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The problem of this study was to assess the impact of 

growing up in an alcoholic family on adult personality 

strengths and to determine the perceived levels of autonomy 

and intimacy in the family of origin. The sample consisted 

of 115 volunteers, 84 women and 31 men, ages 22 years and 

older, who had at least one alcoholic parent. The 

16 Personality Factor Questionnaires (16 PF) and the Family 

of Origin Scale (FOS) were administered. A 1 X 3 Chi Square 

Goodness of Fit analysis was used on each of the 16 

personality factors to determine the personality strengths 

of adult children of alcoholics (ACA). A simple 

discriminate function analysis was used to determine the 

degree to which assessed strengths on the 16 PF 

discriminated self-reported levels of autonomy and intimacy 

in the family of origin. A multiple regression analysis was 

used to determine which 16 PF were more closely related to 

perceived autonomy and intimacy in the family of origin as 

measured by the FOS. 



The following conclusions were drawn from the findings. 

1. ACA have a personality profile much like the 

general adult population; 

2. ACA tend to be more highly motivated and driven; 

3. ACA who grew up in families who fostered low levels 

of autonomy and intimacy may be more assertive, intuitive, 

practical, and able to grasp new ideas; 

4. ACA with higher levels of autonomy and intimacy in 

their families tend to be more emotionally stable, outgoing, 

conscientious, imaginative, and confident, 

5. ACA from families who fostered more autonomy may be 

more forthright and outgoing; and 

6. ACA from families who fostered more intimacy may 

be more self-assured. 

Based upon strong trends, but not at the .05 

significance level, it was found that ACA may be more 

readily able to grasp new ideas, more assertive, and more 

self-reliant and resourceful than the general population. 
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CHAPTER I 

INTRODUCTION 

Adult children from alcoholic families (ACA) have 

often been neglected in mental health treatment plans. 

There is a growing body of evidence to suggest that 

professionals organize in order to assist victims of another 

generation. They can then take the steps needed to cope 

with a range of social problems such as: crime, suicide, 

sexual deviance, substance abuse, and child abuse. There 

are between 12 and 17 million ACA in the U.S. with potential 

problems that symptoms of alcoholism might mask (Ingram, 

1985). Therapists frequently have not addressed the issue 

of alcoholism in the family of origin due to the lack of 

awareness of the impact on children and spouse, or because 

of skill deficits in dealing with addictive disorders. 

Often, both client and therapist fail to appreciate the 

significance of the ACA background. 

The limited research dealing with ACA has shown this 

population to have a variety of difficulties in adult life. 

ACA are more prone to alcohol and drug dependency (Cotton, 

1979; El-Guebaly & Offord, 1977; Ingram, 1985; Merikangasf 

Weissman, Prusoff, Pauls, & Leckman, 1985; 0 Connell, 1985); 

have a higher tolerance for deviance, which sets them up for 



marrying alcoholic or abusive persons and having social 

adjustment difficulties (Black, Bucky, & Wilder-Padilla, 

1986; Blanchard, 1984); and are also more likely to have 

eating or sexual disorders (El-Guebaly & Offord, 1977; 

Leehan & Wilson, 1985). As adults these individuals have 

conflicts about meeting the needs of others, particularly in 

marital relationships and in parenting, possibly because 

their childhood was chaotic and their needs were 

inconsistently met (Seabaugh, 1984). 

ACA are also more vulnerable in a variety of 

personality characteristics. This is evident in the 

prevalence of low self-esteem; difficulty in coping with 

issues regarding control and power; and in identifying, 

disclosing, and acknowledging predominant feelings of anger, 

abandonment, rejection, sadness, shame, and guilt. ACA also 

tend to assume responsibility for the feelings and actions 

of others (Cermak & Brown, 1982). 

Problems often motivate these individuals to seek 

assistance from mental health practitioners who may use a 

variety of treatment strategies. Until recently, there has 

been limited professional acceptance of an ACA complex as a 

definite area of treatment, and thus an ACA paradigm has not 

been integrated into programs for addictive disorders, or 

into the general practice of psychotherapy (Black, 1981). 

Some research has indicated that children of alcoholic 



families are more disturbed than children of parents with 

other psychiatric disorders, and the effects are strongest 

during adolescence and early adulthood (Cermak & Brown, 

1982). Some studies have been conducted about the ACA 

characteristics and patterns of conflicts. Several 

therapists have made statements about ACA psychopathology 

based upon their clinical observations, but little has been 

written about the personality strengths and personal 

successes of this population (Blanchard, 1984; Cermak & 

Brown, 1982; Peitler, 1980). The mental health field has 

not adequately explored family of origin issues, 

particularly the themes of autonomy and intimacy in the 

alcoholic family. Professional training programs have not 

addressed the spectrum of issues and treatments pertinent to 

ACA. Shaffer (1986) suggested that the addiction field is 

in a preparadigm stage of scientific development. He stated 

that there is little agreement as to the etiology of 

addictive disorders, much less a set of standards for 

treatment of dependency and co-dependency disorders. More 

data are needed in order to develop programs for ACA, 

educators, and therapists working with ACA. Defining and 

meeting the needs of ACA could help decrease the escalating 

problems of alcohol dependency and co-dependency, and 

improve the lives of ACA and their offspring (Cutter, 1986, 

Ingram, 1985). 



Implications from recent research and clinical 

observations of those working with ACA suggest that 

prevention and education are critical issues in the 

development of ACA programs and research projects (Ackerman, 

1983; Cermak, 1982). Also, the limited research and 

clinical judgments in the specific area of treatment for 

ACA have tentatively indicated that group therapy may be the 

strategy most effective (Black, 1981; Cermak & Brown, 1982; 

Leehan & Wilson, 1985; Peitler, 1980). Implications from 

the findings of a study on personality strengths and the 

level of intimacy and autonomy fostered in the family of 

origin would also be useful in developing training programs 

for professionals about the complex of issues pertinent to 

ACA. 

Statement of the Problem 

The problem of this study was to assess the impact of 

growing up in an alcoholic family on adult personality 

strengths and the perceived levels of autonomy and intimacy 

in the family of origin. 

Related Literature 

Literature on adult children of alcoholics (ACA) has 

proliferated since the late 1970s. Research and writing has 

focused on the history and accomplishments of the ACA 

movement, the genetic transmission of alcoholism, data on 



personality deficits, clinical observations of therapists 

about ACA pathology, hypothetical impressions about family 

of origin dynamics and roles of family members, and 

implications for research on ACA and treatment modalities. 

The unfortunate part of this burst of awareness and interest 

in children from alcoholic families is a lack of solid 

clinical research and theoretical foundations for 

intervention. 

History of the ACA Movement 

The focus of research on alcoholism began to shift 

from studies on the disease process of an individual to 

studies of the interaction, adjustment, and development of 

the family with an alcoholic member. The first study of 

children from alcoholic families by Roe and Burks (1945) 

pointed out significant problems for children growing up 

with an alcoholic parent. Jackson (1954) initiated the 

concept of alcoholism as a family disease in his outline of 

the disease process, but it was not until the 1960s and 

early 1970s that professionals recognized a parallel disease 

in the family. By the mid-70s, children of alcoholics 

began to be viewed as a separate, legitimate research and 

treatment population. ACA "survivors" then became 

acknowledged as a treatment group by the late seventies. A 

significant event in research on children of alcoholics was 

the gathering in 1 984 of 18 of the nation's leading 



scientists. The Children of Alcoholics Foundation sponsored 

this development of agenda including research needs and 

clinical opportunities for study (Woodside, 1986). The 

National Association for Children of Alcoholics (NACoA) was 

formed in 1983, and, two years later, professionals and 

interested lay people gathered for the first national 

conference (Brown, 1986). 

It is estimated that 1 out of 3 families are affected 

by alcoholism; 15 million Americans are alcoholics; and 

there are 24 to 28 million children of alcoholics, over 

one-half of them being adults. Alcoholism costs the U.S. 

over $120 billion, and affects about 75 million Americans 

(Gravitz & Bowden, 1985; Woodside, 1986). 

Genetic Transmission of Alcoholism 

Over the past 40 years, research on the genetic 

transmission of alcoholism has predominated, but recent 

studies reflect recognition of the complexity of the 

disease, particularly the interaction of genetics, 

environment, social, psychologic, and cultural factors 

(Barnes, Benson, & Wilsnack, 1979; Brown, 1986). 

Schulsinger, Knop, Goodwin, Teasdale, and Mikkelsen (1986) 

studied young men who were considered at a high risk for 

alcoholism and found that sons of alcoholic fathers were 

characterized by poor verbal ability, and impulsive, 

unassertive, and aggressive behavior. Barnes et al. (1979) 



reported from her study that daughters of alcoholic fathers 

drink somewhat more heavily than daughters of non-alcoholic 

fathers, but did not show more evidence of depression. In a 

study of opioid addicts, Kosten, Rounsaville, and Kleber 

(1985) examined the relationships of parental alcoholism to 

alcoholism, depression, and antisocial personality 

disorders. They found that opioid subjects with parental 

alcoholism had alcoholism, depression, and antisocial 

personality more often. It was also reported that there 

were more disruptive childhood events in the subjects with 

alcoholic parents, but this did not contribute to the 

severity of alcoholism related problems. Merikangas et al. 

(1985) conducted another study linking alcoholism and 

depression. They studied the psychiatric disorders in 

offspring of depressives with secondary alcoholism and found 

that the offspring had a three-fold greater risk of 

antisocial personality or conduct disorder than offspring of 

the depressives only and the controls. Smith (1979) also 

reported that sociopathy appears more frequently in male 

offspring of alcoholics. 

01 Mailey (1 984) reported in her study of the effects of 

family drinking history on responses to alcohol that the 

subjects were less accurate in evaluating the effects of 

alcohol on them than were the controls. This seeming 

"tolerance" for alcohol is one of the components of a 
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heightened risk for developing alcoholism. Cotton (1979) 

reviewed 39 studies on the familial incidence of 

alcoholism, and reported that the rates of alcoholism were 

substantially higher in relatives of alcoholics than in 

relatives of non-alcoholics, even when the relatives were 

psychiatric patients. Fathers and brothers were typically 

the alcoholics in the family, and alcoholism was more 

frequent than any other mental illness in relatives of 

alcoholics. Thus, from this four decade study, a high rate 

of parental alcoholism was found not to be merely a general 

characteristic of a disturbed population, but a specific 

characteristic of a sample of alcoholics (Cotton, 1979). 

These studies suggest that children of alcoholics are 

predisposed to becoming problem drinkers with the potential 

for other social and psychological difficulties. There 

appears to be no conclusive evidence, however, concerning a 

genetic basis for alcoholism. Some researchers say that 

alcoholism is a "polygenic, phenotypically plastic trait, 

requiring environmental factors to trigger it" (Jacob, 

1980). 

Personality and Behavioral Disorders 

Since children of alcoholics are viewed as casualties 

of their parents1 drinking problem, research has focused on 

the weaknesses and pathology of this group, rather than on 

strengths and adaptive resources (Barnes et al.f 1979). 



Nylander (1963) has been the pioneer in research on the 

emotional problems of children of alcoholics. He found that 

children with alcoholic fathers had more emotional problems, 

as evidenced in some acting-out behaviors. Subsequent 

research has confirmed the early findings of Nylander. 

Haberman (1966) identified a higher frequency of stuttering 

or stammering, fears of being alone, enuresis, temper 

tantrums, fighting with peers, and trouble in school and 

community as childhood symptoms in children with alcoholic 

parents. Fine, Yudin, Holmes, and Heinemann (1976) also 

examined behavioral disorders in children of alcoholics and 

found they were less able to maintain attention, more prone 

to emotional upset, anxious, fearful, and more preoccupied 

with inner thoughts. A 20-year investigation of 2 59 

children, 144 being children of alcoholic families, found 

that 59% of the children of alcoholics did not finish high 

school, and as youngsters 15% of these children of 

alcoholics had psychological problems which came to the 

counselor's attention (Miller & Jung, 1977). There also is 

an indication that parental alcohol abuse is related to 

adolescent suicide attempts (Tishler & McKenry, 1982). In a 

series of studies in Denmark, Goodwin (1977) found that sons 

and daughters of alcoholics had higher rates of alcoholism, 

and daughters of alcoholics raised by biological parents had 

higher rates of depression. 
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Some studies of ACA have used the Minnesota 

Multiphasic Personality Inventory (MMPI) to determine 

personality deficits. McKenna and Pickens (1983) reported 

that profiles of alcoholic children of alcoholics showed a 

combination of sociopathic tendencies and situational 

depression, and that the pattern suggests more 

characterological problems than depressive disorders. 

Tarter, Hegedus, Goldstein, Shelly, and Alterman (1984) 

discovered in their research on adolescent sons of alcoholic 

fathers that the sons scored higher on the neurotic triad of 

scales, but not at a pathological level. Overall, reports 

from MMPI profiles tended to show some inconsistency, 

although there was some evidence of elevated rates of 

depression, dependency, emotional detachment, and 

aggression. In addition, the literature has not 

consistently supported differences between children with an 

alcoholic mother or father (McKenna & Pickens, 1983). 

In a study using the 16 Personality Factor 

Questionnaire (16 PF) comparing daughters of alcoholic 

fathers to daughters of non-alcoholic fathers, Jackson 

(1984) found that daughters of alcoholics were more 

guilt-prone and more dominant, but no other personality 

characteristics were significantly different. 

In terms of self-concept, nonalcoholic daughters of 

alcoholic fathers demonstrated an adequate sense of 
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self-acceptance and strengths in socialization and 

intellectual aspiration when compared to alcoholic daughters 

(Gennett, 1983). Seabaugh (1984) reported that ACA are more 

vulnerable and their self-esteem is easily derailed. 

Blanchard (1984) also found that ACA scored significantly 

lower on self-concept factors, such as identity, behavior, 

and physical and family self on the Tennessee Self-Concept 

Scale. ACA also tested as non-self-actualizing on the 

Personal Orientation Inventory (Ingram, 1985). 

Clinical Impressions 

Several therapists have contributed to the ACA 

literature by sharing their clinical observations about the 

emotional problems of ACA. Beletsis and Brown (1981) found 

that ACA report serious emotional difficulties in their 

adult lives. Cermak and Brown (1982) and Tuchfeld (1986) 

defined several of these emotional difficulties as being the 

following: excessive emphasis on internal and interpersonal 

control, hypervigilance, excessive feelings of 

responsibility, distrust of self and others, problems with 

intimacy, and a tendency to ignore their own needs and 

feelings. These authors suggested also a recognizable 

pattern of conflict based upon their experience with ACA in 

group therapy. This conflictual pattern involved feelings 

of anger, abandonment, loss, sadness, rejection, shame, and 

deprivation. Gravitz and Bowden (1984) and Richards (1979) 
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described ACA as viewing everything as either black or 

white, and people as all good and all bad. This confusion 

of feeling states compounds their problem in defining 

personal boundaries and results in low self-esteem (Gravitz 

& Bowden, 1985). 

Jacob (1980) observed that children of alcoholics 

reflect problems in identity formation, personal 

development, relationships, trust, security, and self-

esteem. Woititz (1984) identified the above problems, along 

with some other speculations, based upon her observations 

of over 500 ACA. She stated that ACA guess at normality, 

have difficulty following through with a project, lie when 

it. is just as easy to tell the truth, over react to change, 

feel different from others, and are loyal even when 

undeserved. Woititz (1984) and Ackerman (1987) related that 

ACA judge themselves unmercifully, take themselves very 

seriously, constantly seek approval, and have difficulty 

having fun. Generally, most of the clinicians who have 

observed and written about ACA agree on the characteristics 

mentioned above, but clinicians have barely explored the 

strengths and successes of this population, and only then 

through observational information. 

Family of Origin Roles and Research Implications 

One of the methods of exploring coping skills has been 

to define the roles that ACA have commonly assumed in 
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their family. This emphasis on roles has broadened the 

perspective to include an examination of coping and 

adjustment, rather than pathology (Brown, 1986). Black 

(1981), Wegscheider (1981), and Nardi (1981) identified 

maladaptive role patterns, such as: hero, scapegoat, 

mascot, caretaker, and lost child. El-Guebaly and Offord 

(1979) recognized the "competent child" who exhibits 

characteristics of a model child. Niven (1984) wrote that 

this "invulnerable child" is not likely to enter the mental 

health system and not be identified as having problems until 

adulthood. The researchers at the Stanford Alcoholism 

Clinic suggested that the most adaptive, successful, and 

positive responses in childhood may turn into maladaptive 

and restrictive defensive postures and interactional 

patterns in adulthood (Brown, 1986). Roles may be an 

adjustment to a repressive environment, and the majority of 

children of alcoholics adjust to the family disorder by 

accepting roles which help maintain peace (Black, 1979). 

Some of the acquired roles may lead to important skills, 

which may be useful in later work and personal situations 

(Nardi, 1981), but few researchers have considered the 

potential strengths resulting from major task and role 

rearrangements. 

The search for the different variables between 

competence and incompetence has just begun. There are 
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multiple factors that affect a child's response to an 

alcoholic parent, for example, age of onset, relationship 

with the alcoholic parent, resources outside the family, 

availability of and interaction with the non-alcoholic 

parent, innate endowment, and the constitutional make-up of 

the individual (Brown & Sunshine, 1982). El-Guebaly and 

Offord (1979) speculated that "invulnerability" may be 

linked to the coping skills or the fact that a child may 

choose actions and roles on the basis of what he or she 

wants to accomplish for himself or herself, rather than what 

others expect. Rutter (1979) identified the potential 

effects of risk factors as affecting a child's response to 

stress. The risk for psychological disorders multiplies 

with more than one risk factor, but one good stable 

relationship with an adult or good schools can have a 

protective effect. Keane (1983) found in her study of 40 

children, aged 14 to 18, that there was a wide range of 

Personal Adjustment Scale scores, ranging from lower to 

relatively higher adjustment. Her findings suggest that 

there are factors which may serve as mediators between the 

alcoholic system and the level of adjustment. Thus the 

concepts of invulnerability and competence may be applied to 

the offspring of alcoholics. 

There has been a paucity of research on the issues of 

autonomy and intimacy in the alcoholic family, but one of 
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the most common complaints of ACA entering treatment is the 

difficulty in developing and sustaining an intimate and 

satisfying relationship. The amount of autonomy and 

intimacy fostered in the family of origin affects the level 

of satisfaction in an adult's emotional life. Seixas (1977) 

and Beletsis and Brown (1981) took an Eriksonian 

developmental approach in their description of the alcoholic 

family. They contended that ACA have not negotiated the 

final task of separation, because of an accumulation of 

previous failures in developing autonomy and self-control, 

and remain emotionally tied to the family of origin. Wilson 

and Offord (1978) described the family atmosphere as being 

chaotic, inconsistent, unpredictable, and violent. Jacob, 

Favorini, Meisel, and Anderson (1978) reported that children 

of alcoholics perceive their family as primarily hostile and 

angry. Caplan's (1983) study of dependency conflict in 

children of alcoholics has offered some evidence that 

children of alcoholics carry on dependent relationship 

patterns other than problem drinking. Steinglass (1980) and 

Wolin, Bennett, Noonan, and Teitelbaum (1980) have discussed 

how the family's use and preservation of rituals is an 

important indicator of the family's level of intimacy. 

Directly related are Black et al.'s (1986) findings that ACA 

reported less use of interpersonal resources as a child, and 

they also had more family disruptions. Thus, ACA may have 
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had family rituals and holidays disrupted by the alcoholism. 

Leehan and Wilson (1985) hypothesized that a major aspect of 

abusing family interaction process is the shifting of 

dependence among family members. Bowen (1974) has stated 

that the degree of differentiation of self, rather than the 

intensity of the alcoholism, is a good predictor of therapy 

outcome. Because of the family instability, the lack of 

consistent rituals, and the shifting of dependencies, ACA 

may have a wide range of differentiation and separation from 

family of origin. 

Summary 

Considering that the limited research on autonomy and 

intimacy in the family of origin of ACA has been 

hypothetical, it has not evaluated the perceptions of ACA in 

an empirical fashion. Therefore, the perceived levels of 

autonomy and intimacy in the family of origin of ACA have 

been explored in this study. By examining these levels 

relative to personality strengths, it is hoped that 

therapeutic strategies could subsequently be developed to 

enhance ACA potential through the treatment and recovery 

process. Such descriptive research is needed to clarify 

strengths and levels of autonomy and intimacy. 

Studies so far have addressed a variety of 

psychological impairments, assessed the risk of alcoholism, 

and identified a variety of coping mechanisms in children of 
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alcoholics. The research biases have lead to an 

overprediction of vulnerability in the offspring of 

alcoholics (Heller, Sher, & Benson, 1982). The emphasis 

needs to be shifted from pathology in the offspring to an 

examination of coping, strengths, and healthy adjustment 

(Brown, 1986; El-Guebaly, 1982; El-Guebaly & Offord, 1977; 

Wilson & Offord, 1978). Thus, the objective of this study 

has been to identify the personality strengths and the 

perceived levels of intimacy and autonomy of ACA. Mental 

health professionals may also focus on these as vehicles for 

treatment and recovery. 



CHAPTER II 

PROCEDURES 

Purposes of the Study 

The purposes of this study were to determine (a) the 

personality strengths of adult children of alcoholics; 

(b) the degree to which the assessed strengths on the 

personality instrument, 16 Personality Factor (16 PF) (see 

Appendix A), did discriminate self-reported levels of 

intimacy and autonomy in the family of origin; and (c) to 

assess which 16 PF personality strengths were more closely 

related to perceived autonomy and intimacy in the family of 

origin, as measured by the Family of Origin Scale (FOS). 

Hypotheses 

In carrying out this research, the following hypotheses 

were tested: 

1. The eight primary source traits, or personality 

strengths, on the 16 PF (cluster 1 factors: A, E, F, I, M, 

N, Q-| , and Q2) demonstrate differences in cell frequency, 

with the majority of the sample falling in the high and low 

cells. 

2. Cluster 2 factors B, C, G, H, and Q3 on the 16 PF 

demonstrate differences in cell frequency with the majority 

of the sample in the high cell. 

1 8 
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3. Cluster 3 factors L, 0, and Q4 on the 16 PF 

demonstrate differences in cell frequency with the majority 

of the sample in the low cell. 

4. Personality factors on the 16 PF discriminate 

self-reported levels of autonomy and intimacy as measured by 

the Family of Origin Scale (FOS). 

5. Assessed strength personality factors on the 16 PF 

correlate with the dependent variable of autonomy on the 

FOS. 

6. Assessed strength personality factors on the 16 PF 

correlate with the dependent variable of intimacy on the 

FOS. 

Definition of Terms 

Adult child of an alcoholic is an individual over the 

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

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

1 985). 

Alcoholic parent is an individual who drinks, gets into 

trouble repeatedly, as a result of drinking, with family, 

career, work, health, or the law, and continues to drink 

(Gravitz & Bowden, 1985). 

Personality strength is operationally defined as a 

trait of the 16 PF with a STEN score of 1 to 3 on factors A, 

E, F, I, L, M, N, 0, Q-| , Q2, and Q4, with a score of 8 to 10 

on factors A, B, C, E, F, G, H, I, M, N, Q-| , Q2, and Q3. 
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Family of origin is the family in which a person spent 

the majority of his or her childhood. 

Autonomy and intimacy are two essential and interwoven 

concepts in the life of a healthy family. Hovestadt, 

Anderson, Piercy, Cochran, and Fine (1985) stated that 

according to the FOS paradigm, autonomy is ". . . clarity of 

expression, personal responsibility, respect for other 

family members, and openness to others in the family, and 

dealing openly with separation and loss" (p. 290). They 

also define intimacy as ". . . the expression of a wide 

range of feelings, creating a warm atmosphere in the home, 

dealing with conflicts without undue stress, promoting 

sensitivity in family members, and trusting in the goodness 

of human nature" (p. 290). 

Instruments 

The 16 Personality Factor Questionnaire (16 PF) is a 

test of normal adult personality, and it measures levels of 

warmth, abstract thinking, emotional stability, dominance, 

enthusiasm, conscientiousness, boldness, sensitivity, trust, 

practicality, forthrightness, security, experimentation, 

self-sufficiency, compulsivity, and composure. First 

developed in 1949, it has been revised and updated five 

times, with the most recent standardizations based upon 

15,000 normal adults. Cattell (1966) described sixteen 

basic source traits, which are believed to be inherent in 
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more manifest behavioral traits. The 16 PF provides 

substantial normative scores on a normal population with one 

of the limitations being that it is not a measure of 

psychopathology. The use of the 16 PF in this study is 

that of a measure of personality strengths, rather than 

pathology. 

For the purpose of this study, the extreme scores will 

be used rather than the less reliable middle range, as 

recommended by Zuckerman (1985). The source trait 

interpretations and behavioral descriptions in Cattell, 

Eber, and Tatsuoka (1970) have been used to establish the 

factors which will be used to indicate strengths in this 

study. 

For tests of reliability, the authors used test-retest 

correlations. The average short interval reliability 

coefficient for the 16 PF form A was .80 and the average 

long interval reliability coefficient was .52 with a median 

of three years for this range of studies (IPAT Staff, 1986). 

Since 1949, validation of the 16 PF scales has steadily 

advanced. The 16 PF has been used in studies of alcoholics, 

and the profiles of various groups have consistently 

detected differences between alcoholics and normals in 

personality characteristics. Previously compared profiles 

of two alcoholic populations had pattern similarity 

coefficients of .62 and .65 (Barnes, 1979). Dana, Balton, 
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and Gritzmacher (1983) provided evidence of 16 PF 

convergence with the Diagnostic and Statistical Manual of 

Mental Disorders III (1980) diagnostic criteria in their 

study using a meta-analysis of source trait profiles from 

nine studies of four psychiatric groups, including 

alcoholics. Hart and Stueland (1980) found that the 

personality types of alcoholic women from the 16 PF 

resembled those found by other investigators using other 

instruments. Nerviano (1976) reported that the 16 PF and 

the Personality Research Form (PRF) showed substantial and 

appropriate convergences in his multivariate study of 

personality patterns among alcoholic males. The 16 PF has 

been employed in over eighty studies with alcoholics 

(Johns, 1987). 

The Family of Origin Scale (FOS) measures self-reported 

levels of health in the family of origin, as perceived by 

each subject. The foundation for this consists of two 

subscales, autonomy and intimacy, each of which contain 

construct subscales. 

The content validity was established through a 

selection of items by a jury of ten experts. The 

reliability was tested by 41 subjects who participated in 

the test-retest application of the FOS. The test-retest 

coefficients for the subscales of autonomy and intimacy were 

.94 and .96, respectively. The test-retest reliability 
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coefficients for the twenty items of the autonomy subscale 

ranged from .39 to .87, and for the twenty items of the 

intimacy subscale reliability coefficients ranged from .46 

to .88 (Hovestadt et al., 1985). 

The FOS was shown to discriminate well across the 278 

total persons tested. The mean scores for both subscales 

and for the total scores were not significantly different, 

which added validity to the use of the FOS (Hovestadt 

et al., 1 985). 

The FOS consists of 40 items with a weighted scale from 

5, strongly agree, to 1, strongly disagree. Full scale 

scores range from 40 to 200, the least healthy being 40. 

Levels of perceived health in one's family of origin are 

inferred from these autonomy and intimacy scores. 

Holter (1982) studied perceived health in the family of 

origin, using the FOS for 25 male members of alcoholic 

distressed marriages and 25 male members of non-alcoholic 

distressed marriages. With 48 degrees of freedom, t = 3.20 

(p<.01) a significant difference in perceived health of the 

family of origin was revealed between non-alcoholic 

distressed (M = 140.24) and alcoholic distressed 

(M = 119.76). 

Delimitations 

1. This investigation was restricted to volunteer 

subjects. 
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2. This study was restricted to the Dallas/Fort Worth 

area during the summer of 1987. 

3. The subjects were limited to those adults who were 

22 years or over and who had one or more alcoholic 

parent(s). 

4. The subjects' personal perceptions of their family 

of origin may have been distorted over time. 

Selection of Subjects 

The sample consisted of 115 adult children from 

alcoholic families, as previously defined, self-identified, 

who volunteered to participate in the study. The partici-

pants were respondents to approximately 1200 announcements 

sent to college counseling centers, ACA support groups, 

church newspapers, area newspapers, community organizational 

newsletters, substance abuse programs, and workshops 

conducted in the Dallas/Fort Worth area on ACA (see Appendix 

B). Private mental health practitioners and physicians also 

referred clients who wished to participate in the study (see 

Appendix C). 

Collection of Data 

The testing for this research began on June 23, 1987, 

and continued until September 15, 1987. The 16 Personality 

Factor Questionnaire, Family of Origin Scale, and a 

demographic data sheet were administered (see Appendix D) 
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after the volunteer heard an explanation of the procedure 

and signed the Informed Consent Form (see Appendix E). 

Each participant was tested in the private practice office 

of the researcher either by the researcher or by a research 

assistant who has a Master's degree in counseling. The 

researcher and the assistant also tested small groups of no 

more than ten volunteers at two substance abuse programs in 

Dallas. 

Procedures for Data Analysis 

After the data were collected, the measures were blind 

scored by the research assistant. The general population 

norms were used in determining the STEN scores for the 16 PF 

(IPAT, 1985). The research coordinator at Southwest Family 

Institute processed and analyzed the scores by computer. 

Each of the previously stated hypotheses were tested using a 

four-level analysis with increasing complexity. The .05 

level of significance was used for the inferential analyses 

throughout the study. 

The first level was a general description of the whole 

sample on the 18 variables (16 personality factors and the 

high and low level of autonomy and intimacy) using means and 

standard deviations. The demographic data obtained (see 

Appendix E) are reported using frequencies and percentages. 

The second level of analysis entailed the division of 

each of the 16 PF into three groups. The high range 
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consisted of scale scores ranging from 8 to 10; the low 

range being from 1 to 3. All other scores were grouped into 

a middle range. For factors A, E, F, I, M, N, Q-| , and Q2 

(Cluster 1), either high or low values were considered as 

indication of a strength. For factors B, C, G, H, and Q3 

(Cluster 2), high values were taken as indicators of a 

strength, and for factors L, 0, and Q4 (Cluster 3), low 

values were indicators of a strength. Each of the 1 6 PF 

factors were tested, using 1 X 3 Chi Square Goodness of Fit 

tests to evaluate whether there were significant differences 

between high, low, and mid range cell frequencies. 

Level three analysis consisted of a simple discriminant 

function analysis. The independent variable for this 

analysis was a discrete classification into high or low 

functioning, based on family of origin constructs. Fine and 

Hovestadt (1984) classified FOS scores into high, medium, or 

low ranges. But for the purposes of this analysis, a median 

split procedure was used, dividing the scores into high or 

low levels. Participants falling into the high category 

scored high on both the Intimacy and the Autonomy scales of 

the FOS, with those falling into the low category scoring 

low on both constructs. The dependent variables for this 

analysis consisted of the 16 scale scores from the 16 PF. 

This level of the analysis addressed the question of the 
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degree to which individually oriented personality factors 

can discriminate self-reported levels of family functioning. 

Finally, level four of the analysis consisted of two 

multiple regression analyses, serially using the autonomy 

and intimacy factors from the FOS as the dependent 

variables, and the 16 scale scores from the 16 PF as the 

independent variables. The overall purpose of these 

analyses was to investigate which 16 PF factors 

significantly related to these family of origin constructs, 

and the degrees of strength of these relationships. To 

accomplish these goals, two stepwise multiple regression 

analyses were performed. The resultant regression equations 

indicated (a) which factors significantly correlated with 

the dependent variable, and (b) what the strength of those 

relationships were through the resulting multiple 

correlation coefficients. 



CHAPTER III 

RESULTS AND DISCUSSION 

Analysis of Data 

The results of this study are presented in the order of 

the four level analyses and the order of the hypotheses 

which were tested. The first level of this analysis 

includes a general description of the whole sample using 

frequencies and percentages of the demographic data 

collected. These data are presented in Table 1. 

Table 1 

Frequencies and Percentages of Demographic Data 

Demographic 
Category (N = 115) Frequency Percent 

Age 
22-29 
30-39 
40-49 
50-59 

Sex 
Female 
Male 

Education 
High School Graduate 
Some College 
College Graduate 
Masters Degree 
Doctorate Degree 
Post Graduate 

24 
56 
28 
7 

84 
31 

1 1 
33 
40 
1 9 
7 
5 

20.9 
48.7 
24.3 
6.1 

73.0 
27.0 

9.6 
28.7 
34.8 
16.5 

6.1 
4.3 

28 
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Table 1 (Continued) 

Demographic 
Category Frequency Percent 

Marital Status 
Single 28 24.3 
Married 46 40.0 
Separated 6 5.2 
Divorced 30 26.1 
Widowed 5 4.3 

Number of Marriages 
1st 35 76.1 
2nd 10 21.7 
3rd 1 2.2 

Number of Children 
None 45 39.1 
One 16 13.9 
Two 21 18.3 
Three 14 12.2 
Four 6 5.2 
Five or more 4 3.5 
Not Reported 9 7.8 

Alcoholic Parent 
Mother 18 15.7 
Father 71 61.7 
Both 20 17.4 
Step-father 6 5.2 

Career 
Technical 3 2.6 
Management 7 6.1 
Business/Marketing 1 8 15.7 
Government 2 1 .7 
Telecommunication 3 2.6 
Arts 5 4.3 
Health Care 30 26.1 
Law 5 4.3 
Computers 6 5.2 
Education 1 0 8.7 
Public Relations 1 .9 
Banking 5 4.3 
Homemaker 6 5.2 
Other 1 4 12.2 
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As can be seen in Table 1, 7 3% of the 115 subjects are 

female, and the 30 to 39 age group has the largest number of 

cases with 48.7% of the sample. This sample also is fairly 

well-educated with 90.4% ranging from some college to 

doctorate degrees and post-graduate study. With regard to 

marital status, 40% of the subjects are married, with 76.1% 

being married only once. Slightly more than half of the 

sample, 53.1%, have one or more children. The majority, 

61.7% of the subjects, had alcoholic fathers, but 17.4% had 

both alcoholic mother and father. Also, 5.2% reported that 

they spent most of their childhood with an alcoholic step-

father. The participants in this study reported a variety 

of careers. As seen in Table 1, the largest number, 26.1% 

are in health care, and 15.7% in business or marketing. The 

"other" category consists of careers in mechanical, 

agricultural, and air travel fields. 

Also included in the descriptive data in the first 

level of this analysis are the means and standard deviations 

of the years in recovery or therapy programs for adult 

children of alcoholics, the 16 personality factors from the 

16 Personality Factor Questionnaire (16 PF), and the high 

and low levels of autonomy and intimacy from the Family of 

Origin Scale (FOS). 
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The mean, standard deviation, and range for the years 

spent in recovery, treatment, or therapy programs are 

presented in Table 2. 

Table 2 

Mean, Standard Deviation, and Range of Years in Recovery 

Mean Standard Deviation Range 

2.92 4.35 0-25 years 

As can be seen in Table 2, the average number of years 

in recovery, treatment programs for ACA, or therapy is 

2.92. In this sample of 115, there is a large range of 

years spent in treatment from no treatment to 25 years spent 

in some type of therapeutic program. 

The means, standard deviations, and range of scores for 

the 16 personality factors are presented in Table 3. 

As can be seen in Table 3, the sample has mean STEN 

scores on the 16 PF in the middle range (4-7). Slightly 

higher scoring on factor B, toward abstract thinking, and 

factor Q4, toward being tense, have mean STEN scores of 7.24 

and 7.43 respectively. Factors C, labile, and Q3, lax, have 

slightly lower mean STEN scores. 
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Table 3 

Means, Standard Deviations, and Ranges of STEN Scores on the 

16 PF 

16 pf STEN Score 
Variable Mean Std. Dev. Range 

A Cool - Warm 5.05 2.23 1-10 

B Concrete - Abstract 7.24 1.83 1-10 

C Labile - Stable 4.35 1.96 1-10 

E Submissive - Dominant 6.77 2.16 1-10 

F Sober - Enthusiastic 5.78 2.28 1-10 

G Expedient - Conscientious 5.18 2.24 1-10 

H Shy - Bold 5.36 2.53 1-10 

I Tough-minded - 6.42 1.91 2-10 
Tender-minded 

L Trusting - Suspicious 6.88 1.94 1-10 

M Practical - Imaginative 5.87 1.87 2-10 

N Forthright - Shrewd 5.30 2.25 1-10 

0 Self-Assured - 6.98 1.88 2-10 
Apprehensive 

Q-| Conservative - 5.97 2.1 1 1 -1 0 
Experimenting 

C>2 Group-oriented - 6.63 1 .90 3-1 0 
Self-reliant 

Q3 Lax - Socially Precise 4.80 2.17 1-10 

Q4 Relaxed - Tense 7.43 1.83 3-10 
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The means, standard deviations, and range of scores on 

the autonomy and intimacy variables for the FOS are 

presented in Table 4. 

Table 4 

Variables 

Variable Mean Standard Deviation Range 

Autonomy 43.62 1 3.03 20-79 

Intimacy 46.37 12.92 24-83 

As can be seen in Table 4, the mean score for the FOS 

autonomy variable is 43.62, with the range of scores being 

from 20 to 79. The mean intimacy score is 46.37, with the 

range being from 24 to 83. The range of possible scores on 

both variables of the FOS is 40 to 200, with a range of 

possible scores on each variable being 20 to 100. This 

sample did tend to score slightly higher on the intimacy 

variable. Thus, both the autonomy and intimacy scores are 

in the low range of perceived family functioning on the 

FOS, according to Fine and Hovestadt (1984). 
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In summary, the descriptive data from the 16 PF and 

the FOS show that this sample tends to perceive the family 

of origin as fostering low levels of autonomy and intimacy. 

In spite of that, this sample functions in the average range 

(4-7) on the 16 personality factors. 

In the second level of analysis, the 16 personality 

factors were divided into low, middle, and high cells. The 

low cell consisted of STEN scores 1 to 3, the middle cell 

consisted of STEN scores 4 to 7, and the high cell consisted 

of STEN scores of 8 to 10. 

Hypotheses 1, 2, and 3 

The Chi Square Goodness of Fit values and significance 

levels obtained from the 16 PF, with 2 degrees of freedom 

(df), are presented in Table 5. 

As can be seen in Table 5, the Chi Square values for 

clusters 1, 2, and 3 from the 16 PF are all significant at 

the .001 level. With a sample size of 115, the expected 

value per cell would be 38.3. As hypothesized, the low, 

medium, and high cells differ significantly from each other. 

Therefore, the Chi Square analysis on the 16 PF revealed 

statistical significance on all 16 factors. However, Chi 

Square analysis of the significant differences in cell 

frequencies was the first step in the level two analysis. 
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Table 5 

Chi Square Values and Significance Levels from the 16 PF, 

df = 2 

Cluster Factor Chi Square Significance 

1 A x2 = = 37. ,638 P .001 

E x2 = = 31 . ,742 P .001 

F x2 = = 36. ,021 P .001 

I x2 = = 49. ,274 P .001 

M x2 = = 69. ,51 9 P .001 

N x2 = = 31 . .533 P .001 

Qi x2 i = 71 . .450 P .001 

Q2 x2 ; = 58. .770 P .001 

2 B x2 : = 46. .248 P .001 

C x2 : = 47. .81 3 P .001 

G x2 : = 31 . .533 P .001 

H x2 : = 22. .558 P .001 

Q3 x2 : = 32. .890 P .001 

3 L x2 : = 48, .700 P .001 

0 x2 : = 48. .335 P .001 

<24 x2 : = 47, .1 87 P .001 

Hypothesis 1. The frequencies and percentages for 

cluster 1 personality factors on the 16 PF and the STEN 
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score cells of low, middle, and high are presented in Table 

6. 

Table 6 

Frequencies and Percentages of the Personality Factors Where 

High and Low STEN Scores Indicate Strengths 

STEN Score Cell 
Factor Low Middle High 

A Frequency 27 69 1 9 
Percentage 23.5 60.0 16.5 

E Frequency 1 0 55 50 
Percentage 8.7 47.8 43.5 

F Frequency 1 8 68 29 
Percentage 15.7 59.1 25.2 

I Frequency 1 0 71 34 
Percentage 8.7 61 .7 29.6 

M Frequency 1 2 80 23 
Percentage 10.4 69.6 20.0 

N Frequency 30 66 1 9 
Percentage 26.1 57.4 16.5 

Qi Frequency 1 5 81 1 9 
Percentage 13.0 70.4 16.5 

Q2 Frequency 6 73 36 Q2 
Percentage 5.2 63.5 31 .3 

As can be seen in Table 6, the majority of the sample 

STEN scores fell in the middle cell, not in the low or high 

cells as hypothesized. The number of STEN scores in the 
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high and low cells is not significant at the .05 level. On 

the basis of this data, hypothesis 1 was not accepted. 

Hypothesis 2. The frequencies and percentages for 

cluster 2 personality factors on the 16 PF with the STEN 

score cells of low, middle, and high are presented in Table 

7. 

Table 7 

Frequencies and Percentages of the Personality Factors Where 

High STEN Scores Indicate Strengths 

Factor Low 
STEN Score Cell 

Middle High 

B Frequency 4 57 54 
Percentage 3.5 49.6 47.0 

C Frequency 43 66 6 
Percentage 37.4 57.4 5.2 

G Frequency 30 66 1 9 
Percentage 26.1 57.4 16.5 

H Frequency 30 62 23 
Percentage 26.1 53.9 20.0 

Q3 Frequency 32 66 1 7 
Percentage 27.8 57.4 14.8 

As can be seen in Table 7, the majority of the sample 

STEN scores fell in the middle cell, not in the high cell as 

hypothesized. The number of STEN scores in the high cell 
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is not significant at the .05 level. On the basis of this 

data, hypothesis 2 was not accepted. 

Hypothesis 3. The frequencies and percentages for 

cluster 3 personality factors on the 16 PF, with the STEN 

score cells of low, middle, and high, are presented in Table 

8. 

Table 8 

Frequencies and Percentages of the Personality Factors Where 

Low STEN Scores Indicate Strengths 

Factor Low 
STEN Score Cell 

Middle High 

L Frequency 5 65 45 
Percentage 4.3 56.5 39.1 

0 Frequency 4 62 49 
Percentage 3.5 53.9 42.6 

Q4 Frequency 4 51 60 
Percentage 3.5 44.3 52.2 

As can be seen in Table 8, the majority of the STEN 

scores for factors L and 0 fell in the middle cell. On 

factor Q4 the majority of STEN scores fell in the high cell. 

The number of STEN scores in the low cell is not 

significant at the .05 level. On the basis of this data, 

hypothesis 3 was not accepted. 
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Level 3 analysis consisted of a simple discriminant 

function. In this, 115 cases were processed and 22 were 

excluded from the analysis, because the autonomy and 

intimacy variables were split in the high and low range of 

functioning on the FOS. The subject had to have both FOS 

autonomy and intimacy scores in the high range or both m 

the low range to be included in the analysis. Therefore, 93 

cases were used in the analysis. 

Hypothesis 4. The Wilks' Lambda, significance levels, 

and standardized canonical discriminant function 

coefficients of eight of the factors on the 16 PF, which 

related to autonomy and intimacy on the FOS are presented m 

Table 9. 

As can be seen in Table 9, eight personality factors 

from the 16 PF were entered into the analysis with the entry 

criterion being the .05 level of significance. These eight 

factors are significant discriminators of high or low 

functioning on the FOS. Thus, on those factors with a 

negative function coefficient, higher STEN scores on the 

16 PF are related to lower FOS classification in autonomy 

and intimacy, and lower STEN scores are related to higher 

FOS classification. On those factors with a positive 

function coefficient, higher STEN scores are related to 

higher FOS classification, and lower STEN scores are 

related to lower FOS classification. For example, on factor 
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C, stable emotions are related to higher levels of autonomy 

and intimacy on the FOS, and labile emotions are related to 

lower levels of autonomy and intimacy. 

Table 9 

K pf variable which Re?»te to Autonomy and Intimacy on the 

Lair^- Significant, and standardized Canonical 

Discriminant Function Coefficients 

16 PF 
Factor 
/ M— Q "3 \ 

Label 
Wilks' 
Lambda 

Signifi-
cance Coefficient 

I IN — J ; 

C Labile - Stable .95121 .0334 .89006 

I Tough - Tender .92008 .0236 -.50548 

G Expedient -
Conscientious 

.89405 .01 84 .39492 

B Concrete -
Abstract 

.87926 .021 9 -.40615 

M Practical -
Imaginative 

.86651 .0266 .46188 

Q4 Relaxed - Tense .85143 .0280 .73590 

0 Self-assured -
Apprehensive 

.84117 .0344 -.44121 

E Submissive -
Dominant 

.82794 .0368 -.32786 

On factor X, tough-mindedness is related to higher leyels 

of autonomy and intimacy, and tender-mindedness is related 

to lower levels of autonomy and intimacy. 
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The number of oases and predicted group membership for 

the low, high, and ungrouped cases on the FOS, as classified 

in the simple discriminant function analysis, are presented 

in Table 1 0. 

Table 10 

r-iagqifi catio" P»«nlts of th» Simple Discriminant Function 

Analysis 

Actual Group 

No. of 
Cases 

Predicted Group 
Membership 

1 2 

Group 1 Lew 

Group 2 High 

Ungrouped Cases 

50 Frequency 
Percentage 

43 Frequency 
Percentage 

22 Frequency 
Percentage 

37 

74.0 

1 6 

37.2 

1 4 
63.6 

1 3 
2 6 . 0 

27 
62.8 

8 
36.4 

Note. Percentage of Grouped cases correctly classified: 

68.82% 

As can be seen in Table 10, the discriminant function 

analysis correctly classified low TOS levels 74% of the 

time, and correctly classified high TOS levels 62.8% of the 

time, on the basis of the eight personality factors from the 

1 6 P F included in the equation. The average correct 

classification of high and low cases is 68.2%. On the 
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basis of this data and data presented in Table 9, hypothesis 

4 was accepted. 

Hynnthesis 5. The standardized regression coefficients 

(Beta), correlations, and the multiple regressions of the 

!6 PF variables as related to the autonomy variable on the 

FOS are presented in Table 11 

Table 11 

Multiple Regression 
of 16 PF on FOS anl-nnomv Scale 

16 PF Variable Beta Correlation 

N Forthright -
Shrewd 

A Cool - Warm 

-.27194 

,17947 

-.27878 

.18984 

Multiple R 

.2788 

.8674 

TWO personality factors, N and A, are significantly 

related to autonomy on the FOS. The multiple R represents 

the degree of correlation between autonomy and the 

personality factors. Thus, lower leveXs of autonomy on the 

FOS are related to higher scoring on factor N and lower 

scoring on factor A. Therefore, in this equation, 

forthrightness and warmth are related to higher levels of 

autonomy. On the basis of this data, hypothesis 5 was 

accepted. 

Hypothesis 6. The standardized regression coefficient 

(Beta), correlation, and the multiple regression of the 
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i t- r> i-he intimacy variable on the 
1 6 pf variables as related to tne lnt-uua y 

FOS are presented in Table 12. 

Table 12 

Multiple Regression 
of 16 PF on FOS Intimacy Scale 

16 PF Variable 

0 Self Assured 
Apprehens ive 

Beta Correlation Multiple R 

-.22847 -.22847 .22847 

Factor 0 from the 16 PF is significantly related to 

intimacy on the FOS. The multiple R represents the degree 

of correlation between intimacy and factor 0. Thus, high 

levels of intimacy on the FOS are related to low scoring on 

factor 0. Therefore, in this equation, self-assuredness is 

related to higher levels of intimacy; conversely, 

apprehensiveness is related to lower levels of intimacy. 

On the basis of this data, hypothesis 6 was accepted. 

Discussion 

This study was conducted for the purposes of 

(a) determining the personality strengths of adult children 

from alcoholic families (ACA), (b) determining the degree to 

which identified 16 PF strengths can discriminate self-

reported levels of intimacy and autonomy in the family of 

origin, and <c> assessing which 16.PF strengths are more 
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closely related to perceived autonomy and intimacy In the 

family of origin. This discussion will focus on the 

following questions: 

1. What are the strengths of ACA? 

2. Can certain personality factors discriminate the 

levels of autonomy and intimacy fostered m the family 

origin, and what personality factors are related to autonomy 

and intimacy? 

3. What is the impact of these findings about ACA on 

possible therapeutic interventions? 

Personality Strengths 

The 115 adults from alcoholic families in this sample 

demonstrated relatively normal functioning in their range of 

scores on the personality factors. As can be seen in Table 

3r all mean STEN scores on the 1«_PF were in the middle cell 

(i-7). Although it was hypothesized that this sample would 

have significant differences in cell frequencies with STEN 

scores being in the high or low cells, this sample had 

significance in that all factors, except Q4, had the 

preponderance of scores in the middle cell (4-7). There 

were some trends with a few of the factors. The sample 

showed a trend on factor B, with a STEN score mean of 7.24, 

toward being more intelligent and quick to grasp ideas 

(Cattell et al., 1970). Higher scores on this factor tend 

to contraindicate the deterioration of mental functioning, 
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often found in pathological conditions (IPAT, 1986). 

Another trend toward a strength was found on factor E, with 

a STEN mean score of 6.77. Individuals scoring higher on 

this factor tend to be assertive, independent, and 

authoritarian (Cattell et al., 1970). 

There were also some trends on factors that were not 

operationally defined as strengths in this study. Lower 

scoring on factor C showed a tendency for these individuals 

to be more affected by feelings, or labile, rather than calm 

and emotionally stable. Factor L had a mean score of 6.88, 

showing that this sample may be slightly more skeptical and 

distrustful of others. The mean score of 6.98 on factor 0 

may indicate that these people may be slightly more guilt-

prone and worrisome. On factor Q 4, this sample had a mean 

score of 7.43, indicating a trend toward being tense and 

hard driving (IPAT, 1986). Jackson (1984), in using the H 

PF, found that daughters of alcoholic fathers were also more 

guilt-prone and dominant than those without an alcoholic 

father. 

Although generalizability on personality strengths is 

limited, because there were trends, not significance, this 

sample looks similar to what Cattell (1966) had described as 

average on most of the factors. Given the large sample 

size and its normal distribution, the overall pattern has 

shown that this sample of ACA was not significantly 
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different from the general population. Therefore, this 

sample's profile may be representative of other ACAs. In 

contrast, Cermak and Brown (1982) observed that children of 

alcoholic parents are more disturbed than children cf 

parents with other psychiatric problems, and that the 

effects are strongest during adolescence and early 

adulthood. This study included only adults over the age of 

22. Possibly, as adults, children of alcoholics carry some 

compensatory behaviors that assist them in daily 

functioning. These compensatory behaviors may be explained 

in terms of the roles that ACA have assumed both in their 

families of origin and in their current professional and 

personal lives. These roles have served as stabilizing 

factors in the family of origin, but may not function that 

way in their adult life. Consequently, ACA may expand these 

roles to include some other behaviors and also may learn to 

use the roles (something they already do well) in their 

behalf in other areas, such as career, family, and social 

life. 

Beletsis and Brown (1981), Cermak and Brown (1982), and 

Tuchfeld (1986) identified emotional difficulties such as: 

excessive concern about interpersonal control, 

hypervigilance, distrust of others, and excessive feelings 

of responsibility. Although the scoring on factors L 

(suspicious), 0 (apprehensive and guilt-prone), and Q 4 
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(tense) show a trend toward the above-mentioned deficits, 

this study did not clearly support emotional 

liabilities described to be excessive by the mentioned 

authors. It may be that ACA really do fall into normal 

ranges with some particular spikes, that is, STEX scores in 

the direction of either the low (1-3) or high (8-10) range, 

indicating behaviors that not only have worked for them, but 

that also make sense in terms of their history with an 

alcoholic parent. 

As can be seen in Appendix F, this sample profile of 

mean STEN scores shows that, on the whole, these individ 

function much like the general population. By looking at 

the specific traits, this sample can be described as being 

slightly more labile or easily annoyed (factor C), more 

assertive, and maybe sometimes more competitive or 

authoritarian (factor E). In addition, they are somewhat 

less trusting of others and skeptical of social situations 

(factor L). Possibly this stems from being disappointed 

repeatedly by promises made by the alcoholic parent. This 

profile also shows that ACA in this sample tend to be 

• i a- nrnnp (factor 0) and more tense and worrisome or guilt-prone \ i d L L 

frustrated (factor Q4). 

There are a number of compensatory behaviors which show 

to be trends on this ACA profile. With an ability to grasp 

new ideas readily (factor B), these individuals may be able 
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to learn more appropriate ways of dealing with relationships 

and stress. By being somewhat more assertive (factor E), 

they may better deal with their emotionality. Also, being 

more intuitive or refined and sensitive (factor I), these 

individuals can develop these skills to help them with the 

possible difficulties they have in trusting others. They 

can, therefore, use their intuition and sensitivity to help 

them discriminate when they may trust a situation or 

person. This sample also shows a tendency to be more self-

reliant and resourceful (factor Q2>. This skill may assist 

them in compensating for being somewhat worrisome (factor 

0) by giving them the assurance to use their skills and to 

try things, in spite of what others may say. The tenden y 

toward being tense (factor Q4> also contributes to people 

having a high drive. Combining this high drive with the 

above skills, this sample of individuals shows some traits 

which can contribute to both professional and personal 

success• 

In summary, this sample, though not having significant 

strengths on the 16 personality factors, may, in fact, 

achieve healthy personality functioning because of the 

trends and overall average personality profile. These 

findings contribute to the speculations of Brown (1986) and 

El-Guebaly and Offord (1979), who have stated that ACA may 

exhibit more characteristics of competency than what the 
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literature thus far has described. They have recommended 

that research focus on strengths and successes of ACA. 

Autonomy and Intimacy 

The individuals in this study have reported that, 

overall, they did not experience a family life during their 

childhood that fostered intimacy and autonomous behavior. 

Yet, they have learned to function fairly well, or at least 

adequately, on the personality factors studied. 

According to Fine and Hovestadt (1984), the TOS can be 

divided into high, middle, and low ranges. The sample in 

this study had a total mean score of about 90, autonomy 

being 43.62, and intimacy being 46.37 (see Table 4). The 

range for the total FOS score was 40 to 200. Thus, using 

the Fine and Hovestadt (1984) classification, this sample 

would be classified as functioning in the low range of 

autonomy and intimacy on the FOS. However, for the purposes 

of this study, the interest was in whether or not the I L ^ F 

could differentiate high and low functioning in this sample. 

Therefore, a median split procedure was used on the 

observed FOS autonomy and intimacy scales to subsequently 

classify subjects into high or low observed ranges. In this 

sample, 43 cases were classified in the high range on 

autonomy and intimacy, and 50 cases were in the low range on 

both autonomy and intimacy. 
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The question of whether high and low ranges can be 

distinguished with the 16_PF was shown to be answered 

affirmatively, with eight of the factors correctly 

classifying FOS levels 68.82% of the time (see Table 10). 

These eight factors were significant at least at the .03 

level, with the .05 being used as the entry criterion for 

the discriminant function equation (see Table 9). Thus, 

abstract thinking, assertiveness or dominance, and 

sensitivity were related to lower levels of autonomy and 

intimacy, and confidence was related to high levels of 

autonomy and intimacy. Also, emotionally stable, warm, 

conscientious, and imaginative individuals had higher levels 

of autonomy and intimacy in their families of origin. 

Relaxed and practical or careful individuals had lower 

levels of autonomy and intimacy in their families of origin. 

It is interesting to note that a number of strengths on the 

1 6 PF discriminated lower functioning on the FOS. Possibly 

the family system of the ACA produces certain coping 

mechanisms that can be developed into real assets m 

adulthood. For example, a person who has assumed a care-

taking role in the family of origin may use some components 

of this role in adult life that can either contribute to 

success or to personal pain. Being able to show empathy, to 

listen well, and to take care of necessities in an emergency 

are all assets. These abilities can be put to good use m 
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the health professions, public relations, and many business 

or marketing fields. But the caretakers may also be taken 

advantage of and feel that no one helps them when they are 

in need. Learning a care-taking role in an alcoholic family 

can, in fact, contribute to successful behaviors in adult 

life if the caretaker learns to use this role in appropriate 

situations. 

El-Guebaly and Offord (1979) speculated that 

"invulnerability" to the dysfunctional family system may be 

linked to coping skills, and that individuals choose 

actions on the basis of what they want to accomplish for 

themselves. Considering that most of this sample scored in 

the low ranges of autonomy and intimacy, their persona y 

deficits were not significant, nor were their strengths. 

Further research may explore the mediating factors 

contributing to this relationship of family of origin 

dysfunction and healthy or normal personality functioning. 

Seixas (1977) contended that ACA remain emotionally 

tied to their families of origin, and subsequently have 

difficulty establishing autonomous and intimate 

relationships. By studying the relationship between 

personality factors and autonomy and intimacy in the family 

of origin, this problematic area could possibly be explored, 

It was found in this study that individuals who were more 

forthright and warm or outgoing had higher levels of 
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autonomy, and that higher levels of intimacy were found in 

those who were more self-assured. If these three 

personality characteristics are related to higher levels of 

family of origin functioning, then therapists could assist 

individuals, particularly ACA, in developing behaviors 

associated with these characteristics. ACA may then make a 

significant change with their own children and spouses in 

developing a family atmosphere that fosters autonomy and 

intimacy. 

for Clinicians Working with ACA 

Since ACA tend to enter therapy in their 30s (Ackerman, 

1986 & 1987), therapists may consider focusing on the family 

of origin issues of autonomy and intimacy as they relate to 

the client's current family atmosphere. This population may 

also need assistance in recognizing their potential and 

sources of strength. One of the characteristics of ACA, as 

depicted by Ackerman (1987) is that they wonder about what 

is normal in family functioning and personality. 

Considering the results of this study, ACA tend to be 

functioning in the average range in most personality factors 

as measured by the 16 PF. ACA may need support and 

encouragement to act upon the resources they have readily 

available, rather than focusing on personality defects. As 

indicated by the low levels of family of origin functioning 

on the FOS, ACA possibly have not received the encouragement 
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to act autonomously on their feelings and perceptions. A 

focus on pathology with this population may be a disservice 

to the adequate to exceptional skills they have. 

Compensatory behaviors could be learned and encouraged based 

upon the skills already well-exercised and defined. 

Conclusions 

Based upon the findings of this study, the following 

conclusions are drawn: 

1. Adult children of alcoholics have a personality 

profile much like the general adult population. 

2. The majority of ACA have a high drive or are highly 

motivated individuals. 

3. The majority of ACA tend to perceive their families 

of origin as having fostered low levels of intimacy and 

autonomous behavior. 

4. ACA who grew up in families that they feel fostered 

intimacy and autonomous behavior may be more emotionally 

stable, outgoing, conscientious, imaginative, and confident. 

5. ACA who grew up in families that they believe d' 

not foster intimacy and autonomy may be more assertive, 

intuitive, practical, and able to grasp and form new ideas. 

6. Families that foster autonomous behavior may 

contribute to the development of forthrightness and outgoing 

behavior in their offspring. 
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7. Families that foster intimacy may contribute to the 

development of more self-assured adult offspring. 

8. The family system of ACA produces certain coping 

mechanisms that may be developed into assets in adulthood. 

in addition to the statistically significant results, 

there were some important trends which, while not reaching 

the .05 significance level, deserve mention as directional 

conclusions. Based upon strong trends, the following are 

qualitative judgments: 

1. ACA may be more readily able to grasp new ideas 

than the general population. 

2. ACA may be more assertive or dominant than the 

general population• 

3. ACA may be more self-reliant and resourceful than 

the general population. 

Recommendations 

Based on the findings of this study, the following 

recommendations are suggested. Further research on ACA or 

children of alcoholics might: 

1. Shift the focus from a pathology model to a health 

model when studying personality characteristics; 

2. Replicate this study by comparing those ACA who are 

alcoholic or substance-abusing to those who are not; 
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3. Study the effects of the degree of contact ACA have 

with the family of origin on their perceptions of intimacy 

and autonomy fostered in their families during adulthood; 

4. Include a study relating risk factors and 

protective effects to personality strengths in order that 

professionals working with children may offer services that 

may provide these protective effects, for example, church, 

school, teachers, and community programs; 

5. Replicate this study with adolescents and young 

adults under 22 years of age and compare the study to adults 

to explore the mediating factors that contribute to 

competency in adulthood; 

6. Address the question of whether ACA's perceptions 

of their families of origin change as a result of being in 

group therapy; 

7. Compare the perceptions of ACA's current families 

(families of procreation) to their perceptions of their 

families of origin; 

8. Study how the demographic characteristics of the 

ACA population may influence the findings of this study, 

for example, compare sons to daughters of alcoholic fathers, 

or sons to daughters of alcoholic mothers; or compare 

professional status or level of education to personality 

factors; and 
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9. Include a replication of this study, using 

different samples from other geographic locations and ethnic 

groups 
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Standard Ten Score (STEN) 
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Low Score 
Description 

Average 
1 2 3 4 5 6 7 8 9 10 

A Cool 

B Concrete 

C Labile 

E Submissive 

F Sober 

G Expedient 

H Shy 

I Tough-minded 

L Trusting 

M Practical 

N Forthright 

0 Self-assured 

Q1 Conservative 

02 Group-oriented 

<23 Lax 

Q4 Relaxed 

High Score 
Description 

Warm 

Abstract 

Stable emotions 

Dominant 

Enthusiastic 

Conscientious 

Bold 

Tender-minded 

Suspicious 

Imaginative 

Shrewd 

Apprehensive 

Experimenting 

Self-reliant 

Socially precise 

Tense 
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June 10, 1987 

Attention: ADULT CHILDREN FROM ALCOHOLIC FAMILIES 

Regarding: VOLUNTEERS NEEDED FOR A RESEARCH PROJECT 

Volunteers are needed for a r e®®^ C!j e^^®h
twill A d U l t 

Children from Alcoholic:Famil • fche treatment and 
provide information to « Voiu£teers must be 22 years and 
recovery process for ACo . narent. and be able to 

respond^tc^two P ^ c i ^ ^ p a p e r inventories. 

io take"both it^inventories will * approximate^ 1-1/2 

hours. 

I am conducting this project for. ̂ ^ " ^ t i o ^ a s 

partial fulfillment of t h e r|?"^geg^versity. Feedback 

X r ^ ^ f S r s 0 ^ t r s L r w i i n r a : a i L b l e in the 

Fall, 1987. 

If you are interested in participating in this Project, 
please call Harriet Bachner-Schnorr, M.Ed. 
to schedule a time for testing. 

Thank you, 

Harriet Bachner-Schnorr 
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June 24, 1987 

Dear Mental Health Professional: 

I am conducting a research project for my doctoral 

dissertation fro. ̂ . ^ t ^ ^ T f ' ^ i S , up in an 

tdul? children of alcoholics (b) the degree to whrc^ 
identified K Factor 1U 9 ^ a u t o n o m y 

ana (c, to a s s e s s ^ 1 5 ^ anfl 

of Origin Scale (FOS). 

in order to complete this F ^ e c t I need volunteers who 
are 22 years or older, »ho grew up with at least o ^ 
alcoholic parent, and who are a w e to v assured; no names 

call me (214) 233-0181 so we may arrange for them 
the tests at your or my office, whichever is preferable to 

you and the volunteers. 

Thank you for your time and assistance on this research 

project. 

Sincerely, 

Harriet Bachner-Schnorr 
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Age: 22 to 29 
30 to 39 
40 to 49 
50 to 59 
60 to 69 
70 above 

DEMOGRAPHIC DATA 

Sex: 

Educational Level: 
High School Graduate 
Some College 
Masters Degree 
Doctorate Degree 
Post Graduate 

Female 
Male 

Career: 
Technical/Electronics 
Management 
Business/Marketing/ 
Sales 
Government 
Telecommunications 
Arts 
Health Care 
Law/Judicial 
Computer/Data 
Processing 
Other 

Education 
Training/ 
Public Rel. 
Banking/ 
Finance/Acct. 
Homemaker 
Business Owner 
Agriculture 
Law Enforce-
ment 
Mechanical 

Marital Status: 
Single 
Married, 1st 2nd 3rd 
Separated 
Divorced 
Widowed 

Number of Children: 
None 
One 
Two 
Three 
Four 
Five or more 

Parent that was an alcoholic: 
Mother 
Father 
Both 

Step-mother 
Step-father 

Number of years in recovery programs, treatment, or therapy: 
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USE OF HUMAN SUBJECTS 

INFORMED CONSENT 

I hereby give consent to Harriet Bachner-Schnorr o 
perform or supervise the following investigational 
procedure or treatment: 

Administer the 16 Personality ^ctor ^ n t c r y , and 
the Family of Origin Scale, and Demographic Data sheet 
to the Subject. The Subject will respond to these 
pencil and paper inventories and all responses will be 
confidential. The Subject will be assigned a number 
to refer to if he/she wants feedback about the 
results. Feedback about the results can be given m 
the Fall of 1987. 

I have (seen, heard) a clear explanation and understand 
the nature and procedure or treatment; possib:le 
appropriate alternative procedures that would be 
advantageous to me; and the attendant discomforts or 
risks involved and the possibility of complications 
which might arise. I have (seen, heard) a clear 
explanation and understand the benefits to be expected. 
I understand that the procedure or treatment to be 
performed is investigational and that I may withdra y 
consent for my status. With my understanding of this, 
having received this information and satisfactory 
answers to the questions I have asked, I voluntary y 
consent to the procedure or treatment designated m 
Paragraph 1 above. 

DATE 

SIGNED: 

SIGNED: 

SUBJECT 

WITNESS 
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SAMPLE 16 PF PROFILE OF MEAN STEN SCORES 

Standard Ten Score (STEN) 

Mean 
Score 

Low Score 
Description 

5 . 0 5 A Cool 

7 . 2 4 B Concrete 

4 . 3 5 C Labile 

6 . 7 7 E Submissive 

5 . 7 8 F Sober 

5 . 1 8 G Expedient 

5 . 3 6 H Shy 

6 . 4 2 I Tough-minded 

6 . 8 8 L Trusting 

5 . 8 7 M Practical 

5 . 3 0 N Forthright 

6 . 9 8 0 Self-assured 

5 . 9 7 Qi Conservative 

6 . 6 3 Q2 
Group-oriented 

4 . 8 0 Q3 Lax 

7 . 4 3 Q4 Relaxed 

Average 
1 2 3 4 5 6 7 8 9 10 

High Score 
Description 

Warm 

Abstract 

Stable emotions 

Dominant 

Enthusiastic 

Conscientious 

Bold 

Tender-minded 

Suspicious 

Imaginative 

Shrewd 

Apprehensive 

Experimenting 

Self-reliant 

Socially precise 

Tense 
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