ofdlsetigagement and.dissociation'has r~ceived 

increasing attention. Khantzian (1997) propo.sed a self-medication hypothesis of . 

addiction. The Self-Medication Hypothesis (SMH) posits that individuals self-medicate 
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with alcohol, drugs and food as a means ofreliefbecause they are unable to tolerate their 

feelings. Findings from both quantitative_ and qualitative studies provide empirical 

support that women use substances as a· means of reducing tension, ameliorating negative 

feelings (Lammers et al.,· 1995a), relieving depression (Weis et ·at, 1992), bolstering 
·.. ' .' 

self-esteellf, ·and numbing pain (Hutchinson, 1986; K~amey, 1996; Kline,' 1996; _ 
. . ' 

Lammers et a~.,_l995b; Long & Mullen, 1994; Pursley-Crotteau & Stem, 1996). Other 
' . 

studies have focused on women's use of substances·_~Qr the purposes of coping with 

sexual problems and decreasing inhibition (Beckman, 1994; Hall, 1996b ). 
' . ' 

· Role-Playing , 

Role-playing is another strategy that fosters relational disconnection. 

Role-playing involves efforts on the part of a woman to please, control or gain the 

attention of significant people. Like a chameleon, the woman adapts to her environment, 

taking on roles in which the needs of others overshadow h_er own needs. Consequently, 

the woman loses touch with any sense of her own self in the process. 

Few studies have addressed the relationship between role-playing and alcohol 

dependence in women. Further, it is difficult to ascertain if role-playing is a 

manifestation of substance dependence, or societal expectations regarding women's roles 

and behaviors. However findings from this ·study do support a relationship between the 

taking on of multiple-roles and alcohol use. The women in this study frequently put the 

needs of others before themselves. They described their needs to "be perfect," "to be all 

things to all people," to smoothly balance their roles of partner, friend, mother, employee, 

sister, neighbor, aunt and daughter. Their failure to meet the unrealistic expectations they 

set for themselves provided further proof of their overall imperfections and inadequacies. 

They increasingly used alcohol to compensate for these feelings. As alcohol assumed a 

primary role in each woman's life, all other things, including the needs of others, assutned 

a secondary and even expendable role. 
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Replication 

Replication, or repeating past relational patterns, is another strategy women use to 

stay out of relationships. By repeating these patterns, the women remain rooted in the 

past, gravitating to what is familiar and known to them with little or no conscious 

awareness of this behavioral pattern. The women reared by alcohol dependent parents 

replicated relational patterns by becoming involved with substance dependent or : 

otherwise emotionally unavailable men and women. Women subjected to abuse as 

children were often victimized.in their adult relationships with partners or others. As in 

childhood, these relational patterns compounded feelings of depression and the woman's 

sense of her own inadequacy.·This in tu":l prompted increases in alcohol and drug use to 

alleviate these fee~ings. 

Contrary to societal vi~ws,, wo~en replicate old. patterns not because they are 

seeking or "wanting" to be abused but rather, because they have learned from past 

experiences_ to not expect more from their relationships. Consequently, they may· 

passively accept and endure mistreatment, believing that they do not deserve better. This 

was true for a number of women in th~ study. One woman, for example, lived with an 

alcohol dependent man who physically and emotionally abused her.· She endured this 

abuse by drinking heavily; leaving the relationship oilly after this man kicked her and her 

young son out of his house. Within a few 1nonths, she moved in with an alcohol 

dependent man who was emotionally, but not physically abusive. This man would 

disappear without warning, for days at a time before finally leaving permanently. 

Currently, she is engaged to a man she met in AA. 

A reciprocal, relationship appears to exist between violent victimization and 

substance abuse in women. Drinking increases susceptibility to abuse and conversely, 

being abused increases drinking. Higher rates of violent victimization are seen in alcohol 

dependent women (Bergman et al., 1989; Miller & Downs, 1993). Such findings support 

the hypothesis that substance dependent women are more vulnerable to violent 
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victimization. In addition, one longitudinal study of 3,006 women found that both alcohol 

dependent and non-alcohol dependent women significantly increased their alcohol and 

drug use after being victimized (Kilpatrick, Acierno, Resnick, Saunders, & Best, 1997). 

This suggests that women also use substances as a means to nullify the impact of violent 

victimization. This .relationship between violent victimization and substance use in 

women warrants further study. As Wilsnack (1996}pointed out, there is a need for 

longitudinal studies that focus on the role of alcohol in aggression against women. 

Misconstrued Compensation 

Kearney (1998) recently forwarded a midrange theory of women's addiction 

recovery. This theory emerged from an analysis often qualitative studies of women's 

addiction and recovery. Kearney (1998) posited that the basic problem of addictions was 

"self-destructive self-nurturing" (p.500). Self-destructive self-nurturing referred to the 

women's attempts to care for themselves by using alcohol and other drugs to ease pain 

and discomfort and feel better. As further noted by Kearney (1998), these attempts at 

self-care were destructive in that the substance use precipitated. additional physiological 

and psychological discord in the women's lives. 

Findings froni this study were similar to those noted by Kearney (1998). DUring 

adolescence and adulthood, drinking, taking ~rugs and replicating former relational 

patterns were compensatory mechanistns used to nullify pain, alleviate feelings of low 

self-worth, and connect with others. However, these behaviors were misconstrued 

attempts to feel better and care for oneself. While the women believed -that drinking, 

drugging and engaging in relationships fostered social interactions and connections, in 
. . ' 

reality, they served to further disconnect the women from herself and others. 

Inevitably, the women experienced increasing losses and consequences that were 

the direct result of alcohol and drug use. Aside froni feeling physically· bad, no long term 

physical problems were identified. However, the women-suffered other consequences 

including losses of relationships, money, credit, and dignity. Some women were arrested 



and even jailed, usually for. driving under the influence. At least two .women faced 

temporary homelessness while drinking, and, one women lost custody of her children. 
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These consequences did not deter the women fr~m drinking. Shnilar to Kearney's 

(1998) fmdings, the women in tbis study continued to drink and use, ~able to envision 
,, 

their lives without alcohol and drugs. They rationalized losses and consequences, ' 

attributing the causes to other people and circumstances. In order to protect their alcohol 

consumption, they hid the amount of alcohol they were drinkingJrom others, and 

increasingly isolated themselves, particularly from people who recognized their alcohol. 

dependence. Continued drinking served to nullify the impact of these growing losses, 

often to the point of apathy. 

Inevitably, each woman reached a point in which she no longer experienced any 

compensatory effects of alcohol. Alcohol was no longer a.means of nullifying feelings of 

depression, escaping, or detaching. Rather, she now bypassed these effects and drank 

directly into blackout or passing-out. Consequently, feelings of depression, hopelessness, 

shame and inadequacy increased to the point in which most of the women considered 

suicide. As the women continued in this ~ownward spiral, each reached a point in which 

they were no longer. able to tolerate the continuous cycle of increasing depression, ' 

increasing alcohol use and continued losses and consequences. 

The Third Domain: Purposeful Compensation 

"Burning up and crashing" was a term coined by one of the women to describe the 

lowest point she had reached in her drinking. Empirically, little is known about this 

phenomenon. In this country, the vast majority of researchers and treatment professionals 

in the addictions. field defer to the writings of AA in which this process is referred to as 

"hitting bottom." Deniin (1~97) noted that according to AA, "hitting bottom" is the 

culmination of the physical deterioration of the drinker's body, and the withdrawal :of 

support from significant others. These result in a psychological or phenomenological 
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"collapse" in which the drinker experienqes an_."insanity of self' that may lead to suicidal 

thoughts (p. 144). 

However the women in this study did not describe these experiences. They had 

not suffered marked physical deterioration, nor had they lost total support from 

significant others. Three women did experience significant losses that were a direct result 

of their substance use such as loss of job, home, and custody of children. However, the 

tnajority of women retained their homes and jobs, and even considered themselves to be 

"functional" at work. These women did not "hit bottom." Rather, their experiences of 

despair and suicidal ideation occurred when their use of alcohol and drugs failed to 

produce the desired_ effects of nU;mbing, escaping and detaching from negative feelings 

and circumstances. "Burning up and crashing" occurred when there was no longer any 

compensatory benefit from alcohol use. 

All of the women had tried to stop drinking in the past. However these past. 

attempts were made in isolation; The difference between "burning up and crashing" and 
. . I 

previous efforts to temper substance use was that the. ~omen sought external support. 

Some women entered inpatient or outpatient treatment programs, and others attended 

twelve-step groups such as AA and NA. Most elicited the support of partners, close 

family and friends, and eventually other family members and even work colleagues. 

Rather than trying to temper their use in isolation, "burning up and crashing" provided 

some impetus for the women to want help. Even the two women who were pressured into 

treatment by family members recalled wanting help, and feeling a sense of relief when 

that help was presented to them. 

Toward Purposeful Compensatory Strategies 

For the women in this study, participation iQ a treatment modality such as~ 

inpatient or outpatient treatment programs. and twelve step groups such as AA and NA 

provided two major compensatory strategies (a) socialization to the disease perspe.ctive 

of alcohol/drug ~ependence and (b) the opportunity-to connect and develop empathic and 
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empowering relationships with others, particularly other women who shared similar 

experiences. The women had used alcohol and drugs to compensate for negative feelings 

and overall disconnection. However when the alco"h.ol and drugs were retnoved, these 

feelings remained. Each woman's ~bility to avoid her former compensatory mechanistps 
. ' . . 

of drug and alcohol_ use was impacted by the extent to which she was a?le to incorporate 

these new purposeful ·compensatory strategies int() her life. 

Within the contexts of treatment programs ·and. twelve-step groups, the women 

were socialized to the disease perspective of alcohol dependence. Socialization to the 
.. - . 

disease perspective entailed that each w~~an break through her deni~l about the 

magnitude of her alcohol pr()ble~. Denzin (1997) referred to this as "confronting the 

alcoholic label" (p. 145), or accepting that drinking is no longer an option. For each 

woman, it meant re-evaluating and changing her relatio~ship with alcohol by 

acknowledging that she could not be a successful drinker and could not drink like a 

"noimal" person. The woman's past attempts to temper or stop drinking were 

unsuccessful mainly because she had wanted to maintain her relationship with alcohol, 

and the.·belief that she could still be a successful drinker. 

Confronting the alcoholic label entailed the "taking on" of a self identity as a 

non-drinking alcoholic. As previously noted, this required that the woman let go of her 

relationship with alcohol. The ability to let go of something that has been an organizing 

framework for living is difficult. Relapse, or the return to drinking or using is a common 

phenomenon that occurs when individuals are not abie to take on the alcoholic label 

, (Denzin, 1997). Consequently, they return to the compensatory use of alcohol or drugs. 

Often, individuals choose to leave treattnent programs, stop attending the ; 

twelve-step groups, and resume their substance use, only to "burn up and crash" at some 

point in the future. An estimated 30-40% of all individuals who receive substance abuse 

treatment are thought to relapse within a year (Rotgers et aL, 1996). Findings from this 

study supported this approximation. At least four women or 31% of the substance ' 



dependent women in this study experienced relapse. As six wotnen could not be 

contacted for third interviews, this percentage may be higher. 

When the women relapsed, they did so after having had some degree of 
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socialization to the "disease label" via participation in treatment or AA. This socialization 

made it harder for them to deny that they had a substance problem, and often prompted a 

quicker return to treatment and/or AA. As one woman pointed out, her participation in 

AA had given her a "foundation" that helped her to return to AA after she relapsed on 

drugs. 

Confronting the alcoholic label, and taking on the identity of a non-drinking · 

alcoholic provided the women with a new framework for living that purposefully 

compensated for the loss ofthese,substances. This is similar to what Kearney (1998) 

described as "~bstinence work" or the implementation of alternative healthy strategies 
' . . . : .. 

other than drinking and dfugging, to meet one's. needs (p. ?04). This framework 

encouraged frequent attendance at AA or another twelve-step group, active participation 

in "working the program" such as attending meetings daily, finding a sponsor~ working 

the steps, performing- service work, and developing a spiritual program, or a relationship 

with a "Higher Power." Particular strategies for dealing with substance cravings such as 

"getting it out," "having a choice"· and "living in .the motnei1t" were re.gularly reinforced. 

In addition, the framework of having a disease dictated that certain actions be taken by 

the women in order to stay healthy. As one woman noted, her need to attend AA 

meetings was as important as a diabetic person's need to take his/her insulin. 

Through treatment programs and participation in AA, the women learned new 

purposeful.strategies for living within the contexts of supportive environments. They did 

this by framing their substance dependence as a disease in accordance with the disease 

model, and the philosophy endorsed by AA and other twelve-step groups. These 

compensatory strategies replaced the former compensatory mechanisms of drinking and 

drugging that had dominated each woman's life. Typically, this "taking on" process: was 
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characterized by a rigid ~dherence to the external structures and reinforcements provided 

by treatment programs and AA during early stages of abstinence. Over time and with the 

success of continued abstinence, the women increasingly incorporated these 

compensatory strategies into their lives independently, with a decreasing need for these 

) external reinforcements. However, even with long periods of abstinence, the women 

continued to experience feelings of depression and inadequacy. This issue will be 

addressed in the next section. 

Implications and Conclusions 

Implications for Treatment 

While participation in AA and treatment helped the women relinquish alcohol 

and drugs, one thing that did not change were feelings of low self-worth, depression, and 

inadequacy. The women who described themselves as depressed when they first began 

drinking and using drugs continued to struggle with these feelings regardless of their 

lengths of abstinence. At the time of the initial inteniiew, at least six women were t~king 

prescription antidepressant and antianxiety medications. At least one woman had been 

hospitalized for depression and suicidal ideation after cessation of alcohol use. Further, 

abnost half of the study satnple ( 43%) could not be located for a follow-up interview. 

This finding raises a significant question regarding current treatmen~ for 

chemically dependent women which.is: "Is chemical dependence the primary problem or 

- a symptom of a larger problem of inadeqliacy .and depression?" Simply put, are we 

treating the real problem, or treating a symptom of that problem? This, in tum calls to 

question w~ether dominant models of addiction such as the disease model, and 

corresponding treatment modalities are adequately addressing the needs of many 

chemically dependent women. Three major implications for treatment are forwarded 

from this research: (a) the need to re-evaluate current 1nodels of treatment based on a 

medical model of addictions; (b) the need to revisit tlie Self-Medication hypothesis of 



addiction; and (c) the need to endorse a~d offer a variety of self-help options in 

treatment. 

Re-Evaluating Current Models of Treatment 
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A plethora of models of addiction and recovery, and corresponding suggestions 

for treatment approaches can be found in the addictions literature (Biernacki, 1986; 

Donovan & Chaney, 1985; Hutchinson; 1986; 1987;·Jellinek, .1946;1952; 1960; Kearney, 

1996; 1998; Khantzian, 1997; Marlatt & Gordon, 1980; 1985; Prochaska & DiClemente, 

1983; 1984; Pursley-Crotteau & Stem, 1996; Rhodes & Jason, 1990; Wing, 1991; 1994). 

Of these, the model of addiction that drives the vast majority of treatment modalities in 

this country is the disease model ·(Jellinek, 1946; 1952; 1960). As Saulnier (1996b) 

noted, more and more human activities are described within the "disease/addiction· 

rubric" (p.96). Individuals who are addicted, be it to alcohol, drugs, food, sex, gambling 

or relationships, are generally assumed to have a disease, much like an individual who 

has cancer, heart disease or diabetes. 

As noted in chapter two, the disease model as originally proposed by Jellinek 

(1946), was based on very little empirical support. The scant a1nount of research that was 

conducted used small samples comprised of AA members, and excluded women from 

data analysis. Jellinek (1946,1952, 1960) hypothesized that some but not all alcohol 

dependent individuals exhibited physiological characteristics including: (a) tolerance to 

alcohol secondary to adaptive cell metabolism; (b) withdrawal symptoms; (c) cravings; 

and (d) loss of control. Further, Jellinek (1952) described four phases of alcohol 

addiction including: (a) the pre-alcoholic phase; (b) the prodromal phase; (c) the crucial 

phase; and (d) the chronic phase. 

Given the limited empirical support, Jellinek(1960) forwarded his. 

conceptualizations cautiously, and noted the need for further research. However, the 

disease model quickly became the dominant view of addiction~ in this country via two 

major forces: (a) the.incorporation of the disease model into the philosophy and 



principals of AA and other twelve-step groups; and (b) endorse1nent of alcohol 

dependence as a disease by the American Medical Association in 1956, and.other 

influential groups such as The World Health Organization. 
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There are a number of advantages to conceptualizing substance dependence as a 

disease. The disease model increased societal acceptance of subStance dependent 

individuals, relieved the burden of guilt for this "weakness" from family members and 

individuals, established funding sources for treatment and research, and encouraged 

health insurance and other policy changes for substance dependence (Burman, 1994; 

Steinberg & White, 1996). Further, placing loss of control and the inability to stop 

drinking within the ,context of an illness helped to normalize and legitimize reasons for 

compulsive drinking behavior, thus reducing the alcohol dependent individual's shame, 

guilt and resistance to seeking help. 

Because the disease model was based on limited studies of Caucasian males, the 

generalization of this model to women and people of color has received a number of 

criticisms. Abbott (1994) and Ettorre (1992) pointed out the existence of the 

male-as-norm bias in'which male alcoholis1n is the standard by which female alcoholis1n 

is judged. The women in this study did not proceed through the phases of alcoholism 

described by Jellinek (1952, 1960), particularly in the latter crucial and chronic phases. 

The majority of women did not experience the consequences that are thought to trigger 

"hitting bo~om" and subsequent help-seeking, such as the loss of jobs, family, and 

friends. Rather, most women maintained their jobs and functioned in other aspects.of 

their lives. For these women, help-seeking was triggered by the cessation of any 

compensatory benefits from drinking rather than dramatic life changes. 

However, all of the women in this study believed that their substance dependence 

was the result of a chronic disease called alcoholism. They had been socialized to this 

perspective via their participation in either treatment programs or twelve-step groups that 

endorsed this view. They saw themselves as having a disease that required them to 
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replace their substance use with a new framework for living which involved managing 

their disease via abstinence and the implementation of other behavioral changes. 

For the women in this study, treatment approaches based on the disease model 

taught therri purposeful strategies to replace the compensatory mechanisms of drinking 

and drugging. It provided a means of surviving in a culture that does not view substance 

dependent women kindly. More importantly, it promoted a sense of affiliation and 

connection for the women with other individuals who shared this disease. 

However, beyond the compensatory benefits provided. by the disease model, it's 

applicability and usefulness for women is currently limited. The tnodel does not account 

for contextual and situational factors that influence women's drinking (Burman, 1994), 

nor does it encourage· a focus on an individual's strengths, but rather, her limitations 

(Kearney, 1997). For example, traditional treatment programs that subscribe to the 

disease model emphasize that in order for an individual to recover from her substance 

dependence, she must detach from others and focus on herself. Findings from this study 

however, emphasize the primacy of women's relationships, and the importance of 
0 • 

maintaining a focus on these relations~ps. When women do not "detach" they are often 

labeled as "codependent" or "resistant," and ~uch behaviors ~re regarded as weaknesses 

rather than strengths. · Consequentiy, opportunities to support, empower and connect with 

women in treatment niay be missed. 

Currently, the disease model promotes a view of substance dependence that 

gives little consideration to cultural and gender differences, and to other factors that 

contribute to substance use and dependence. Further, the traditional treatment techniques 

thought to be effective with substance dependent males such as confrontation, and the 

emphasis on humility and powerlessness serve to only further disempower women who 

enter treatment feeling depressed, shamed and out of control (Kearney, 1997). However, 

such techniques continue to be generalized to all substance dependent individuals in the 

majority of treatment programs, and twelve-step groups, including the programs accessed 
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by the women in this study. During the interviews, the women_ frequently emphasized the 

need for humility, and described themselves as "selfish" and "self-centered." Sadly, they 

failed to see within the1nselves the Strength, determination, caring and resiliency so 

obvious to the outsider. 

Rather than continuing to accept the disease model as the status quo in addictions, 

there exists a need for additional research that supports or negates the applicability of 

this model to various populations. Further, strategies that promote empowerment and a 

sense of control need to be increasingly incorporated into programs that subscribe to the 

disease perspective, particularly when working with substance dependent women and 

other minorities. Lastly, treatment programs would benefit by incorporating a variety of 

models and perspectives into their programs that can complement the disease perspective 

by providing a broader scope of conceptualization and intervention. Th~ Self-Medication 

Hypothesis (Khantzian, 1997) for example, acknowledges the psychosocial factors that 

contribute to substance use and dependence in individuals. 

Revisiting the Self-Medication Hypothesis 

Traditional models of treatment such as the disease· model view substance 

dependence as the "primary disease." Interventions are subsequently aimed at 

eliminating drinking and drug use. However, within this framework, the reason that many 

women drink or use drugs to begin with, remains ignored. This in turn may increase the 

chances that women will return to former mechanisms of drinking and using drugs to 

once again, "fill the void" and compensate for feelings of depression and low self-worth. 

Consequently, they may be labeled as "noncompliant" or "treatlnent resistant" and 

regarded as having a poor prognosis. · 

A major emphasis of the Self-M~dic·ation Hypothesis (SMH) is that , " ... substance 

dependent persons suffer and self-medicate not. only because they do not know, tolerate, 

or express their fe_elings but also because they cannot 1;egulate their self-:-esteem, 
) . 

relationships,. or self--care" (Khantzian, 1997 p. 234). Individuals use particular · 



substances to relieve or change painful affect states. Psychological and physical 

dependence are inevitable outcomes of repeated use. 
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The SMH does not negate the utility of the disease model. Rather, it broadens 

this perspective by highlighting the reasons that may have fostered drinking and using 

behaviors. Within this framework, depression ~r low self-esteem issues would be 

addressed as the primary problem for eleven of the women in this study .. Interventions 

would be geared .not only towards helping the women abstain from alcohol and/or drug 

use, but also on treating and managing depre.ssion and other negative feelings that : 

perpetuated substance dependence. 

While the SMH has received empirical support from other studies in which· 

alcohol and drug dependent individuals acknowiedged dri~ing ~nd using drugs to· 

alleviate pain, depression and other feelings (Hutchinson, 1986; Kearney, 1996 Kline, 

1996; Lammers, et al., 1995b; Long & Mullen, 1994; Pursley-Crotteau & Stem, 1996), 

this hypothesis has also been subject to criticism. Goldsmith (1993) forwarded three 

major criticisms of the SMH premise that individuals self-medicate to alleviate distress, 

and used limited studies to back up his points. These criticisms included: (a) the central 

nervous system depressant properties of alcohol are more likely to cause this "distress" 

than a major affective disorder such as depression; (b) after a few drinks, alcohol 

dependent individuals are more likely to be morose, rather than feel better, and (c) the 

idea that alcohol dependence is related to an unhappy childhood is a "myth." 

However, findings from this study directly contradict Goldsmith's (1993) 

assertions. First, while the central nervous system effects of alcohol could certainly 

contribute to feelings·of depression, the women in this study who described themselves 

as "depressed" also recalled being depressed as children, prior to any alcohol or drug use. 

Second, the wotnen verbalized drinking to feel better, numb pain· and socialize. They 

noted no marked decrease in mood after a few drinks and in fact, felt more social and 

less inhibited. Over time and continued use, they stopped experiencing the compensatory 
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benefits of drinking. Rather than feeling good after a few drinks, they were drinking 

directly into blackout, or passing out. Third, these women uniformly reported childhood 
I 

environments marked by disruption, parental alcohol abuse and violence and believed 

these factors contributed to their substance dependence. In addition, the studies that 

Goldsmith (1993) used to dispute a relationship betWeen an unhappy childhood and 

alcohol dependence were comprised of alcohol dependent men. Clearly, empirical 

support for Goldsmith's (1993) assertions did not account for the experiences and 

histories of alcohol dependent women. 

The Need to Endorse a Variety of Self-Help Options 

All of the women in this study had attended a twelve-step self-help group such as 

AA, NA orAl-Anon. · Because the twelve-step model was developed based on the 

experiences of Caucasian, middle-clas,s,. heterosexual men, questio11s have been raised 

regarding the appropriate~ess and gener~lizability of_ this model to women, people of 

color, and individu~.d~ with differing sexual orie~tations (Abbott~· 1994; ·B~an, 1994; 

Hall, 1994b; · Kaskutas, 1994; & Saulnier, ~99()a; 1996b ). Some studies cited the.· 

criticisms voiced by African-American women (Saulnier, 1996a; 1996b) and lesbians 

(Hall~ 1994b) who had not felt welcome, heard or understood at mainstream AA · 

meetings. 

The women in this study offered differing perspectives of AA and other 

twelve-step groups. For the majority of women, participation in AA provided them'with 

opportunities to meet and make connections with other women. Women who were able 

to forge connections at the meetings benefited the most, and were most likely to continue 

attending. However, some woman shared experiences in which positive copnections did 

not occur. This was particularly true when the women had limited their attendance.to 

coed groups. These women described feeling uncomfortable from advances made by men 

in the group, and feeling frustrated because the coed groups did not always address. 
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women's issues or allow women equal opportunities to share. One woman even described 

·feeling stigmatized by the men in her group after she had lost custody of her children. 

A few women felt uncomfortable speaking at AA meetings because they were 

engaging in behaviors that are discouraged by AA such as practicing moderate drinking, 

drinking non-alcohol beer, and using prescription medications. Because it was hard for 

these women to openly share tJ:t_eir experiences, it was difficult to for them to feel 

connected and validated by others in the groups. These women either attended AA and 

remained silent about their own practices, or stopped attending the meetings altogether. 

Miller and Stiver (1997) pointed out that twelve-step groups can foster powerful 

connections, validation, mutual empathy and empowerment, particularly when the 

groups have changed their language and procedures to reflect women's experiences. 

Findings from this study supported this assertion. The women who participated in 

women's AA groups consistently cited numerous benefits from being with other women, 

and preferred the ~·women-only" groups to the coed groups. They felt free to share their 

experiences, verbalize their concerns and issues, address cultural issues and differences, 

and speak openly about sensitive topics such as sexual abuse, abortion and sexual 

protniscuity. Overall, women attending both coed and women's groups felt most 

personally benefited by their participation when they were able to connect with others, 

particularly other women in the groups, and establish supportive networks of women. 

Still, the question remains as to whether a group such as AA, which emphasizes 

characteristics such as selfishness and self-centeredness as the root of the individual's 

problems, is appropriate for women and other minorities who typically enter treatment 

feeling depressed, powerless and inadequate. There are support groups for substance 

dependent individuals that do not adhere to the philosophy of the twelve-steps. Rational 

Recovery (RR) which was reviewed in chapter two, stresses empowerment and a 

cognitive reframing of many of the tenets of AA, and challenges the necessity of a higher 

power (Trimpey, 1992). Women for Sobriety (WFS) ·is a self-help progratn for 
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chemically dependent women that uses a sene$ of steps that emp4asize self-esteem and 

empowerment rather-than humility and surrender (Kaskutas, 1994; Kornblum, 1995). 

None of th~· women in this study had p~rticipated in these groups. This was due to 

a combination of factors including: (a) the large number of geographically accessible 

twelve-step groups versus the lack of accessible alternative groups; (b) the lack of 

knowledge about other group options;. a~<;l (c) the endors~ment and incorporation of 

twelve-step groups by treatment providers and treatrilent programs. Had these women 

had the opportunity to attend groups such as RR and WFS and make connections with 

other participants, they may have identified even greater benefit from participation. in one 

of these alternative groups. 

Currently, the majority of treatment programs in this country include a 

twelve-step component as part of the treatment modality. Individuals begin attending AA 

or other twelve-step groups while enrolled in a treatment program, with the expectation 

that they will continue to participate after discharge. Compar8;tively few treatment 

programs offer alternative groups such RR and WFS: However, as noted in previous 

studies (Hall, 1994b; ·Saulnier, 1996a), four women in this study did not find 

participation in twelve-step groups to be beneficial, and subsequently stopped attending. 

Another type of group such a~ WFS or RR may have been more compatible to the needs 

and personal philosophies of these women, and would have provided them with an 

ongoing mechanis1n of support. There is a need to broaden the self-help offerings 

currently available. Treatment programs that offer both AA and WFS for example; 

would give women the power to choose the group that provided the best "fit." 

The twelve-step model of self-help warrants further study. As Beckman (1993) 

noted, women are underrepresented in AA studies which are usually based on inpatient 

samples of alcohol dependent individuals. In addition, few studies have examined gender 

differences in the recovery process in AA, or the reasons that women leave AA. Studies 

comparing women who have attended AA and women who have stopped drinking and 
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maintained abstinence in other ways could provide empirical support regarding 

characteristics that predict continued participation in AA versus other groups. 

Implications for Nursing 

Nurses can be instrumental in advocating services for substance dependent 

women that are effective and accessible .. The traditional medical model emphasizes 

diagnosis and treatment of the illness, rather than the development of empowerment, 

personal strengths, a~d mutuality. Clinicians pra~ticing from the medical model do not 

seek to empo'Yer individuals who seek care (Herman, 1992). Rather, they are t~~ght to 

identify the problem, and prescribe what neeqs to be done in order to treat the problem. 

This in turn reinforces passivity and dependence. 

Nursing however; is both a,humah scieJ?-Ce and a practice-oriented discipline 

with a holistic approach that is well suited to focusing on the perspectives and 

experiences that influence individual health and illness states. The following description 

by Me leis ( 1991) emphasizes this point: 

Nursing as a human science is concerned with the experiences of human beings 

and with health and illness matters. Because these experiences are shaped by 

history, significant others, politics, social structures, gender, and culture, nurses 

also are concerned with how these perspectives shape actions and reactions of 

human beings. It is precisely that concern that makes nursing a practice discipline 

(pp. 128-129). 

Designing women-centered treatment programs that are based on the 

Self-in-Relation theoiy (Jordan et al., 1991) has gained increased attention in addictions 

literature (Finkelstein, 1996; Kearney, 1997; Manhal-Baugus, 1998). Self-in-Relation 

theory posits that the self is organized and developed within the context of relationships 

and connections with others. When women are unable to develop mutually empathic 

relationships with others, disconnections occur which may lead to psychological 

problems such as depression and addiction (Jordan et al., 1991; Miller & Stiver, 1997). 
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This model presents a marked contrast to traditional models of human development that 

are based on male development. These models stress the importance of separation, 

individuation, autonomy, and self-actualization as central to individual self-development. 

According to Self-in-Relation theory, a primary goal is to assist women in 

re-establishing connections in their Jives. The Self-in-Relation theory is well suited to a 

human science such as nursing, in which a holistic approach to practice is emphasized. 

For example, nurses can be instrumental in fostering connections and empowerment in 

substance dependent women in the following ways briefly overviewed here. 

Fostering Client Empowerment versus Client Passivity 

As noted earlier, within the medical model, clinicians are socialized to a 

hierarchical relationship with individuals who seek their care. For the most part, the 

client is a passive recipient of care designed to treat the presenting problem, with limited 

attention to relationship dynamics and other factors. In contrast, nurses are socialized to a 

nurse-client relationship that establishes trust and m1:1tuality through active listening and 

other therapeutic coni~uriication techniques. Ideally, the nurse-client relationship is a 

professional, but egal~tariart relationship in which clients are encouraged. to. take an active 

role in their. health~ Establishing a relationship ~tli ·a substance dependent woman in 

which the focus fs not only on the presenting. problem,. but on establishing trust and 

mutuality, is a crucial initial step towards helping that woman re-establish connections in-
I 

- . . . 

her life, starting with the 'connection she forges with-the nurse. 

Accounting for the Reasons that Women Drink 

Nursing is a practice discipline with a holistic orientation (Meleis, 1991). 

Optimal nursing care is provided when nurses address not only the obvious problems that 

prompt the client to seek care, but other physiological, psychological, cultural, spiritual 

and cognitive factors that impact the health of the individual. For substance dependent 

women, this entails looking beyond the substance abuse and assessing for other problems 

such as depression that may have fostered substance use. Substance dependence is· 
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typically regarded as the problem. Consequently, the goal of treatment is the elimination 

of the substance using behavior, and other contributing factors such as psychic pain, 

depression and post-traumatic stress are ignored. Nurses working with substance 

dependent women must be able and willing to shift the lens through which substance 

abuse is typically viewed. This can be done through careful assessment of the factors 

contributing to the substance use, interventions that address the primary problem, and 

prioritization regarding the goals of treatlnent. 

Implementing Alternative Interventions. 

Confrontation and detachment are interventions commonly used in substance 

abuse treatment programs. These interventions are derived from a variety of sources 

including research on male psychological development, and the view that the substance 

dependent person is in 11 denial 11 and this denial must be dealt with through direct, face to 

face confrontation as ·a means of decreasing the person's defenses. However, women 

typically enter treatment feeling depressed, shamed and stigmatized (O'Connor et al., 

1994 ). Interventions that emphasize detachment are counterproductive for women who 

are disconnected and need to have connection with others. Further, techniques in which 

women are directly confronted regarding their behaviors can cause increased feelings of 

shame and depression, further disconnection, attrition, and even a return to substance 

use. 

Nurses can move beyond these traditional interventions by implementing 

strategies that emphasize validation, mutua~ity, honesty, and empathy with the goai of 

helping the woman to develop healthy relational patterns with others. This entails an 
., 

: . ' . 

approach that is direct, resp~c~ful, individualized to the woman and empathic Designing 
. ··.. . . 

outcomes research to·.measure the effectiveness of these strategies will yield.empirical 

data that further supports or challenges these strategies in empowering substance . 

dependent women. · 
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Implications for Policy 

Findings from this study support the need for policy changes that eliminate-the 

barriers that prevent women f!om accessing treatment. Within the .last two decades, there 

has been a significant increase in the number of articles in the addictions lite~ature 

addressing the. treatment needs of substance .dependent women. Barriers to treatment for 

women such as (a) lack of affordable child 9are; _(b) lack of affordable services; (c) fears 

of stigmatization; (d) fears of incarceration; and (e) fears of losing children have been 
. -

clearly and consistently identified (Be~kman, 1994;: Drabble, 1996; Kearney, 1996; 

Nelson-Zlupko et al., 1996; Pursley-Crotteau & Stern, 1996; Schliebner, 1994; & Yaffe 

et al., 1995). 

Despite this increased awareness,-there continue~ to be a need to implement 

programs that address the barriers that impede wotnen from obtaining treatment. The 

women in this study identified a number of these same barriers to accessing treatment 

including: (a) lack of sufficient funds to pay for treatment; (b) lack of financial and 

partner/family support for child care; (c) shortened lengths of stay in treatment programs; 

(d) lack of insurance to pay for treatment; (e) fear of stigmatization; (f) fear of losing 

their children; (g) lack of knowledge regarding available treatment options; and (h) fear 

of incarceration. 

The African-American and 1-fative-American women identified particular barriers 

related to the lack of financial resources, and lack of available treatment resources. These 

barriers impeded and delayed access to treatment for these women, perpetuating : 

inc~easing feelings of hopelessness. The women voiced frustrations regarding brief 

lengths of stay in both inpatient and some outpatient treatment programs, and questioned 

whether such progratns were even worth considering. 

Some of the women in the Southeast voiced concerns and fears regarding the 

practices of some states such as South Carolina, to press criminal charges against 

pregnant women and women with dependent children. Such punitive policies only serve 
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to drive chetnically dependent women further away. frotn prenatal care, and substance 

abuse treatment. Clearly, it is time to move beyond identifYing these barriers, and to start 

implementing more programs on national, state and local levels, that eliminate these . 

barriers. Treatment must be accessible to women of all socioeconomic, ethnic and 

cultural backgrounds; and geographic locations. Programs should use a variety of 

treatment approached designed to best meet the diverse needs of clientele from a variety 

of cultural and socioeconofl'l:iC backgrounds and lifestyles Further, in all states in this 

country, litigation must be immediately replaced with rehabilitation. It is imperative that 

women feel free to access health care s~rvices without fears of punishment and other 

repercussions. 

Limitations of the Study 

Given the diverse ethnic backgrounds and g~ographic locations of the 

participants, the small sample size was a limitation. The majority of the women in this 

study are European-American and reside in the ·'Southeast. The addition of other 

Native-American and African-American women, as well as more women from the ·west 

Coast would have provided additional information regarding cultural and geographical 

similarities and differences in the women's experiences. 

All of the women had been exposed to and influenced only by the disease model 

of substance dependence, and the philosophical underpinnings of twelve-step groups 

-such as Alcoholics Anonymous, Narcotics Anonymous, and Al-Anon. In this respect, the 

study sample was primarily an AA sample. Had the sample included women who had 

participated in women-centered treatment programs or self-help.groups such as Women 

for Sobriety and Rational Recovery, the study findings may have been different. 

Another limitation of this study pertained to difficulties in obtai~ng follow-up 

interviews. Of the foUrteen women included in this study, nine. were Interviewed twice, 

and seven were interViewed a third time. I was unable to contact six women for third 

interviews. Compared to the other women in the study, the women I was unable to 



238 

contact had shorter lengths of abstinence and fewer external support systems. Had I been 

able to interview these women, they may have provided additional information that 
) 

changed the current findings. 

Because so many of the women identified parental alcohol dependence, a 
I 

non-alc~hol dependent woman with a positive history of parental alcohol dependence 

was included in this study to compare her perspectives and experiences with those of the 

alcohol dependent women. Though some differences were noted, the inclusion of more 

non-alcohol dependent women in the sample may have yielded stronger findings 

regarding differences and similaritie_s in alcohol and nonalcohol dependent offspring of 

alcohol dependent parents. 

Recommendations for Future Research 

Over the past two decades women have been increasingly included in study 

samples in substance abuse research. In addition, the number of studies addressing the 

issues and treatment needs of substance dependent women has significantly increased. 

Despite these gains, a number of gaps remain which ne~d.tp be addressed in subsequent 

studies. The following, is a list of suggestions for future research: 

1. Outcomes studies that compare and contrast the effectiveness of 

alternative and traditional treatment strategies for substance dependent 

women. 

2. Studies that focus on the effects of parental role-modeijng _of. alcohol 
' ., 

abuse on the development of alcohol dependence in offspring. 

3. · Longitudinal studies of offspring of alcohol dependent parents ~hat focus 

on factors such as birth order and age In increasing resiliency or 

vulnerability to_ alcohol dependence. .· 

4. Examination of the impact of early parental loss on the development of 

substance dependence. 
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5. Examination of the intergenerational dynamics of fa1nily violence and 

alcohol dependence, and the impact of each, both alone and jointly, on 

subsequent alcohol use and violence (Miller & Downs, 1993~ Wilsnack, 

1996). 

6. Longitudinal studies that examine childhood depression as a precipitant 

for substance abuse and dependence (Wilsnak et al., 1997) 

7. Studies that test the applicability of "Patterns of Compensation" in 

substance dependent men .. 

8. The effects of role-playing and care-taking on the development of 

substance dependence in women. 

9. Qualitative studies of women's experiences in AA including reasons they 

stay, or reasons they leave, and Qualitative studies that generate theories 

on women's addiction. 

10. Examination of barriers to treatment for women of color and studies that 

focus on the treatment needs of women of color. 

Conclusions 

According to the theory that was generated from this study, women experience 

alcohol dependence as a series of compensatory patterns that originated in childhood and 

continued into adulthood. Findings from this study support existing models which posit 

that women's development is enhanced by relationship~ and connections versus 
. . 

individuation and separation. In this respect, discomiected women are reconnected when 

they are able to develop relational patterns that foster empathy, connection with others, 

and empowerment. This can occur within the contexts of treatment and self-help 

environments. 

For the women in this study, alcohol and drug use were compensatory 

mechanisms used to alleviate feelings of depression and inadequacy. Through 

participation in professional treatment and self-help groups such as Alcoholics 
' . 
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Anonymous, the women learned compensatory strategies that replaced alcohol and drug 

use. However, even with continued abstinence, the women continued to struggle with 

depression and feelings of low self-worth. 

In this country, dominant treatment interventions for substance dependence are 

derived from a view of addiction as a disease (Jellinek, 1946; 1952; 1960). Further, the 

disease perspective is based on limited empirical findings from s~dies comprised 

primarily of ~en. Findings from this study raise questioqs about the utility of the disease 
. . . 

perspectjve, and curr~nt tre.atment modalities in adequately meeting the ne~ds substance 
• ' •.! :- • 

dependent women. ·Alternative models oftreatnl~nt based on the Self Medication 

Hypothesis (Khantzian, 1997) and the Self-in-Relational Theory (Jordan et al., 1991; 
-. 

Miller & Stiver, 1997), are proposed as a means of (a) addressing the primary problem 

of depression in substanc~ depende~t women; (b) framing substance dependence as a 
. - . ' ' 

- ' - ' 

symptom rather than the primary problem; (c) reconnecting substance dependent 

women who are largely isolated and disconnected and (d) fostering the development of 

healthy relational patterns. 
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participation, as specified in the Medical College of Georgia's Policy and 
Procedures Guidelines (1.6.0, 3/17 /95). 

If VA patients or facilities are involved in this study, you must also have a 
letter of approval from the VA Research & Development Committee prior to 
involvement of VA patients or facilities. 

Sincerely yours, 

George S. Schuster, D.D.S., Ph.D. 
Chairman 
HUMAN ASSURANCE COMMITTEE 

Augusta, Georgi2 30912-4810 (706) 721·3110 
An Affirmative Action/Eoual Onnortunitv Frinr.~tinn~i ln~titntinn 
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Human Assurance Continuation Approval 



Human Assurance Committee 
Institutional Review Board 

Janet Ambrogne 1 MSN 1RN 1CS 
Community Nursing 
Medical College of Georgia 

July 28 1 1998 

RE: Bridging the Gap Between Theory and Research: Alcoholic 
Womens' Experiences with Alcohol Temperance 

CONTINUATION APPROVAL DATE: July 27, 1998 

FILE NUMBER: 97-04-221 

Dear Dr. Ambrogpe: 

Your recently submitted HAC-107 form "Request for Continuation of 
HAC Approval 1 " indicates the study is still ac.ti ve. Accordingly 1 

the Human Assurance Committee approved continuation of the study 
through July 26 1 1999 in accordance with DHHS policy and 
the institutionai assurance on file with the DHHS. 

If there are any modifications to the project before the date of 
the next annual review in June 1999 1 please submit an HAC 
Form 100 with supporting documentation requesting approval for an 
amendment to the study. The HAC must approve the amendment 
before any modifications can be implemented .. It is your 
responsibility to submit a Clinical Study Status Report (HAC Form 
107Q) by the first Monday of June 1999 if you intend to 
continue the1 study b~yond the 1 year period of approval. 

If the study is completed prior to July 19991 please 
submit an HAC Form 111 with supporting documentation. 

Human Assurance Committee 
AH-1003 

cc: HAC file 
chron 

Augusta, Georgia 30912-7621 (706) 721-3110 
1\n 1\ffirrn.,.+iuo A,.+inn/l:n"-:.1 nnnnr+11ni+u t:n''""'+inn-:.1 ln.-+i+11+inn 
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Human ASsurance Committee 
Institutional Review Board 

August 14, 1997 

• I • !. !. II I I ' I • u N, RN, CS 

RE: Bridging the Gap Between Theory and Research: 
Alcoholic Womens' Experiences with Alcohol Temperance 

FILE NUMBER: 97-04-221 

APPROVAL: August 13~ 1997 

Dear Ms. Ambrogne: 

The HUMAN· ASSURANCE .COMMITTEE has reviewed and approved your 
advertisement for the above referenced protocol. This is in 
accordance with the DHHS policy and the institutional 
assurance on file with the DHHS. 

George s~ 
Chairman· 
HUMAN ASSURANCE COMMITTEE 

Augusta. Georgia 30912-4810 (706) 721·3110 
& a.••• 11 A II ·- I- I to -I II II Ill .1.1 
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Consent for On-Line Advertisement 



Human Assurance Committee 
Institutional Review Board 

October 16, 1997 

Janet A. Ambrogne, M.S.N., R.N., C.S. 

RE: Bridging the Gap Between Theory and Research: Alcoholic Women's 
Experiences with Alcohol Temperance 

FILE NUMBER: 97-04-221 

APPROVAL: October 7, 1997 

Dear Ms. Ambrogne: 

The HUMAN ASSURANCE COMMITTEE has reviewed and approved your request for 
additional posting of the advertisement for the above referenced protocol. This is in 
accordance with the DHHS policy and the institutional assurance on file with the DHHS. 

Sincerely yours, 

GeorgeS. Schuster, D.D.S., Ph.D. 
Chairman 
HUMAN ASSURANCE COMMITTEE 

Augusta, Georgia 30912-4810 (706) 721-3110 
An Affirm-:~tiuo A,.tinn/!:m•-:~1 nnnnrh mih1 !:rl••,.o:~finn-:~1 Inc.-tit. dinn 
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INFORMED CONSENT 

Bridging the Gap Between Theory and Research: Alcoholic Women's Experiences 
with Alcohol Temperance 

Janet A. Ambrogne, MSN, RN,CS 

I have been asked to be in a research study about women with alcohol dependence. This 
study will address the experiences and problems faced by women who are trying to stop 
drinking alcohol. 

I have been asked to participate because I can share my experiences with drinking 
alcohol and trying to stop drinking alcohol. I understand that I am one of 20 women in 
this study. My involvement in this study will include meeting with the researcher two or 
three times over a 28 week period. I understand that I wilfbe interviewed at each 
meeting. Each interview will last 1-2 hours. During these talks, I will be asked to answer 
such questions as: · 

What is it like to be a woman with a drinking problem in this society? 
What led up to your decision to stop drinking? 

I will talk to the researcher in a private place of tny choice. I realize that these talks will 
be tape-recorded so that the researcher can describe my experiences. These tapes will be 
transcribed by a secretary. All tapes will be identified only by a code name. Only the 
researcher Will know which tapes belong to me. All of the tapes· will be kept in a locked 
file cabinet. I understand that everything I tell the researcher will be kept confidential 
unless I tell the researcher that I want to hurt myself'or someone else. Should this occur, 
I understand that the researcher will need to inform a mental health counselor of what I 
have said. I understand that I may drop out of the study at any time without penalty or 
loss of care or other benefits to which I am entitled. If I am no longer in the study, my 
tape recording will be ·destroyed and will not be used in the study. 

I understand that at a later point in the study, the researcher will share the results with 
me. I can say whether or not the findings sound correct. I can also provide tnore · 
information at this time. I understand that when I sign the consent form, this means that 
the researcher. can use this information for the purposes of research. I understand that it 
will not be possible"to identify me from the written reports of the study. 

I understand that I will not be paid to participate in this study. A direct benefit that I can 
expect from this study is to be able to have someone listen to my experiences with trying 
to stop drinking alcohol. A risk of this study is that I may get upset ·from talking about 
my expenences. I understand that the interview will stop if I get upset, or at anytime I 
request. 
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INFORMED CONSENT 

. I understand that my participation in this research study, and the research records 
specifically related to it will be confidential, unless specifically required to be disclosed 
by state or federal law. I understand that the Medical College of Georgia is not 
responsible to pay any money or to provide any free medical care in case this project 
results in some harm to me. I also understand that I may call Dr. George Schuster from 
the Medical College of Georgia at (706) 721-3110 to find out about the rights of 
research subjects. 

I have read this consent and it has been explained to me. I have been able to 
ask questions and they have been answered fully. If I have any questions I 
can contact Ms. Ambrogne at 1-800-711-5688. With this understanding, I 
consent to be in this study. 

The risks and benefits of being in this study have been explained to me. I have had the 
chance to ask questions. My questions have been answered. 

Participant's Signature Date 

Witness' Signature Date 

Principal Investigator's Signature Date 
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Demographic Questionnaire 

Code Name and Number: -----------------------------
.Date of Interview: ---------------------

1. What is your county an4 state of residence? 

_ 2. How old are you? 

· 3. Describe your ethrii~ity. 

4. What is your marital status? 

5. How many child and/or adult dependents do you have? 

6. Who else resides in your home? 

7. Are you working at this time?. If so, please describe your job. 

8. What is your average. yearly income? 

9. What is the highest grade you completed in school? 

10. How long have you had a problem with alcohol? 

11. Do any In embers of your family have a drinking problem? If yes, please explain 
relationship to you. · 
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12. Have you ever received help for your drinking? If so, please describe types of treatment 
and dates. 

13. Are you currently involved in any treatment for your drinking? If yes, please describe 
type of treatment and time involved? 

14. Do/have you ever attended any self-help groups such as AA NA? If yes, please describe 
type of group and dates. 

15. What was the date and approximate time of your last drink? 
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Initial Interview Guide 

1. How were you introduced to alcohol? What were the circumstances? 

2. Do you use other drugs besides alcohol? If yes, please describe your pattern of 
use. 
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3. What is your pattern of alcohol use? How often do you drink? Who do you drink 
with? Where do you usually drink? 

4. How do you benefit from drinking alcohol? 

5. At what cost do you get this/these benefit( s )? 

6. Describe the times you have tried to stop drinking in the past? 

7. What impacts your decision to stop drinking at these times? 

8. What resources do you use to help you stop? 

9. What is the longest period of time that you did not drink? 

10. What were the reas011s you started to drink ~gain after you had stopped? 

11. Describe whai was happening in your life at that point in time? 

12. What factors led up to your decision to try to stop drinking now? 

13. In what ways are you trying to control or stop your drinking now? 

14. What have you; found helpful in controlling your drinking? 

15. Who of your family and/or friends has been helpful to you? 

16. What has not been helpful to you when you try to stop drinking? 

17. Who of your family and friends has not been helpful to you? 

18. What problems have you encountere~ in yo~ efforts to not drink? 

19. What is your view of women who drink? 

20. What is it like to be a woman with a "drinking problem" in our society? 

21. What do you think/believe are the reasons you drink? 
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22. What more would you like to know about alcohol problems? 

23. Describe your ideal treatment program for a woman with a drinking problem? 
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Guide for Second Interview 

1. Since our last interview, how have things been going for you? (In relation to your 
efforts to control or not drink and/or use? 

2, How did participating in the frrst interview impact your efforts? 

3. Any comments or suggestions that you can give me about the interview process?. 

4. Have you used any alcohol and/or drugs or increased your use since the first 
interview? 

a. Describe.wh~t you used and your pattern of use? 

b. What was happening in your life when you began using again? 

· c. What do you think were the reasons you started using again, or using 
excessively? 

d. What has impacted your decision to stop or decrease your use of alcohol 
and/ or drugs now? , 

5. What is the date of your last drink of alcohol and (if applicable) last use of drugs? 

6. In what ways are you trying to control your alcohol/drug use now? Are you doing 
anything different since our first interview? , 

7. Are you involved in any professional treatment at this titne? Please describe. 

8. Are you participating in any self-help groups at this time? If so, what groups and 
how often? 

9. Are there any other resources that you are using to help you stop/ control your 
use? 

10. What strategies have been particularly helpful for you? What people have been 
helpful? 

11. Are you or have you encountered any difficul~ies in your attempts to stop/control 
your use? 

12. Some of the women I have interviewed have talked about drinking/using alone? 
Have you ever used while you were alone? 

a. Describe times when you used alone? 



286 

b. How did you feel about being alone and using? 

c. Why do you think you used alone? 

d. What is being alone about for you? 

13. Some of the women I have inte{viewed have discussed t!mes in their lives when 
they were abused physically, emotionally or even sexually. bo you see any 
connection between these types of abuse, and drinking/using? 

14. What is the relationship between alcohol/drug problems and a person's 
sexuality? 

15. I often hear people talk to me about drinking dreams. Have you ever had a 
drinking dream? Please describe? Why do you think people have drinking 
dreams? 

16. Do you see any relationship between your childhood and growing :up in your 
family and your problem with alcohol/drugs? 

17. One of the patterns I have seen since inter\riewing women is a search for some 
type of foundation for the self that starts·from.childhood. What do you think 
about that? Do you think this applies to you as well? What does having a 
foundation mean to you? 

18. Any new thoughts about what it is like to be a women with a drinking/drug 
problem in this society? 

19. What ideas do you have regarding what wom~n with alcohol/drug problems need 
to help them in treatment? · 

20. Oescribe what· being healthy means to you? How does a person go about getting 
healthy? 

2i. What questions do you have about alcohol/~g problems? 

22. What message would you like to give to other women who have alcohol/drug 
problems? 

23. What would you like to say to society about alcohol/drug problems, and being a 
woman with this type of problem? 
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Admonish 

Ale-dream 

Ale-escape 

Alc-etiol 

Alc-intro 

Alc-patt 

Ale-quest 

Ale-think 

Aloneness· 

Barriers 

Benefits 

Burn+crash 
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Code Book 

Definition 

Times. during the interview that the participant· 
is self-critical about her substance use and 
behaviors related to that use. 

The participant's.d~scriptions of any past or 
present dreams she has had-about alcohol. 

The participant's descriptions of using alcohol 
as a means of ~scapi~g. 

The participant's beliefs regarding why she 
developed alcohol dependence. 

The participant's recall of how she first began 
drinking alcohol. 

The participant's description of her alcohol use 
including recall of initia:l use,· problem 
development, and any current use. 

Questions related to alcohol and alcohol related 
issues that the participant verbalizes. 

The participant's descriptions of any past or 
present thoughts. she has had about alcohol. 

The participant's descriptions of drinking 
alcohol by herself, including her reasons for 
drinking alone. 

The participant's descriptions of any factors or 
circumstances that impeded her ability to obtain 
help for her substance use. 

The participant's descriptions of perceived 
benefits from using alcohol or drugs. 

The participant's description o~ circumstances 
and events that influenced her decision to stop 
or decrease her drinking. 



Conceal-0 

Connect 

Cope-strat 

Cost-Ale 

Cut-off 

Demograph 

Drug-use 

Explain 

Feedback 

Health 

Insight 

Int-impact 

Mess2soc 
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The participant's. descriptions of ways she would 
hide or minimize her· alcohol use to other 
people. 

Times ~hen the researcher refers the participant 
to a resource in the community. 

Specific behaviors,and actions identified by the 
participant that help her resolve issues related to 
drinking, and buffer urges to drink. 

The participant's descriptions of consequences 
experienced secondary to alcohol use. 

The participant's descriptions of times that she 
deliberately broke contact with significant 
people in her life. 

Any demographic information collected about 
the participant. 

The participant's use of other drugs besides 
alcohol, including types of drugs and pattern of 
use. 

Times during the interview when the researcher 
explains something with the purpose of 
imparting information to the participant. 

Any suggestions or comments that the 
participant has about the interview process. 

The participant's views of what it means to be 
healthy, including ways to go about getting 
healthy .. 

Realizations.the participant makes about herself 
during the interview. 

The participant's descriptions of how 
participating in the study impacted her. 

What the participant would like to say tO" society 
about women with substance problems. 



Message 

Mtg-expect 

Other-prob 

Other-tx 

Par-loss 

Part-view 

Probrec-0 

Probrec-S 

Question 

Rx4women 

Self-help 

Self-Id 
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What the participant would like to say to other 
substance dependent women. 

The participant's descriptions of times she felt 
the need to meet expectations set by herself 
and/or others. 

The participant's descriptions of any 
experienced physical and/or psychological 
problems excluding substance abuse. 

The,participant's descriptions of any 
professional treatment she received for physical 
and/or psychological problems excluding · 
substance abuse. · 

Separation or loss of contact. with a parent from 
divorce, death or ~eparatiori . 

. The participant's personal view and opinions 
about substance· dependent women. 

The participant's recall of times other people . 
have pointed out her alcohol problem. 

The participant's recall of how she came to 
recogJ;rize her alcohol problem. 

A question posed by the researcher. 

The participant's perceptions of an ideal 
treatment program for substance dependent 
women. 

The participant's descriptions of past and/or 
present involvement in self-help groups 
including obvio~s influences from participation 
in these groups. 

The participant's description of issues related to. 
her own identity, including adjectives used to 
describe herself. 



Sexuality 

Sig-use 

Sk-stable 

Soc-view 

Stigma 

Stop-tries 

Support-sx 

Treat-exp 

Treat-help 

Triggers 

Violence 

Wow-say 
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The participant's description of issues related to 
her sexuality, including any experienced 
problems. 

The participant's descriptions of past and 
present substance use by family members and 
signifi~ant others, including identified substance 
dependence. 

The participant's descriptions of times she has 
sought stability for herself. 

The participant's perceptions regarding societal 
views of substance dependent women. 

The participant's, description of times she felt 
humiliated or disgraced secondary to perceived 
societal expectations. 

The participant'$ descriptions of times in the 
past that she tried to stop or decrease her 
alcohol use. 

The participant's descriptions of the people who 
· support her efforts to not drink or use~ and how 
that support is provided. 

The participants descriptions of any past or 
present professional help received for substance 
dependence. 

Aspects of professional treatment that the 
participant found helpful. 

The participant's descriptions of any stressors, 
circumstances or feelings that trigger her desire 
to drink or use drugs, or have prompted her to 
increase her substance use. 

The participant's descriptions of experiences 
with past or present violence including 
emotional, physical and sexual abuse. 

A particularly insightful comment made by the 
participant. 




