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ABSTRACT 

Classifying subtypes is widely accepted in alcoholics research 

on males. Female alcoholics are largely investigated as a 

homogenous group. Furthermore, the literature indicates 

that female alcoholics are more psychologically disturbed 

than male alcoholics. The present study was set up to 

investigate these issues. 

Twenty-nine white female alcoholic in-patients at a specialist 

hospital for alcoholics were tested on Cattell's 16 Personality 

Factor Questionnaire (16 PF}, the Hostility Direction of 

Hostility Questionnaire (HDHQ) and the Semantic Differential 

(SD) • Subjects were most!..:i fr an the lower-middle class with 

a mean age of 45,45. Subjects were assigned to one of three 

groups: Gamma, Delta and Intermediate as defined by Jellinek 

(1960) using Walton's criteria (1968) of Gamma/Delta alcoho-

lism. It was hypothesized that there would be intergroup 

differences on all of the above measures. The Symptom pign 

Inventory (SSI) was used to compare the degree of psycho-

logical disturbance on the above groups with an age-matched 

sample of male alcoholic in-patients on criteria of neuro-

tieism, psychoticism and personal disturbance. 

The female gamma group had a higher Total Hostility (.'$> .(... ,Ol} 

Extrapunitiveness (j L._ ,Ol) and Intrapunitiveness score 

(p L.,.,05) than the.female delta group. However, the three 

female subgroups did not differ from each other on the 

personality factors (16 PF), nor on measures of the perceptions 



of s~lf (SD). In addition, no differences were found 

between the sexes in the manifestation of psychological 

disturbance; although a high proportion of subjects revealed 

psychological disturbance (SSI). 



SUMMARY 

1. INTRODUCTION 

The concept of alcoholism has only recently been defined as 

a medical disorder (Jellinek, 1960: Galtt, 1973: Keller, 

1972). Prior to that it was largely construed from a moral­

istic perspective (Hudolin, 1973). 

In addition to the medical conceptualization of the disorder, 

there exists a social conceptualization of alcoholism. This 

largely embodies aspects of the social unacceptability of 

alcoholic behaviour which are manifested in bias and negative. 

attitudes towards the alcoholic. Implicit in this is stig­

matization. 

With respect to the female alcoholic, excessive drinking has 

low social acceptance (Stafford, & Petaway, 1977: Gomberg, 

1974: Litman, 1975). Stated differently there exists a 
cbuble standard of attitudes towards male and female alcohol­

ism. This is evidenced in the sanctions against women 

drinking excessively. These sanctions have had the effect 

of making the female alcoholic less visible both socially and 

in public treatment centres. In public treatment centres 

the proportion of female to male alcoholics is low (1:6} 

(Snyder, 1970), whereas in private practice the estimated 

proportion is approximately equal (Lindbeck, 1972). 

It has been,hypothesized that the low acceptance of alcoholism 

i 



has the effect of expo$ing the potential female alcoholic 

to a greater degree of psychological disturbance (Jellinek, 

1960) • This is used as the rationale for the widespread 

belief that women alcoholics are more psychol!gically dis­

turbed than their male counterparts (Lisansky, 1957; 

Curlee, 19?1; Rathod & Thompson, 1970). However, this 

observation must be evaluated in terms of (a) the biased 

samples from.public treatment centres, and (b) the approach 

used in investigating female alcoholics. 

With respect to the former, it has been suggested that only 

a more disturbed sample of female alcoholics present due 

to the soc~al pressures which effectively keep women away 

from treatment (Lisansky, 1957) . Thus this sample is not 

representative of th~ total population of female alcoholics. 

ii 

With respect to the latter, there has been a tendency to 

investigate female alcoholics as a unitary and undifferentiated 

group. This may be said to have.obscured possible subtypes 

that may exist in this population. A crucial implication of 

this approach lies in the investigation of psychological 

disturbance. 

More recent trends in researching male alcoholics have 

attempted to classify male alcoholics into subtypes. One 

of the most useful approach in both research and clinical 

settings has been Jellinek's criteria of gamma and delta 

alcoholism (Jellinek, 1960). Various symptom clusters and 

alcohol related problems were differentiated between these 
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two groups (Walton, 1968: Stein, Niles and Ludwig, 1968: 

Abelsohn, 1973, 197~). 

In res~arch on ~he female alcoholic, no such systematic 

classification has yet been attempted. Some attempts have 

been carried out (Schuckit, Pitts, Reich, King and Winokur, 

1969: Rimmer, Pitts, Reich and Winokur, 1971), using criteria 

of (a) prior diagnosis and (b) social class. However, these 

did not adequately cover the crucial criteria. The need to 

investi,gate subtypes of female alcoholics using more rigorous 

criteria has recently been emphasized (Beckman, 1976, 1977, 

Schuckit, 1976, Litman, 1976), 

In the light of the foregoing, the aim of the present investi­

gation is to apply Jellinek 1 s criteria of gamma/delta alco­

holism to a sample of female alcoholics in an attempt to elu­

c~qate subtypes. It is hypothesized that in accordance 

with findings on male research of this kind, gamma female 

alcoholics represent a more psychologically disturbed pattern 

of alcoholism from delta, and furthermore, that there is 

no difference in the degree of psychological disturbance 

between a sample of male and female alcoholics. 

2. METHOD 

2.1 Design 

The data is analysed in two parts: 

Part I: 29 female alcoholic subjects were subdivided into 



three groups, ganuna, delta and intermediate, using Walton's 

criteria of Jellinek's gamma/delta alcoholism. They were 

then compared on Cattell's 16 Personality Factor·Question­

naire, the Hostility Direction of Hostility Questionnaire 

(Foulds) and the Semantic Differential (Osgood). 

Part II: 29 age-matched male alcoholics were divided into 

the same three categories outlined above. They were then 

compared with the 29 female subgroups on the Symptom Sign 

Inv~ntory (Foulds). 

2. 2 ,Subjects 

The subjects were 29 female and 29 male alcoholic in-patients 

at a specialist alcoholic· hospital, with a mean age of 

46,37. This hospital serves the lower-middle class. 

subjects were admitted over a period from July 1977 to 

AugU$t 1978. 

The 

Brain damaged and subjects who were intellectually unable to 

iv 

complete the test material were excluded. 

on clinical records •. 

They were assessed 

2.3 Procedure (for all female.subjects) 

Each ~ubject was seen within 4 days of admi~sion. The EJq;>er:imenter (E) 

introduced herself as a part time psychologist routinely 

interviewing ;female in-patients. Subjects were informed that 

part of the information was for research purposes. 



A structured interview drawn up by the E was used to elicit 

~elevant background information. This was followed by the 

administration of the Symptom Sign Inventory. During the 

same time, on the following day, the subjects completed 

the remaining 3 tei:;ts. These were the 16 PF, the HDHQ, and 

the SD. These are all ~elf-rating inventories and were 

adm;i.nister: ed in the presence of the E. 

Procedure for males: A sample of male in-patients matched 

on age were individu~lly tested on the SSI by the E. The 

E introduced herself as a part-time psychologist and the re­

search orientation of 'the interview was mentioned. 

2.4 Patterns of Drinking 

v 

Using clinical data from file material, the subjects were 

classified into one of three groups (gamma, delta and inter­

mediate,) using Wal·ton 's criteria of Jellinek' s classification. 

These were independently carried out by three members of 

the hospital staff and cross verified by the E • 

.Apparatus 

Cattell 1 s 16 Persoqality Factor Questionnaire 

This is an objectively scorable self-rating inventory 

covering various basic personality traits isolated by Cattell. 

They include 16 independent primary factors. The test 

was inciuded on its merit of effectively isolating personality 



traits. The ·validity and relatibility of this test has been 

widely explored on alcoholic samples but never on a sample 

of female alcoholics. 

Hostility Direction of Hostility Questionnaire (Foulds) 
I ' 

This is a self-rating inventory which attempts to measure 

a range of hostility and punitiveness. It has 5 scales 

which yield four measures of hostility. These are: total 

hostility, direction of hostility, •xtrapunitiveness and 

intrapunitiveness. 

This test has been widely used in research on alcoholism as 

hostility is considered to be a crucial component of alco-

holism and a measure of psychological disturbance. In this 

stuqy, it was used to give an aetiological dimension to 

disturbanqe. 

Syrnptom_Sign Inventory (SSI) 

The Symptom Sign Inventory is a diagnostic test. It giv.es 

a broad diagnosis of Neurosis, Psychosis and Personal Dis­

turbance in a«;ldition to 8 classes of differential diagnoses. 

Its use in this study wa$ to cover the broad psychiatric 

symptom clusters of male and female alcoholic samples. 

It is verbally ~dministered. 

Semantic Differential (SD} {Osgood) 

The Semantic Differential is a rating procedure for the 

measurement of meaning. It consists of a 7 point scale 

vi 
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terminating in a set of 20 bi-polar adjectives. A 11 D11 ~tatistic 

is employed to calculate the distance between the profiles 

being measured. There are on each profile which is used 

in the measurement of a paradigm concept. 

It was included in this study to ascertain the way the female 

alcoholic construes she is perceived by others as against 

her self-perception. 

3. RESULTS 

3.1 A Comparison of.the Personality Traits .of Gamma, Delta 
and the Intermediate Grou on the 16 Personalit Factor 
uestionnaire 16 PF) 

The constraints of the statistical technique employed, required 

that 3 separate one-way multivariate analysis of variance 

be carried out. The 16 £actors were therefore divided into 

2 groups of 6 factors and one group of four factors. 

The 3 Manova F-ratios were not significant at ,05 level of 

probability. This indicated that there were no significant 

differences between the gamma, delta and intermediate groups 

on any of the factors on the 16 PF. 

3.1 A comparison of the Gamma, Delta and Intermediate Groups 
on 4Variables of Hostility as.measured by the Hostility 
Direction.of Hostility Questionnaire (HDHQ) 

The Manova F ratio on the 4 measures of hostility was signi-

ficant ( p < ,05). A Hotellings T2 for independent samples 
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was carried out to ascertain which of the three groups 

differed from each other on the 4 vari~bles. 

Hostility Gamma Delta 
x SD x SD 

Total hostility 28,5 4,83 20,09 6,6 

Direction of 
Hostility 4,5 5,28 8,27 4,0 

Extrapunitive-
ness 15,8 4,54 9 3,71 

Intrapuni-
tiveness 13,l 1,52 10, 36 2,94 

Key: 

X = mean 
SD = standard deviation 

T2 = 25,06 

F - 5,28* 

DF = 4,16 

* (P = 4 ,01) 

2 T was significant only for the Gamma-Delta group comparison 

S . T2 ' 'f' t. t 2 ' d t ' . ince was s1gn1 ican , ·. were carrie ou to ascertain 

on which variables the gamma and delta groups differed from 

each other. 



Vector of mean differences and standard errors 

Total Direction of Extrapuni- Intrapuni-
Hostility Hostility tiveness tiveness 

Mean 
Differences 8,71 -3,77 6,8 2,74 

Standard 
Errors 1,27 1,61 o,90 0 I 52 

t2 47,05 5,48 57,12 27,77 

The t 2 was calculated to ascertain which of the variables 

discriminated between the two groups (gamma, delta). 

The t 2 was significant for Total Hostility, Intrapunitive-

ness and Extrapunitiveness. Thus the gamma group differed 

significaltly from the delta group on these variables. 

3.3 A Comparison of the Gamma, Delta and Intermediate Groups 
on the Semantic Differential (SD) 

Four profiles were drawn up for use with the SD. These were 

subjects perception of~ 

(a) Self; 

(b) Significant others perception of self; 

(c) Society's perception of self; 

(d) Ideal self; 

A one~ay analysis of variance was carried out on the 6 

comparisons of the four profiles. However, there were no 

ix 
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x 

significant differences on the 4 profiles between the 3 

groups as measured by the SD on the (a) (b) (c) (d) discrepancy. 

A Comparison of the Distribution of 3 broad Psychiatric 
Symptom Clusters between Male and Female Gamma, Delta 
and Intermediate Groups 

A Chi Squared (X2) analysis of the distribution of the symptom 

clusters between male and female gamma, delta and intermediate 

groups was carried out. No diffetences in the distribution 

of symptom clusters were found between male and female gamma 

delta and intermediate groups. 

3.5 A Comparison of the Age of Onset of Excessive Drinking 
between Gamma, .Delta and Intermediate Groups 

An analysis of variance was carried out between the three 

groups on the age of onset of excessive drinking. 

Anova summary of age of onset of gamma, delta and inter­
mediate groups 

Source Sum of Squares Degrees of Mean squares F ratio freedom within 

A 9~3,80 2 476,90 4,65* 

Error 266,64 26 102,55 
. 

*P = 0,05 

The F ratio is signficant at P < 05 thus there is a signifi-

cant difference in the age of onset of excessive drinking between 
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the gamma, delta and intermediate groups. In order to 

find out where the difference lies, a Multiple Comparison 
u . s11c:. was carried out using a Tukey's uSD stastie. 

Tukey's HSD = 4,64* DF = 3,26 

* p = <. ,01) 

The Tukey's HSD statistic revealed that there was a signi-

ficant difference in the age of onset of excessive drinking 

between the gamma and the delta group. 

4. DISCUSSION 

The results reveal that there were significant differences 

between the gamma and delta groups on three measures of the 

HDHQ (p < ,05). These were Total Hostility, Extrapuni-

tiveness and Intrapunitiveness. In accordance with Foulds, 

these reflect increased inability to maintain or establish 

mutual personal relationships. This he sees as reflective 

of greater psychological disturbance. The Intropunitive-... 
ness measure is of particular importance as it reveals aspects 

of self criticism and guilt as measures of psychological 

disturbance. These are considered to be particularly relevant 

to the female alcoholic due to the s6cial unacceptabiliiy of 

alcoholi$m. 

These findings concur with Abelsohn (1973) and Walton (1968) 

who found gamma to be more disturbed on the HDHW than the 

delta.group. 
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The significant difference on the age of onset of excessive 

drinking is consistant with Abelsoh.n. These findings 
; 

support the hypothesis that gamma represent a more disturbed 

pattern of alcoholism than delta. 

Three case studies were analyzed. The observation of the gamma 

and delta cases, support, together with findings from the 

HDBQ, that a gamma pattern presents a more disturbed form of 

alcoholism. 

These findings provide evidence in support of the idea of 

subtypes among female alcoholics. 
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INTRODUCTION 

The literature on the female alcoholic constitutes an adjunct 

to the main body of literature on alcoholism. In fact, the 

literature pertaining to the female is prefixed by 'female/ 

woman', whilst that pertaining to the male is subsumed under 

the pronoun 'the' alcoholic. This implies a duality in 

the way alcoholifm problems among men and wmmen are perceived 

and researched. 

In research, the female alcoholic has received less attention 

than her male counterpart, and furthermore, the methodological 

standard is inferior (Beckman, 1975, 1976; Litman, 1975). 

Recent reviews dealing with this problem have emphasized the 

need for more rigorous research (Beckman, 1975, 1976) • 

This neglect derives from the erroneous idea that the inci­

dence of alcoholism among women is lower than it is among men. 

However, assumptions of this nature are based on estimates 

1 

of the proportion of male to female alcoholics from public 

treatment centres (Snyder, 1965; Sclare, 1970; Gomberg, 1974). 

In private practice, the proportion of female alcoholics is 

clos@ly approximating that of male alcoholic patients (Block, 

1960; Lindbeck, 1972) . This discrepancy reflects a central 

issue facing female alcoholics, namely the social unaccepta­

bility of alcoholism (Stafford & Petaway, 1977: Litman, 1976: 

Gomberg, 1974). 



Implicit in this is the notion "that most Western societies 

limit drinking and drunkenness more in women than in men" 

(Gomberg, IN Franks and Burtle, 1974, p.171). The impli­

cation for the woman who exceeds the socially approved 

limits of alcohol consumption are evidenced in attempts on 

2 

the part of the woman to mask and conceal the problem. These 

are manifested in (a) private and solitary drinking patterns 

and (b) seeking attention in private practice in favour of 

more specialized public treatment centres. One of the 

major implications lies in the samples that present at these 

respective centres. It is widely hypothesised that as a 

result of these pressures, only a more disturbed sample 

present in public treatment centres (Lisansky, 1957). In 

view of the fact that most research is based on the sanples 

from public treatment centres, there has been a tendency 

to generalize findings to the total population ?f female 

alcoholics. Hence the widespread belief amorigst·profes-

sionals that women alcoholics are more p~ychologically dis­

turbed that their male counterparts (Lisansky, 1957; Bech­

man, 1975; 1976; Litman, 1976). 

However, this hypothesis must be questioned in terms of 

(a) biased sampling and (b) the approach in investigating 

female alcoholics. Until recently, researchers have tended 

to investigate female alcoholics as a single undifferentiated 

group. This has had the potential to obscure particular 

subtypes among female alcoholics. As a result, erroneous 

conclusions were drawn which further contributed to a retar­

dation of research and understanding into many problemsof 

alcoholism among women. 



In the light of the above, the aim of the present study is 

to investigate subtypes of female alcoholics using Jellinek's 

criteria of gamma;'delta alcoholism (1960). A further aim 

is to investigate the hypothesis of greater psychological 

disturbance among female alcoholics. In so doing, it is 

hoped that subtypes of alcoholism will be revealed and that 

this will ultimately yield greater understanding into some 

of the problems of alcoholism among women. 

3 

However, at this functure the definition of alcoholism warrants 

review. 

DEFINITION OF ALCOHOLISM 

At the outset, it must be stated that the term "alcoholism" 

has been replaced by the term "alcohol" dependence" in_ the 

latest International Classification of Diseases .(ICD Section 

V). However, in most of the literature, the term alcoholism 

is still widely used. For the sake of brevity, the term 

"alcoholism" shall be used instead of alcohol dependence, 

throughout this review. 

"No area in medicine is so bedevilled by 
semantic confusion as is the field of 
alcoholism." (Davies, 1969, p.18). 

This quotation reveals two crucial issues surrounding the 

definition of alcoholism. These are (a) the validity of 

a purely medical conceptualization of alcoholism, and (b) the 

usefulness of definitions of the disorder to date. These 



two issues ultimately derive from the absence of an agreed­

upon aetiology of. alcoholism (Glatt, 1973: Hudolin, 1973). 

This consequently renders any single conceptualization such 

as the medical approach questionable. These two issues 

need to be considered prior to any investigation in this 

area. The latter shall be dealt with first. 

In the field of alcoholism, there exists a plethora of defi­

nitions, few of which have attained .the status of a useful 

definition. One of the main reasons derives from the multi­

dimensional and diversified nature of the disorder. Alcoho­

lism encompasses an array of dysfunctions which range from 

the purely bio-chemical to the psycho-social. The combi­

nation and severity of these dysfunctions vary in degree 

from individual to individual. The role of definition in 

this context, is to facilitate diagnosis, but the individual 

variability presents difficulties in diagnosis itself. Thus 

the problems facing definition reflect the very diverse 

nature of alcoholism. 

There are some widely used definitions of alcoholism. How­

ever in the light of the variability of the disorder, many 
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of these def.inLt.iona are unable to include all aspects charac-

teristic of the disorder. Two widely accepted definitions 

shall be outlined. These are to be used as working defi­

nitions throughout this review. 

The most recent definition of alcoholism (alcohol dependence) 

agreed upon by the World Health Organisation (WHO) is that 



"it is a state, psychic and sometimes also physical, 

resulting from taking alcohol, characterised by behavioural 

and other responses that always include a compulsion to take 

alcohol on a continuous or periodic basis in order to 

experience its psychic effects, and sometimes to avoid the 

discomfort of its absence; tolerance may or may not be 

present" (WHO, ICD Section V). 

5 

This definition stresses psychological and physiological 

dependence upon alcohol and the pattern of alcohol consumption. 

However, it fails to stress the aspect of damage in the 

disease. 

,With respect to this, both Davis (1973) and Jellinek (1960) 

have pointed to the component of dependence as well as damage 

which is fundamental to any definition of alcoholism. This 

is expressed in: 

(a) an urge or compulsion and craving for alcohol; 

(b) actual withdrawal symptoms. These two constitute.depen-

dence, while 

1 (c) represents the harm, whether physical, mental, or social 

in the broadest sense, to the individual or to others 

( Dav is , 197 3 , p . 14) . 

A prior WHO definition does, however, include the dimension 

of damage. For this reason it shall be used in conjunction 
~ 

with this latest definition. Here, alcoholism is defined a~: 

"Those excessive drinkers whose dependence on alcohol has 
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attained such a degree that they slDw a noticeable mental 

disturbance or interference with their mental and bodily 

health, their interpersonal relationships, their smooth 

economic functioning, or who show prodromal signs of such 

development. They ther~fore require treatment." (Kessel 

and Walton, 1969, p.18). In this definition, the concept 

of damage is adequately stressed. 

The two WHO definitions will be seen in conjunction with 

each other in relation to the importance they attach to the 

term DEPENDENCE. In fact, a latest WHO publication on 
' alcoholism stresses alcohol-dependency as central to alcoholism 

whilst the alcohol related disabilities (damage) can be seen 

in their own right. However, they stress that severe depen-

dence will eventually imply damage (WHO, 1977) . 

"Dependence" implies the absence of choice in stopping drink-

ing once it has started. It also implies the absence of 

control in the onset of drinking. According to Keller "at 

some time, under the impulsion of some cue or stimulus, which 

may be well outside his (her) conscious awareness, he (she) 

will drink" (Keller, 1972: p.160). This concept of depen-

~ence is fundamental to the medical conceptualization of 

alcoholism. 

Finally, the notion of drinking patterns has only recently 

been considered by WHO as an important determinant in the 

"types of dependence" of alcoholism, but it is fundamental 

to Jellinek's definition of alcoholism (WHO, 1977, p.1088). 



The second definition is that of Jellinek (1955, 1960) which 

was developed in two stages. He initially employed the 

concept "alcohol addict" to ref er to tho·se who were physic­

ally addicted or dependent on alcohol. He saw this as 

manifested in: 

(a) a particular drinking pattern (either an inability to 

abstain or a loss of control) • 

(b) a craving for alcohol 

(c) an increased tissue tolerance to alcohol 

(d) withdrawal symptoms in response to abstension (Jellinik, 

1960) • 

However, he subsequently (1960) broadened his definition of 

alcoholism to "any use of alcoholic beverage that causes 

damage to the individual or to society" (Jellinek, 1960) • 

Here, he introduces the dimension of damage into this expanded 

definition which now resembles those of WHO. Furthermore, 

the value of such a broad definition "forces us to single 

out species of alcoholics and to speak of them in stringent 

terms" (Ibid., p. 36) . He delineates 5 patterns of alcoholism 

consumption which vary in their respective degrees of damage 

and dependence. The definitions of WHO and Jellinek are 

similar in their attention to dependence, damage and drinking 

patterns. However, the specificity of Jellinek's defini­

tion lends itself more to an operational definition. For 

this reason it was included as a research tool in this 
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investigation. The 5 patterns or species of alcoholism are; · 

Alppa, Beta, Gamma, Delta and Epsilon. 

Alpha basically refers to a mere psychological reliance on 



the effects of alcohol for the relief of emotional pain. 

There is no evidence of physical dependence or any other 

aspects like loss of control or inability to abstain. 

Beta represents the medical complications of alcohol con­

sumption like polyneuropathy, gastritis, pancreatitis and 

cirrhosis of the liver without any psychological dependence. 

This form occurs most often when socially accepted customs 

of drinking are associated with poor nutritional habits. 

Gamma represents the "epitome" of alcoholism, and is a form 

of chronic alcoholism with both physical and psychological 

dependence. Fundamental to this pattern is a "loss of 

control" over alcohol. This is evidenced by an inability 

to stop after the first drink; drinking continues to the 

point of intoxication. There is, however, an ability to 

abstain from drink for varying periods within bouts of 

drinking. Drinkers lying within this category have the 
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greatest potential for disruption of interpersonal relations, 

the highest incidence of medical complications and the 

greatest social deterioration as a result of "loss of control". 

In addition, there exists a greater incidence of associated 

psychopathology. 

Delta is characterised by an inability to abstain from 

drink rather than a loss of control over drink. Although 

the delta drinker cannot abstain from drink, he/she Qan 

control the amount which is consumed regularly. Here there 

is a continuous pattern of drinking, but not to the point 



of intoxication as the gamma drinker. The incidence of 

medical complications is comparable to gamma drinkers, but 

the degree of associated pathology is ~ess than amongst 

gammas. Further symptoms.of withdrawal and physical depen-

dence occur when an attempt is made to abstain. 

Epsilon represents a form of bout drinking where physical 
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dependence may or may not ensue. The dynamics of this pattern 

are least understood and this catego.ry is not usually used 

for diagnostic purposes. 

These definitions, WHO and Jellinek, adequately cover the 

crucial criteria for a diagnostic definition of alcoholism. 

However, they warrant further conceptual investigation as 

they do not fully consider the social context of alcoholism. 

By thi~ is meant the social definition and meaning of alco-

holism outside of the medical paradigm. This raises the 

second point noted earlier, namely the usefulness of the 

medical conceptualisation of alcoholism. 

MORAL AND MEDICAL MODELS OF ALCOHOLISM 

"In drunkenness of all degrees of every 
variety, the church sees only the sin: 
the world the vice; the State the crime. 
On the other hand, the medical profession 
uncovers a condition of disease " 
(Kerr, IN Davis, 1973, p.13). 

It was not until the 1950's that the concept of alcoholism 

was "officially" rescued by the medical profession from the 
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realms of morality. This was formaliied by the inclusion 

of alcoholism in the medical nomenclature of diseases. 

Essentially, this endorsed the right on the part of the alee-

hol abuser to seek help or treatment. This supposedly had 

the effect of freeing the alcoholic from bearing the conse-

quences of his/her behaviour as wrong and hence unacceptable. 

Implicit in this was the place of responsibility in alcohol 

abuse. From a moralist perspective, the consequences of 

alcohol abuse were seen as a result of the responsibility, 

or rather, irresponsibility on the part of the abuser. This 

implied a degree of control, and choice in ther determina-

tion oft he problem. However, from a medical perspective, 

the consequences of alcohol abuse were in fact seen as an 

integral part of the disruptive effects of alcoholism over 

which the inebriate had no control. Thus, responsibility~ 

de-centred, and the idea of "loss of control" becomes 

central to the medical position. 

In this respect, the medical conceptualization is at var~ance 

with the legal conceptualization of alcoholism. Like the 

moral or sin-model, the legal conceptualization is largely 

based on the idea of responsibility and control in alcohol 

abuse. Restrictions are imposed on the quantity of alcohol 

consumed when in public. Exceeding these limits is seen 

as an offence and punishable by law. These offences apply 

mostly to drunken driving and drunkenness in the street. 

These are potentially disruptive to others and for this 

reason are (a) connected to responsibility and (b) punishable 

b · law Y. • 



In dealing with such offenders, there is liaison between 

the law and the medical profession. For although the law 

enforces punishment (suspension from driving), it then hands 

over such offenders to the medical(psychiatric) profession 

for treatment. 

So, in spite of the assumptions of respqnsibility, the legal 

model recognizes the loss of control and consequential need 

for medical treatment. 

At this point the medical conceptualization and disease 

concept shall be outlined in some detail. 

THE DISEASE CONCEPT OF ALCOHOLISM 

As m1::mtioned earlier, "dependence" and "loss of control" are 

central to the medical conceptualization of alcoholism. 
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Furthermore, these are notions underly. 

therapeutic goals of abstinence. 

most Anglo-american 

Jellinek's formulations of loss of control (LOC) and inabi­

lity to abstain (a related prenomenon), are firmly anchored 

within a physiopathological framework. Jellinek saw these 

processes as sharing both increased tissue tolerance to 

alcohol and craving and withdrawal symptoms. Furthermore, 

they constitute the pharmacological basis for defining 

alcoholism as a disease. The idea that the pharmacological 

dynamics are pathognomic and hence synonomous with the concept 

of disease has been supported by various writers (Glatt, 1973~ 



Keller, 1972; Davis, 1973; Jellinek, 1960). However, 

some writers (Davis, 1973; Glatt, 1973; Mansell-Pattison, 

1973) criticize Jellinek's uni-dimensional definition of LOC 

in favour of a multi-dimensional definition which includes 

psychological and social ramifications of the disease. It 

is this expanded conceptualization that makes sense of many 

assumptions of alcoholism and related disorders which would 

never make sense in Jellinek's strictly pharmacological 

definition (Glatt, 1973).In fact, it is this broadened view 

which links psychological research to patterns of alcoholism 

and hence the possibility of the present type of research. 

It must, however, be emphasized that the enlargement of the 

concept does not invalidate the disease nature of the dis­

order (Glatt, 1973). It merely includes other levels 

which affect and are affected by the damage and disruption 

of alcohol. The expanded definition is best exemplified in 

the comprehensive and hence multi~disciplinary approach to 

treatment. This combines drug treatments as an adjunct . 
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·-

to the psycho-social therapeutic programme. Thus the manage­

ment of the alcoholic attempts to include three broadly related 

problem areas, namely medical, psychological and social. 

However, many would agree (Glatt, 1973; Davis, 1973; 

Hudolin, 1973) that alcoholism is not the same as other 

psychological or somatic diseases. Although the problero4i 

areas are adequately catered for in treatment, there is an 

aspect which is omitted in the overall evaluation of the 

alcoholic. This is the social acceptability of alcoholism 
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as manifested in attitudes, prejudices and pre-conceptions of the 

alcoholic. Thus, the moral or sin model constitutes an 

important part of the perception and definition of alcoholism. 

Some Implications of the Moral Conception of alcoholism 

This issue will be briefly outlined using an analysis by 

David Fields (1974) on the social definition of certain ill­

nesses. His main contention is that certain forms of illness 

invite bias and prejudice on the part of the "others". This 

has the effect of setting the individual concerned apart on 

account of some condition which is met with social disapproval. 

Fundamental-to this dynamic is stigmatization. 

In the context of alcoholism, stigmatization is constituted 

primarily in the disintegration of behaviour. This implies 

a failure to meet social expectations of what is considered 

normal, acceptable behaviour. This is further compounded 

by the presentation of inappropriate behaviour whereby the 

behaviour becomes a violation of social expectations. Thus 

the situational impropriety and inappropriateness of various 

manifestations of disorders, which are largely mental dis­

orders (Fields), become determined by standards of normality 

or what is essentially considered acceptable behaviour. 

Thus the behavioural disruptions that accompany alcoholism 

are interlaced with problems of stigmatization such as guilt. 

A detailed discussion of these problems falls outside of the 

scope of this investig:ation. However, it is appropriate 



for our purposes to examine the problem of stigmatization 

as it applies to the female alcoholic. 
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SOCIETY AND ALCOHOL 

Broadly speaking, the intake of alcoholic beverages is insti­

tutionalized and sanctioned according to the acceptable 

cultural limits. In most Anglo-American societies, there 

are two broadly defined categories of alcohol consumption: 

social drinking and excessive drinking. 

Social drinking appears to have three major characteristics: 

(a) it implies a moderate intake of alcohol; 

(b) it is public; 

(c) it usually includes both sexes. 

Excessive drinking, on the other hand, implies exceeding the 

socially approved limits of alcohol cqnsumption. In most 

Anglo-American societies, the norms of acceptable drinking 

include "maintenance of self-control, fulfilment of roles 

and rules of social drinking, such as 'holding one's liquor'" 

(Sergent, 1968, 1976). Exceeding these norms is regarded 

as deviant behaviour and is liable to labelling as such. 

Such a label is designated a social problem and in need of 

intervention, social or medical. Furthermore, an implica­

tion of such labelling involves stigmatization. 

Essentially, the limits of acceptable excessive drirrking are 

not the same for both sexes. They cut through the sexes 

both vertically and horizontally, setting different limits 

for each sex. Thus a double standard of drinking emerges; 

15 
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the limits for women being more stringent than for men 

(Stafford and Petaway, 1977; Gomberg, 1974). Thus differ-

ential informal sanctions are invoked for men and women. 

Because the sanctions (to be discussed) for women in mixed 

public situations are more stringent, the alternative of a 

private pattern emerges for female excessive drinkers, 

whilst the "public" pattern is still retained for male 

excessive drinkers. 

C\.ASS 

In addition, this appears to transcend~barriers. A 1 thou:J h most 

of the literature focuses on the middle-class female alcoholic, 

there is evidence to suggest that among the lower classes, 

the norms against women drinking excessively are more stringent 

than among men (Garret and Bahr, 1973). Thus the double 

standards of excessive drinking appear to be typical of most 

Anglo-American societies. 

WOMEN AND ALCOHOL 

II we are only beginning to come to 
terms with the insidious double standard 
as .•• we have always come down harder 
on drunken women" (Frazer, IN Stafford 
and Petaway, 1977, p.2110). 

The assumption that society places greater moral stigma on the 

female than male alcoholic and the conviction of the double' 

standards is found in most literature on women alcoholics 

(Gemberg, 1974: Litman, 1975: Stafford and Petaway, 1974). 

From an early age there is far greater pressure on men to 



participate in heavy drinking than there is on wcmen. In 

fact, for men the institution of heavy drinking is charac-

teristic of many social activities. Furthermore, a high 

intake of alcohol is often seen as a measure of manhood. 

As a result of this, heavy drinking amongst men must be 
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seen as intricately related to aspects such as the prevalence 

of drinking institutions and the availability of alcohol. 

Thus although excessive drinking is not met with social 

approval, heavy drinking is nevertheless sanctioned. 

However, the situation is quite different among women. There 

are no socially prescribed drinking establis·hments or rituais 

which are either exclusive to women or predominated by women. 

Basically the ritual of drinking is situated in the context 

of male fellowship, its endorsement to women being an append-

age of what is essentially a male right. In South.Africa, 

the enfranchisement of drinking actually bars w:>men from 

entering drinking houses. Women are only admitted to few 

drinking lounges which are characterised by social and moderate 

drinking. Thus, in South Africa the discrimination is overt. 

However, there is suggestion in the literature (Wiesnak, \9T3 

Gorrberg 1974 ) that attitudes towards female drinking 

are changing and drinking is becoming mor:e permissible. Some 

authors attribute the increase in the incidence of female 

alcoholism to the impact of the Women's Liberation Movement, 
i 

and to the changing sex roles of women. They see this 

impact in the "greater acceptance of the previously 'hidden' 
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alcoholic women and greater exposure of women to heavy-

drinking situations" (Wilsnak, 1973). During recent years, / 

the Women's Liberation Movement has had a growing impact 

on the social position of women. Although there have been 

changes in various Rpheres, the precise nature of the effect 

and degree of change in acceptability of drinking in women 

is not yet known. 

One way of ~scertaining these attitudes lies in reviewing 

some literature in this field. However, to date few studies 

have been carried out. These have focused largely on the 

laymen's perception of female alcoholics. 

Some Lay Perceptions of Female Alcoholics 

Many writers support the view that stigmatization is still 

current among women alcoholics, despite changing attitudes 

of social drinking (Gomberg, IN Frenkel & Burtle, 1974). 

Litman,(1976) in a study using person-perception techniques, 

found that the layman tended to perceive the woman alcoholic 

negatively. A recent study by Cartwright and Spratley (1976) 

evaluated lay perceptions of male and female alcoholics by 

asking two questions on alcoholism: 

1. What are the effects of someone drinking too much? 

2. What are the particular effects of women drinking too much? 

to a sample of lay outpatients. They found that males were 

perceived more in terms of the medical complications of the 
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illness, whilst women were perceived more in terms of the 

normative and moral connotations. These included sexual pro­

miscuity and homosexuality which were considered as more 

unacceptable than anti-social behaviour among· men. Moreover, 

social and psychological components like marital disruption and 

low self-esteem were perceived as characteristics of women 

alcoholics whilst medical complications like cirrhosis of 

the liver were perceived to be characteristic of male alcoholism. 

With regard to sexual promiscuity, Kneysfer (cited in Gomberg 

1974) in a study on attitudes towards female alcoholics, 

found that ''female drunkenness and loose sexual behaviour 

are associated" (p.137). With regard to sexual promiscuity 

it has been suggested that alcohol affects men and women 

differently. Women are able to participate, or at least be 

more sexually available, after heavy drinking whereas men 

are likely to be rendered impotent by large amounts of alcohol. 

This view implies a double standard. While alcohol's effects 

on male arousal are sanctioned, females are seen as promis~ 

cuous and this conception appears to be bound up with 

moralistic conceptions of indecorous behaviour (Litman, 

1975; Gomberg, 1974). 
• 

A recent study using the Semantic Differential (Stafford 

and Petaway, 1977) investigated stigmatization of female and 

male alcoholics. There were no significant differences in 

support of the idea of greater stigmatization of women 

alcoholics as stigmatization was found to be the same for 
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both male and female alcoholics. The only evidence in support 

of greater stigmatization of women comes from the finding 

that women alcoholics were rated significantly more "hopeless" 

on the Semantic Differential than male alcoholics. Stafford 

et al see this as an implication of a low self esteem among 

\\Omen alcoholics which is related to the idea that women 

alcoholics may need greater social approval. 

However, despite these meagre findings, they conclude that 

stigmatization as linked to hopelessness may be interpreted 

as social disapproval. 

Although it would be of interest to evaluate the professional's 

perception of the female alcoholic, there is no literature 

in this area. There is, however, literature on the profes­

sional perceptions of alcoholics as a group distinct from 

other medical problems. It may be useful at this stage to 

briefly consider some research on professional attitudes 

towards alcoholics in general, as much of this inevitably 

applies to the female alcoholic. Fisher, Keeley, Mason, 

Fisher (1975) found that GP's rate alcoholics as "sicker, 

weaker and more hopeless" than average persons. Their data 

reveal that GP's judge alcoholics with "moralistic criteria 

in addition to medical criteria" (Ibid., 1975, p.631). A 

3-year follow-up of attitudes towards alcoholics among pro­

fessionals and social agencies revealed no change in attitudes, 

despite increased awareness of and concern for persons with 

alcohol problems (Darsch & Tallay, 1973). 

Thus the implications of these findings is that the label of 



alcoholic has connotations which have not altered signifi­

cantly over the years despite the medical orientation in 

the management of alcoholism. Although no conclusions can 

be drawn regarding the perception of the female alcoholic, 

the overriding tendency to stigmatize the alcoholic is a 

factor to consider. 

2i 

Thus it appears that the professional, whose working definition 

of alcoholism purports to be a disease concept, nevertheless 

in addition tends towards a moralistic perception of the 

alcoholic. The implications of this for the women are 

crucial and will be discussed in the light of the literature. 

THE LITERATURE DEALING WITH THE F~LE ALCOHOLIC 

As mentioned earlier, there is a death of literature dealing 

with alcoholism among women. Of this, only a fraction 

deals exclusively with the ~emale alcoholic, the rest focuses 

on comparisons between male and female alcoholics. More:­

over, the methodological standard of much of the research is 

inferior to that on the male alcoholic (Beckman, 1975, 1976) • 

This neglect has widespread implications for (a) the under­

st~nding and treatment of alcoholism among women, and (b) for 

the accuracy of estimates of the incidence. 

is widely underestimated. 

Epidemiological Data 

The incidence 

The rationale underlying the neglect of the female alcoholic 



derives fundamentally from the estimates of the incidence of 

alcoholism among women. Most of these estimates are based 
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on the proportion of female:male alcoholics in public treat­

ment centres. These estimates range from 1:8 (Sclare, 1970); 

1:6 (Jellinek, 1960}; 1:3 (Parr, 1957} and 1:4 (Gomberg, 1974}. 

In private practice, however, the percentage of female alco­

holics is estimated to be between 33% and 50% of all alcoholic 

patients (Block, 1965; Lindbeck, 1972} . 

This discrepancy suggests (a) that the incidence of alcoholism 

among women is far more extensive than estimates from public 

centres reveal, (b} the tendency for women to seek private 

attaltion, thereby concealing the drinking problem.-

It has been suggested that many alcohol problems among women 

go unnoticed in private practice. The conventional prac­

titioner, knowing only the stereotype presentation qf alco­

holism, namely as among men (Gomberg} may overlook the 

diagnosis if the signs are not obvious. Furthermore, i~ has 

been suggested (Litman, 1976) that the primacy of the alco­

holism has been overlooked in favour of some secondary diag­

nosis. This may, in addition, be compounded by the denial 

of alcoholism on the part of the women. 

Thus the presentation of alcoholism among women in private 

practice has the potential to go unnoticed. This may apply 

particularly in the early stages of the disease. 

This view implies that alcoholism among women should be accorded 

the attention which its real incidence warrants. 



The Clinical Profile of the Female Alcoholic 

In the research, there has been a tendency to investigate 

features of women alcoholics by comparing women with men 

alcoholics. Various differences have been found on certain , 

clinical dimensions. As a result of this, there has been 

a tendency for many writers (Lisansky, 1957; Curlee, 1970; 

Rathod and Thompson, 1971; Sclare 1970, Rimmer, Reich 

and Winokur, 1972) to support the idea that women present a 

different clinical profile from men alcoholics. 

The tendency to see the clinical symptoms differently is 

intricately related to the differing social situations of 

men and women • · This has the potential towards stereotyping 

of women and hence the woman alcoholic. 

Some characteristics of the "typical" female alcoholic will 

be briefly outlined. 

1. Family Background Data: Sherfey (1955) found a family 

history of alcoholism among 68% of wanen alcoholics compared 

with 45% of men alcoholics. Lesansky (1957) noted that 54% 

of women compared with 34% of men had a parent who drank 

excessively. These findings have been confirmed by Winokur 

et al (1970) and Wood & Duffy (1966). Rosenbaum (1958) 

found that women alcoholics displayed greater emotional 

deprivation in childhood than men alcoholics. 

Kinsey (1968) and Wood & Duffy (1966) found that a higher, 
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though not significant, percentage of femqle alcoholics perceived 



themselves to have had cold, severe domineering mothers and 

warmer gentle and often alcoholic fathers. 

2. Psycho-Social Data: Curlee (1970) and Lisansky (1957) 

found excessive drinking in women to be more related to psy­

chological stress and a specific precipitating factor. This 

has been linked with the "empty-nest" syndrome or middle-
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age crisis - when children leave home and roles of mother change~ 

(Curlee (1969) and accounts for the later age of onset of 

excessive drinking reported among women (Lisansky, 1957: 

Rathod et al, 1971: Rimmer et al, 1971: Winokur et al, 1970). 

This is further related to the "telescoped" developmental 

pattern. This is evidenced in a shorter time between early 

problem drinking and the development of late stage symptoms 

{Guatt, 1961: Curlee, 1970, 1971) and a shorter duration 

of excessive drinking before referral to treatment {Lisansky, 

1957: Rathad et al, 1971; Sclare, 1970). Furthermore, 

factors like premenstrual tension, menstrual tension and 

difficulties, post-partum depression and menopause (Wall, 

1937; Wood & Duffy, 1966) have been reported in connection 

with a late age of onset among women alcoholics. 

The literature abounds with evidence in support of the parti­

cular qualities of the female alcoholic. However, one of 

the most characteristic features in the literature is the 

widespread belief among professions that women alcoholics 

are much more abnormal and "show greater psychopathology and 

emotional maladjustment than do their male counterparts" (cited in 

Lisansky, 1957: Rathod et al, 1971; Sclare, 1970: Rimmer 
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et al, 1971) . 

Hence the idea of greater disturbance among women alcoholics. 

It is this central issue which is to be critically explored ,, 

in this investigation. 

THE HYPOTHESIS OF GREATER DISTURBANCE AMONG WOMEN ALCOHOLICS 

The rationale for this hypothesis is linked to the idea 

that social norms against women drinking are so strong, that 

only a severe degree of disturbance would tolerate the 

expression of drinking. This is the basic principle underlying 

Jellinek's (1960) "vulnerability-acceptance hypothesis". 

By "vulnerability-acceptance" is meant an inverse relation-

ship between psychological vulnerability and social _norms. 

Jellinek found that " .•• in societies which have a low degree 

of acceptance of large daily amounts of alcohol, only those 

will be exposed to the risk of addiction who on account of 

high psychological vulnerability have an inducement to go 

against the social standards. But in societies which have 

an extremely high degree of acceptance of large daily alco-

hol consumption, the presence of any small vulnerability, 

whether psychological or physical will suffice for exposure 

to the risk of alcoholism." (Jellinek, 1960, p.19). 

This hypoth~sis was derived largely from the differing 

patterns of alcohol consumption and the prevalence of 

psychological disorders in France and the USA. In France, 
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where large amounts of alcohol are customary, there.j_c; a low 

incidence of related psychological disorders. But the 

converse holds for the USA. 

With regard to the female alcoholic, the low acceptance of 

alcohol tends to support the hypothesis of greater disturbance. 

However, various factors have to be considered before this 

hypothesis may be accepted. 

Firstly the concept of psychological disturbance must be 

clearly defined. Furthermore, the point has been raised that 

that men and women are not compared on the same norms of 

behaviour and that women alcoholics deviate "more from norms 
/ 

of what is considered 'feminine• behaviour than male alco-

holies do from •masculine• behaviour". (Litman, 1975, p.13; 

Lisansky, 1975). Broverman (1970) reveals that professionals 

adopt different criteria for judging "mentally healthy be-

haviour" (Ibid., 1970, p.l) among men and women, and that women 

are judged more in terms of moral standards. 

Thus the hypothesis of greater disturbance among wanen 

alcoholics must be seen in connection with two points raised 

earlier. These are (a) the unacceptability of excessive 

drinking among women, and (b) and bias among professionals 

to perceive women alcoholics more negatively. So this 

problem must now be posed in terms of more objective and 

rigorous criteria of psychological disturbance. 

Beckman (1975, 1976}, Sclare (1971} and Litman (1976} stress 

the need for well and better controlled studies. Several 



of these inadequacies are•evident in an evaluation of the 

validity and reliability of parameters used in the measure­

ment of psychopathology. In this light many findings may 

be seen as an artefact of methodological inadequacies rather 

than peculiarities among female alcoholics. 

AN EVALUATION OF MEASURES OF PSYCHOPATHOLOGY IN LITERATURE 

In the literature, measures of psychopathology derive from 

the following: 

1. Number of psychiatric admissions: 

2. Incidence of suicide attempts: 

3. Marital instability: 

4. Difficulty in treatment and poor prognosis. 

1. Number of Psychiatric Admissions: 
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Curlee (1971) noted that women were more likely to be admitted 

as psychiatric patients, were admitted more often and for· 

longer periods than were male alcoholics. In addition, she 

found that women displayed a higher incidence of depression 

accompanying alcoholism. 

With regard to the latter, her measures of depression were 

based on the subject's reports. This was the only criterion 

used and it is felt that additional data like clinical history 

or psychiatric diagnosis were required before an adequate 

evidence of depression could be shown. 
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It is felt that the reliability of the number os psychiatric 

admissions is a rather equivocal ~easure of psychopathology 

in the light of certain aspects regarding female alcoholics. 

Lisansky (1957) makes the point that the pressures on women 

to conceal drinking are so strong that only the more disturbed 

women finally preqent for treatment. This idea, which is 

linked to the vulnerability-acceptance hypothesis, is widely 

supported in the literature (Beckman, 1975, 1976: Rimmer, 

1970, 1971) . A further point is related to the efficacy 

of social norms in keeping women with drinking problems away 

from treatment such that when they do finally present, they 

do so in the late stages of the disorder. 

The implication is that these samples, therefore, and not 

representative of the total population of female alcoholics. 

They rather represent the segment who seek public treatment 

and hence who are more disturbed on admission. So although 

these findings may be representative of the population that 

seek treatment, this sample is !!.Qi representative of the total 

population of female alcoholics. 

It must be stated that a high percentage of men are referred 

to psychiatric treatment gia the law. This, however, is not 

the case among women who have negligible police contact as a 

result of the private drinking pattern. Thus among men 

there are two broad sources of referral, and among women 

only one. The result is that a larger percentage of men 

who would not voluntarili seek treatment are referred by law. 

Thus the distinction between voluntary, or referral by a 

"helping" agency, and court ~rder, or ccmmittal by law, emerges. 



This distinction is related to the degree of coping and 

management between the two. It could be that without the 

drunken offence, the alcoholic is able. to maintain his life­

style and not require treatment; for his view-point. 

On the other hand, the alcoholic, male or female, who is 

referred for treatment by either their family, doctor or 
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self, is apparently unable to cope with the drinking problem and 

therefore appears to be in need of outside help. One impli-

cation of this is ~he degree of psychological disturbance 

between the two groups. It may be hypothesized that the 

"voluntary" alcoholic is more disturbed than the court order 

alcoholic. This bears directly on the population of male 

and female alcoholics that present for public treatment. 

There is a broader spectrum of alcohol-related problems among 

visible male alcoholics than female, which may increase the 

range, thereby lowering the incidence of one "type" of 

problem such as psychological disturbance. Seen in this 

light, the apparent higher incidence of psychopathology among 

women becomes an artefact of the limited cross-section of 

alcohol related problems that present in treatment among women. 

Finally, the point has been made that women are more likely 

to be labelled "sick" than men. This is based on the rela-

tionship between gender roles and illness (Phillips and 

Segal, 1969; Gove and Tudor, 1973; Oakely, 1976). Basically 

dle feminine gender role is seen to be more congruent with 

the sick role than is the masculine role (Oakley, 1976, p.96). 

The argument stresses that the woman'~ complaint of depression 
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for example, has a higher degree of social acceptability 

than does the same complaint for the man, as "it is more in 

line with the expectations of femininity" (Ibid., p.96). Thus, 

in this context, certain manifestations of illness are more 

prevalent in each sex; the psychological illness, such as 

depression in particular, being more common to women, whilst 

the psychosomatic illness such as hypertension, is more common 

to men. There is also evidence that women visit a doctor 

more frequently ( Balint, 1970, p.76) than men. So the 

idea of a higher incidence of illness among women, in 

particular psychological illness, must be considered in terms 

of cultural gender stereotyping of illness. 

There is no attempt to draw conclusions at this stage. This 

is merely a point to bear in mind in relation to the idea of 

gr¢.~~ter psychological disturbance among women alcoholics 
-vj 

which will be revealed later. 

Thus the use of psychiatric admissions as an index of psycho­

pathology is 1nadequate in the light of many points raised 

above. The ideas (a) that only a more disturbed population 

present for treatment (in public centres) and (b) of the 

culturalization of sock roles and feminity renders suspect 

the validity of such a measure. 

2. Incidence of Suicide Attempts 

There is conflicting evidence regarding the number of suicide 

attempts among women alcoholics. Rimmer et al (1971) reported 

a high incidence of suicide attempts among his samples but 



attributed this to an accompanying affective disorder. 

Rathod et al (1971) reported a higher incidence of suicide 

attempts amongst women alcoholics but Glatt (1961) found no 

significant differences in the incidence between men and 

women. 
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This .evidenceis insufficient to draw any conclusions regarding 

(a) the higher incidence of suicide attempts among women 

alcoholics and (b) the link between suicide attempts and 

psychopathology. Suicide attempts have been cited as one 

of the many symptoms of depression (Meyer, Gross &Slater 1974}is in­

adequate as a single index of psychological disturbance. 

3. Marital Instability 

Various writers cite a high incidence of marital instability 

amohg wo~en alcoholics as evidence of greater psychological 

disturbance (Schucker, 1972; Rimmer et al, 1971, 1972; 

Curlee, 1970) • 

Sclare (1970) found marital discord to be prevalent in 22 out 

of 50 cases of female alcoholics and 11 out of SO of male 

alcoholics. He further found employment problems in 21 

out of SO men and none amongst women. In addition, he 

found domestic straqs to be a significant precipitant in the 

onset of drinking (p < ,OS) among women alcoholics, and 

employment a significant factor among male alcoholics (p ~ ,OS). 

These findings focus on the respective work milieu of these 
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men and women and distinguish between stress in the employment 

sphere and in the marital relationship. This distinction 

is often blurred for the woman by the single location of the 

two. Domestic stress and employment stress are both occu­

pational stresseq simply located in different spheres: in 

the home and out of the home. Although frustrations in the 

domestic realms will ·affect the marital relationship they 

are not one and the same thing. It is important that this-

distinction be maintained in investigating marital stress 

among female alcoholics. This idea is confirmed by ScL~re 

(1970) who failed to demonstrate any significant differences 

in marital discord between male and female alcoholics. 

Wandberg and Horn (1970) in an extensive study on drinking 

patterns, found certain differences between male and female 

alcoholics in terms of the behavioural correlates of marital 

instability. They found that for men, marital difficulties 

associated with drinking were manifested in symptoms of 

guilt and anxiety. Among women, however, these diffic~lties 

were manifested in a .continuous drinking pattern. The 

striking implications of these findings lie in the idea that 

marital difficulties are common to both men and ~men alcoholics. 

The difference being the way they are manifested, which they 

found to differ for each sex. 

Mulford (1977) quotes figures from the general consensus of 

1960 which show that there is a higher rate of divorce and 

separation among both male and female alcoholics than among 

the general population. There is much literature on the 



"alcoholic marriage" and the personality of the spouse as a 

factor in alcoholi~m (Jackson, 19&~). Most of this research 

focuses on the male alcoholic. However, what this implies 

is the consequential disruptions of the marital relationship 

as a result of alcoholism per se. To assertthat the inci-

dence is greater among women raises cer~ain questions. 

Firstly, the point was made that a more disturbed woman 

presents for treatment. So thewoman alcoholic may represent 

a more disturbed and less representative sample, unlike the 

male alcoholic who represents a broader spectrum of the 

population. 

Secondly, equating marital instability with psychological 

disturbance i~ questionable. Within the context of al~o-

holism, the disruptions and ramifications are deeply inter­

related, thus the validity of extrapolating this variable 

and seeing it a~ an index of another is questionable. 

These points must be borne in mind when investigating the 

complex nature of both psychopathology and marital instability 

among female alcoholics. 

3. Treatment.and Prognosis Among Women Alcoholics 

The difficulty in management of women alcoholics and the 
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poor prognosis have frequently been cited as indicative of 

psychopathology (Pemberton, 1967~ Curlee, 1971: Litman, 1975~ 

Schuckit, IN Greenblat and Schuckit, 1976). 

be outlined separately. 

These issues will 
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of personality possible in a brief time" (Manuel, 1972, p.5). 

Derived primarily from the research and personality theory 

of Cattell, the 16 PF covers the basic personality traits 

isolated by his Factor analytic research. 

Cattell derived these factors from 3 areas of observation: 

life histories (L-data}, Questionnaires (Q-data), and 

objective tests (OT-data). From his research in L-data, 

he. isolated 15 source traits using factor analysis, then 

after matching data on Q and L-data, he developed the main 

part of the 16 PF i.e. the 12 source traits and 3 secondary 

traits which appear to be unique to the questionnaire method 

( i . e • Q data) • 

. These source traits are essentially independent. In the 

test the scale was constructed such that any item contributes 

to the score on one and only one factor. 

There are three forms of the test, of which form A was ?sed in 

the present research. Form A consists of 187 items each 

within an option of 3 possible answers, a, b. cJ, e.g. "Money 

can buy almost everything" (a) yes, (b) uncertain, (c) no". 

The test may be administered both in group and individual 

situations. Important to note is that Cattell et al (1970) 

designed the test items specifically for newspaper literate 

adults and it is therefore considered appropriate for use in 

the present study. 

With regard to the validity, the test is adequately covered 

d . The manual nrovide$ 
criterion-related vali ity. v 



of the scale with many concrete performances, e.g. school 

achievement, whilst for construct validity, the factor ana­

lytic method itself is a criterion of validation. 

With regard to the reliability of the test, Pervin (1970) 

notes that the scales appear to have adequate, although not 

specifically high split-half reliability. However, data is 

not given on test-retest reliability because it is assumed 

shat low reliability may reflect characteristic fluctuation 

in trait rather than in poor score reliability. This. is 
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not sufficient excuse, however, and he suggests that the manual 

should provide statements concerning which scales reflect re-

1 iable personality characteristics as well as statistical 

evidence of such fluctuations. 

As has been mentioned, the test is based on factor analytic 

research and hence embraces the assumptions attendant on 

such a method. Two major criticisms of factor analysis 

have been that it assumes a linear relationship among varia­

bles and that it assumes that factors combine additively 

instead of by a more complex interaction. Further, although 

Cattell was confident that factor analysis can be relied on 

to discover basic dimensions or underlying structures of 

personality, certain reservations have been expressed. Holt 

(1962) points out that if researchers ,start with different 

principles and use different variables, the tsbserved factors 

differ substantially, i.e. you get out ~hat you have put in; 

frequently the suggestion is made that factor analysis is 

useful for reducing large amounts of data to a few categories 



but that one cannot assume that these categories reflect 

underlying structures. These criticisms in no way 

invalidate the utility of this test. 

A major weakness of this test lies in the fact that there 

are no validity scores. Extensive work by Edwards (1957) 

and others have illustrated the operation of response sets 

in questionnaires. These are how defensive people are without 

realizing, and how some consciously fake responses to question­

naires. The 16 PF attempts to deal with such problems by 

encouraging the subject to be honest in the instructions and 

by selecting the items such that each scale has an equal 

number of "yes 11 and i•no" resonses contributing to the total 

score. In spite of this, Pervin concludes that the problems 

above do appear to enter into some aspects of the test and 

distort the psychological meanings of items involved. 

This aspect is considered to be of particular importance in 

the nature of the study where a social desirability factpr 

may distort the real underlying factors. 

A further weakness but of less relevance to this study lies 

in the present inability of the 16 PF to substantiate the 

validity of the score as a diagnostic aid (Cattell, 70). 

But until this aspect is cnnsiderably improved, the test will 

be unable to play its full role in the psychiatric setting. 

However, despite these problems the 16 ?F remains an extremely 

useful test. Over the years an impressive body of reliability 
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and validity data has been collected (Raver, 1972: ~ochard, 

1972) and the widespread use of the test speaks for itself. 

The test was included primarily on its merit of covering 
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a wide range of personality traits. As this study is investi-

gating correlates of alcoholism, personality traits are con-
I 

sidered to be crucial in the assessment of alcoholism. 

In particular, the idea that certain forms of alcoholism are 

accompanied by certain trends in personality rather than 

a psychiatric disorder, is a crucial idea in this investigation. 

For a list of the traits covered by the 16 PF, see appendix 

2.5.2 Hostility Direction of Hostility Questionnaire (HDHQ Foulds). 

Rooted in Foulds' theory of Personality and Psychopathology, 

the HDHQ was designed to measure hostility and punit~veness. 

Foulds conceptualized psychopathology as a continuum ranging 

from normality through personality disorder, personal 

illness, psychosis to non-integrated psychosis. The 

distinguishing feature of this continuum is represented by 

an increased failure to establish or maintain mutual personal 

relationships. Foulds situates egocentricity and its 

corollory, a lack of empathYJ as central to this failure and 

hence disorder. He considers that the more people are 

able to emp;athise with others, the more able they are to 

establish significant relationships and the less likely they 

are to resort to blaming themselves or others when under 

extreme stress. In this context, he proposes general puni-

tiveness to be a valid measure of ego-centricity and hence 

psychopathology. 



The actual test consists of 51 items drawn from the MMPI and 

allocated to 5 subscales - the subscal.es are: criticism of 

other {CO): projected hostility {PH): acting out hostility 

{AH): guilt {G) and self-criticism {SC). The sum of these 

comtitutes a measure of hostility, whilst the first 3 

measure extrapunitiveness and the last 2, intrapunitiveness. 

The format of the test is a true-false forced choice. 

Examining the validity of the test, statistical assessment 

by Foulds, Caine and Creasy (1960), Philips (1968) and more 

recently Maize and Bell (1971) found a positive correlation 

between all 5 subscales which supports the idea of a general 

punitive factor. They further found that correlations 

between the 3 extrapunitive scales are higher than with 
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the two intrapunit.;i.ve scales. The correlations for the extra­

punitive scales ranged fromo, 462 to O, 362 and for the 

intrapunitive scales from 0,499 to 0,250. They in£erred from 

this that extrapunitive scales measure something different ~o 

intrapunitive scales. They concluded that measuring the 

direction of hostility, extrapunitive vs. intrapunitive, 

would indicate the dominance of one hostility response over 

the other. 

Foulds et al (1960), Phillips (1968) and Hope (1969) carried 

out studies to assess the validity of these subscales. To 

date, work with Psychiatric samples largely substantiates 

such subscale differentiation. In testing his hypothesis 

of increasing punitiveness ranging from normals to non­

integrated psychotics, Foulds found this to hold for all 
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except psychopaths, who manifested the most General Hostility. 

He explained this in terms of a high extrapunitiveness and 

an unconscious facade of intrapunitiveness. 

Moreover, work by Phillips (1968, 1970) has provided exten­

sive normative data on groups of normals and neurotics. 

He found a disparity between his Sc.ottish and English samples, 

the former showing a higher hostility. 

Work by Phillips (1969) and Mayo and Balo (1971) emphasize 

the idea of scoring extrapunitiveness and intrapunitiveness 

separately rather than canbining them in a Direction of 

Hostility measure. They found tha~ normals tended to score 

lower on intrapunitiveness, than intrapunitiveness, and that 

neurotics (Caine, IN Foulds, 1965) and depressive·s (Mayo, 

1967} show a decrease in intrapunitiveness with successful 

treatment. Thus they conclude that intrapunitiveness should 

be "conceptualized as an index of personal disturbance 

manifested primarily in the form of self blame and psychia-

tric symtomatology 11
• Extrapunitiveness, on the other hand, 

is "indicative of disturbance less related to psychiatric 

symptomatology" (Philip, 1969, p.285). This separation 

is used in the present study. 

Assessment of the reliability has taken the form of test­

retest correlations. Caine (1965) found correlations of 

hostility of 0,75 and a correlation of Direction of Hostility 

of 0,51. 



The HDHQ has been used in alcoholic research previously 

(Walton, 1968; Abelsohn, 1973, 1978) but never on a sample 

of female alcoholics. 

The inclusion of a test of hostility is two-fold: 

(a) Hostility was considered to be a valuable component as 

a dynamic measure of psychological disturbance in this 

study. 

(b) The relation of hostility to alcoholism has long been 

cited as aetiologically important (Menninger, p.38). 
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In this context the test was included to provide a measure 

of psychopathology from an aetiological point of view. 

2.5.3 Symptom Sign Inventory 

The Symptom Sign Inventory (SSI) was "compiled as an aid to 

the differential diagnosis of the mentally ill" (Manual,· 

1968, p.5). It is an inventory or list of symptoms and 

signs for the categorization of persons with respect to the 

nature, presence or absence of psychopathology. This, unlike 

all the other tests in ·this battery, is essentially a clini­

cal rather than a research tool. 

The test consists of eighty items which were drawn up by 

Foulds, but were derived from psychiatric texts, clinical 

experience and the MMPI. Each item "had to be precise enough 



to define a symptom or sign, but sufficiently general to 

cover many manifestations of that symptom or sign (Hope, 

1968 I p • 5) • 

Eight diagnostic classes within the field of personal or 

mental illness were distinguished; four neurotic and four 

psychotic. The names of the classes are diagnoses 

66 

which are commonly employed by psychiatrists. The categories 

are: anxiety state (Ax), neurotic depression (Dp), Mania (M), 

paranoid states (PA), obsessional (Ob), non-paranoid 

schizophrenia (Sc), hysteria (Hy) and melancholia (Me). 

The SSI is verbally administered and responses may require 

some interpretation. Like the HDHQ, the levels of classi­

fication derive from Fould's continuum of personal illness. 

This ranges from normality through personality disorders, 

neurosis, pRychosis to non-integrated psychosis. It is along 

this continuum that differentiation between various classes 

exist. 

Despite some conceptual problems surrounding the meaning of 

personality disorders, a scale for purely personality disorders 

was devised after comparison with 3 neurotic groups and 2 

psychotic groups (Foulds, p.67). The criterion applied . 

was a 50% or greater frequency of item accurance for personality 

disorders as compared to the average scores of the other 5 

groups. Exclusion of the 8-item character disorder scale 

resulted in the sample of character disorders falling mostly 

into Psychotic groups. Foulds maintains that character 



disorders can be identified by consistent invalid responses 

to certain questions. But this scale is not included in 

the manual and it seems that Foulds and Hope place little 

faith in the above scale. 

The development of the other levels of differentiation was 

based on the SSI responses of patients in different hospitals 

over a number of years. 

The personal illness scale (personal disturbance) consists 

of items which distinguished at least 7 male and female diag-
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nostic classes from the normal sample. A unit normal deviate 

of 2,3263 was used as the criterion of discrimination. Fre­

qumcy distributions of the different groups indicate that 

only 2 of the normal subjects scored more than 2. This 

scale has been published as a separate questionnaire for use 

as a screening device. The postulated necessary condition 

for personal illness is disproportionateness of effect. 

The items in the scale appear consonant with this condition. 

The psychotic versus neurotic scale consists of items scored 

significantly more frequently by diagnosed psychotics than 

neurotics. Once again only 2 normals scored greater than 2. 

Only 2 of the 40 neurotic indicators were given more freq.iently 

by neurotics than psychotics. Almost all the psychotic items 

are delusional and hence consonant with the pre-condition for 

diagnosis of psychosis (Foulds, 1967 ) • 

The non-integrated psych:> tics vs. integrated psychotic scale 



was constructed from ite.tns scored more frequently by non-

paranoid schizophrenics than all other psychotics. However, 

the base rates in the sample tested are considered inadequate 

and the scale is to be regarded of theoretical interest only. 

Reliability of the inter-groups has been carried out. Dis-

tinctions between entegrated psychosis were more reliable than 

within the neurotic group. Further, distinctions between 

neurotic and psychotic groups were more difficult but were 

rooted in the presence of delusional ideas in the former. 

The basic assumption underlying the method of deriving dis-

crminators i's that diagnotic groups are homogenous. 

Each pair of the diagnostic group (A vs. DN) were examined 

after forming 2 x 2 contingency tables for each of the 80 

items. A correlation coefficient was calculated and the 

item weighted +l or -1 if the correlation differed signifi­

cantly ( p < ,05) from a zero correlation. 

In summary, the SSI is a standardized form of objective 

assessment for psychopathology. It lends itself to replica-
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tive research and the scales to computer analysis. Furthermore, 

the intercorrelation between symptoms or syndromes may be 

more precisely assessed. 

Although emphasis may be laid on relevant aspects of the items, 

this does not preclude faking. · However, the dis advantages 
ll\..at 

are than faking is easy. Misclassification, especially in 

monosymptomatic cases, may result in the fact that symptoms 
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are equally weighted. Similarly, severity of disturbance 

is not necessarily indicated by the number of symptoms. It 

must be remembered that the SSI is a discriminatory instrument 

-
11 its a pair of scissors rather than a yardstick 11 (Hope, 

1972, p.185). Finally, phasic illnesses (e.g. manic­

depressive) may be more difficult to identify without back-

ground information. It is suggested that observer rating 

scales and other objective measures be used in conjunction 

with the SSI to overcome their limitations (Foulds) but 

this refers more to the clinical use of the test. 

The SSI has been used together with the HDHQ to distinguish 

between personali~y attributes and the symptoms and signs 

of mental illness. 

In the light of the abdve, the test was included to provide 

an objective diagnostic tool. 

It was selected in favour of other objective diagnostic 

tests such as the Brief Psychiatric Rating Scale (BPRS) . 

This was because the SSI gives a more direct diagnosis of 

psychological disturbance. Furthermore, the administration 

of the BPRS requires a skilled Psychometrist whereas the 

SSI does not require such skill. 

2.5.4 The Semantic Differential (Osgood) 

The Semantic Differential (DS) is a rating procedure developed 

by Osgood for the measurement of meaning. It was developed 
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out of research on synesthesia. This basically refers to the 

association of experiences with certain stimuli, and the 

idea t-hat the presentation of the stimuli will elicit the 

particular responses, i.e. experience. This underlies 

the SD and is based on learning theory paradigm of "stimulus­

response". 

The _SD consists of a 7 point scale terminating in bi-polar 

adjectives. The weighting ranges from -3 to +3. The 

adjectives vary according to the concept being measured. 

Thus there are no standard concepts and the scales vary 

according to the nature of research connotative factors 

which are independent. These are (a) activity such as 

fast - slow, active-passive; (b) evaluative such as 

hard - soft, wide-smooth; and· potency such as strong - weak, 

light - heavy. The importance of these factors was confirmed 

in factor analytic research (Osgood and Suci, 1955). They 

found that the evaluative factor constituted the largest 

portion of the variance, but all three were equally impqrtant 

in the measurement of meaning. 

The procedure requires that the subject rate each concept on 

the entire set of scales, usually 20. The rating thus requires 

the subject to judge the position of a concept in the semantic 

space between the pairs of adjectives. Each of the three 

connotative factors must be present so the average scale 

position on each of these dimensions locates it as a point 

in the semantic space. 

Osgood and Suci (1955) have proposed a 11 D11 Stastic as a measure 
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of the degree of meaningful similarity between any 2 con-

cepts. 
.s+,·c... . 

The "D" stastic calculates the difference between 

2 profiles by subtracting and summ1ng the values on each 

scale of the two concepts being measured. The formula shows 

this clearly 

The "D" yields a value which represents the difference in 

the semantic space of two concepts based on the bi-polar 

scales. The scale values are treated as co-ordinates of 

a point representing the concept defined by the scales. 

Thus the degree of similarity between a pair of concepts 

is inversely proportional to the distance between them. 

Much research on the validation of the SC:: D technique has 

been done in various spheres using various scales. 

Deese (in Osgood et al, 1969), investigating the association 

structure of some adjectives confirms the utility of polar 

adjectives in the SD technique. But the utility of using 

the SD depends on the adjectives used, as some don't always 

make the best possible anchors of meaning. 

l ) 
Salarz ,''on the other hand, found the reliability of the SD 

as a tapping technique to be high, i.e. 0,96, and 0,95 with 

a reliability coefficient of one week interval of 0,87. 

The SD has been used in research from social to clinical 
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? 
psychology and found to be a useful technique in meaning. 

A case study by Osgood and Lauria found SD profiles to 

correspond with clinical profiles. The test-retest relia-

bilities of three profiles were ,82, ,90, ,65 and ,89, ,89 

and ,95 which indicate a high reliability. 

The SD appears to be a reliable measure provided the scale 

is relevant to the concept being measured (Osgood et al, 1969). 

It appears to be more useful than correlational statistics 

in that it actually calculated the degree of the difference 

between the concepts. A correlation merely calculates the 

relationship between two profiles as negative (low) through 

to positive (high), but it does not give a measure of the 

actual distance between the profiles. 

The SD was included to ascertain the way the female alcoholic 

construes she is perceived by others (in particular family 
? 

and society) in relation to her own and ideal self-perception. , 

A measure of this would indicate the extent to which social' 

disapproval enters into the self-perception of the female 

alcoholic. 

Four profiles measured were as follows: 

{a) Rate as you see yourself; 

(b) Rate as you think your friends and family would rate you~ 

(c) Rate as you think society would rate you as a woman 

with a drinking problem~ 

(d) Rate as you would like yourself to be. 

See appendix for full example. 



RESULTS 

3.1 THE I6 PERSONALITY FACTOR QUESTIONNAIRE: A COMPARISON 
OF THE PERSONALITY TRAITS OF GAMMA, DELTA AND INTER­
MEDIATE ALCOHOLICS 

The constraints of the statistical technique employed, 

required that 3 separate multivariate analyses of variance 

(MANOVA) be carried out. The 16 factors were thus divided 

into 2 groups of 6 factors and one group of 4. Grouping 

was done on an a priori conceptual basis. 

MANOVA I 

Factors: 

A Reserved-Outgoing (Sezothymia-Affectothymia) 

B Dull-Bright (Low Intelligence-High Intelligence) 

L - Trusting-Suspicious (Alaxia-Protension) 

M -Practical-Imaginative (Praxemia-Autia) 

N - Forthright-Astute (Artlessness-Shrewdness) 

I - Tough-minded-Tender-minded (Harria-Premsia) 
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TABLE 1 Maans and srandard deviaticns for Garrma, Delta and 
Inte.mediate Groups for Factors A, Bl •:i;., M, N, I. 
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Factors _Gamma _Delta rni:ermediate 
x SD x SD x 

A- Sizothymia vs 
Affectothymia 5,9 1,97 4,73 2 4,63 

B - Low Intelligence 
VS High Intelli-
gence 5,5 1,78 5,09 ,94 5 

L - Alaxia VS Pro-
tension 7 2, 26; 6,55 1,37 6,13 

M- Praxemia VS Autia 5,2 1,87 4,64 1,96 5,5 
.... ·~ .. 

N - Artlessness VS 

Shrewdness 5,7 1,77 7,73 2,10 6,25 

I - Harria vs Premsia 6,3 1,83 6,18 1,60 6,63 

Key: X = mean 
SD = Standard deviation 

TABLE 2 Total means and pooled standard deviation of all 
groups 

Total Pooled 
Factor standard means deviation 

A 5,10 1,63 

B 5,20 1,53 

L 6,59 1,96 

M 5,07 2,11 

N 6,62 2,40 

I 6,34 1,70 

SD 

1,50 

1,85 

2,23 

2, 56 

3,33 

1,69 
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TABLE 3: Total, tr~atment and error sums of squares of 
of factors A, B, L, M, N, I. 

\ 

Factors A B L M N 

A Total SS 78,69 10,38 6,24 2,79 -51,86 

Treatment SS 9,73 3,61 5,23 1,18 -10,49 

Error SS 68,96 6,77 1,01 1,61 -41,37 

B Total SS 10,38 62,76 -26, 52 22,59 16,28 

Treatment SS 3,61 1,35 2,03 0, 22 - 3,50 

Error SS 6,77 61,41 -28,55 22,36 19,77 

L Total SS 6,24 -26,52 103,03 -15,17 -26,55 

Treatment SS 5,23 2,03 3,43 - 0,85 - 2,94 

Error. SS .. 1,01 -28,55 99,60 -14,32 -23,61 
, . 

M Total SS 2,79 22,59 -15,17 119,86 -29,24 

Treatment SS 1, 18 0,22 - 0,85 3,72 - 7,75 

Error SS 1,61 22,36 -14,32 116,15 -21,50 

N Total SS -51,86 16,28 -26,55 -29,24 72,83 

Treatment SS -10,49 - 3,50 - 2,94 - 7,75 23,05 

Error SS -41,37 19,77 -23,61 -21,50 149,78 

I Total SS 27,97 32,93 -15,86 43,31 -28,21 

Treatment SS - 0,76 - 0,39 - 1,15 1,68 - 2,40 

Error SS 28,72 33,32 -14,72 4,6 -25,80 

Key: SS = sum of squares. 
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I 

27,97 

- 7,6 

28,72 

32,93 

- 0,39 

33,32 

-15,86 

- 1,15 

-14,72 

43,31 

1,68 

41,63 

-28,21 

- 2,40 

-25,80 

76,55 

0,94 

75,61 



TABLE 4 

MANOVA F. ratio First degree Second degree 
of freedom of freedom 

0, 80* 12 42 

ii' p > 0,05 

The Manova F ratio was not significant at 0,05 level of 

probability. Thus no further statistical breakdown of 

individual variables was necessary. 

MANOVA II 

Factors: 

C - Emotionally unstable - Emotionally stable (Low ego 

strength - High ego strength) 

E Humble - Assertive (Submissiveness - Dominance) 

F Sober - Happy-go-lucky (Desurgency-Surgency) 

G Expedient - Conscientious (Weaker superego strength.­

stronger superego strength) 

H Shy - Venturesome (Threctia - Parmia) 

O Self-assured - Apprehensive (Untroubled adequacy -

Guilt proneness) 
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TABLE 5: Means and standard deviations for Gamma, Delta 
and Intermediate Groups for Factors C, E, F, G, H, O. 
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Factors Gamma Delta Intermediate - - x x SD x SD 

C -Low ego streng.th 
VS High ego 
strength 2,8 1,81 3,36 1,63 3,88 

E - Submissiveness vs 
dominance 4,9 2,38 4,27 1,35 4,75 

F - Des urgency vs 
surgency 4, 6 ; 1,90 2,73 1,68 4,13 

G -Weaker superego 
strength vs 
stronger superego 
strength 4,2 2,57 6,45 1,70 4,5 

H - Threctia vs Parmia 3,9 2,13 3,82 2,14 4,5 

O - Untroubled adequacy 
vs guilt proneness 8 1,94 6,99 1,76 7,13 

Key X = mean 
SD = standard deviation 

TABLE 6: Total means and pooled standard deviations for 
all three groups 

Factor Total Pooled 
means Std. Dev. 

c 3,31 1,79 

E 4,62 1,76 

F 4,14 2,01 

G 5,14 2,04 

H 4,03 2,14 

0 7,34 1,88 

SD 

·1, 95 

1,28 

2,53 

1,69 

2,14 

1,95 
























































































































































































