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Interaction Patterns in Indian Families with
Alcohol-dependent Persons
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Abstract

Objective: To assess the interaction patterns in families where the husband has alcohol dependence
syndrome.

Participants and Methods: The sample consisted of 30 spouses of men diagnosed with alcohol
dependence syndrome and 30 spouses of men with no psychiatric diagnosis and / or alcohol dependence
syndrome or any other substance addiction. Purposive sampling was used to select the samples. The

Original Article

Family Interaction Pattern Scale and General Health Questionnaire—12 were used for data collection.

Results: A poorer pattern of family interaction was found in the domains of ‘reinforcement’,
‘communication’, ‘leadership’, and Family Interaction Pattern Scale total score in spouses

support’, ‘role’,

‘social

of patients with alcohol dependence compared to spouses of people with no alcohol dependence.
Conclusion: There were significant differences in the family interaction patterns displayed by families
where the spouse had alcohol dependence and those where the spouse did not have alcohol dependence.
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Introduction

Alcohol dependence, a common psychiatric disorder in the
general population, has a significant impact on public health.
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In recent years, alcohol dependence has become a major
social and personal menace in most societies. According to
the World Health Organization (WHO),' alcohol use disorders
accounted for 1.4% of the global disease burden. Globally,
alcohol consumption causes 3.2% of deaths (1.8 million) and
4.0% of the disability-adjusted life years lost (58.3 million).?
The WHO also stated that there are causal relationships
between alcohol consumption and more than 60 types of
disease and injury.? Along with the costs incurred by alcohol-
related illnesses, alcohol dependence contributes substantially
to social, financial, and legal problems. Both pathological and
chronic alcohol dependence are directly linked to markedly
impaired family interactions, and other serious problems
like domestic violence and spousal abuse.** Chronic alcohol
dependence is associated with interpersonal violence and
worsening patterns of interaction. Certain behaviours, such
as aggression and impulsivity, are common in people with
chronic alcoholic dependence.*¢ Thus, understanding the
characteristics of the drinker and the relationship between
alcohol dependence and its negative consequences may
help to clarify the development and prevention of alcohol-
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related problems.

Some people are more likely than others to experience
the consequences of alcohol use. These tend to be associated
with being male”; having high perceived stress and anxiety;
dissatisfaction with, and poor quality of, life; lack of social
support; economic strains; and chronic stress.!®!! In a study
done by Frankenstein et al,'? spouses of alcohol-dependent
individuals were found to have better problem-solving
abilities when the husbands were drinking than when they
were not drinking alcohol. Alcohol increased the positive
interactions between spouses and alcoholic individuals.
In another study, which compared 8 alcoholic and 8 non-
alcoholic couples, the alcoholic couples had more negative
interaction (hostility, blame, criticism) during the drinking
period than the non-drinking period."

Alcohol has been consumed in India since antiquity.
Many mythological texts portray alcoholic beverage drinking
by the people of ancient India. The Indian alcohol-drinking
pattern has changed dramatically over time. Previously,
alcohol use was occasional and had ritualistic connotations;
people usually used it during major social events only. But
today, the common purpose of consuming alcohol is to get
drunk.' In India, over 20% of all disability-adjusted life
years are lost chiefly because of factors like ‘poor health
status of the people’ and ‘marked nutritional deficiencies’,
as well as ‘high prevalence of alcohol addiction among the
people’.

In northern India, the 1-year prevalence of alcohol use
has been estimated as 25 to 40% in the general population,
whereas in southern India this rate has been estimated as 30
to 50%. In southern India, the prevalence of alcohol use is
higher among people of lower socio-economic status and
those who have lower levels of education.'>!¢ A large-scale
survey over 32,000 people performed in 2001 found alcohol
use rates of 20 to 38% in males and 10% among females.'

There is a paucity of literature investigating the
relationship between family interactions and alcohol
dependence. The present study was carried out to examine
the family interaction patterns in Indian families with
alcohol-dependent persons.

Methods

Design
This was a cross-sectional study examining differences
between the interactions of the wives of clinically
diagnosed alcohol-dependent men and wives of men with
no known psychiatric morbidity and substance dependence,
including alcohol dependence. The study was carried out
among spouses of patients who came to the ‘De addiction
Centre’ of the Central Institute of Psychiatry, a government-
owned psychiatric hospital situated in the Ranchi district of
Jharkhand State in India. Data were collected for 6 months
from March 2008 to September 2008 at the Central Institute
of Psychiatry. The study subjects were recruited using the
‘purposive sampling method’.

Inclusion and exclusion criteria were as follows.
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The experimental group was made up of wives of men
diagnosed as having ‘Mental and behavioural disorders due
to use of alcohol’ (F10) by consultant psychiatrists from
the Central Institute of Psychiatry, defined according to the
ICD-10 Classification of Mental and Behavioural Disorders
— Diagnostic Criteria for Research (ICD-10 DCR). Only
those who had been married for 2 or more years, scored less
than 3 in the General Health Questionnaire—12 (GHQ-12),
were free from major physical illnesses, and who gave their
informed consent to participation in the study were included.
The control group were selected after matching their ages,
educational and income levels with the experimental group.
They also all scored less than 3 in the GHQ-12, did not have
major physical illnesses, and gave their informed consent to
participation in the study.

Participants

The sample consisted of 30 spouses (wives) of male patients
diagnosed with alcohol dependence syndrome (ADS)
using the criteria laid out in the ICD-10 (WHO, 1992!7)
by consultant psychiatrists from the Central Institute of
Psychiatry, Ranchi, who had no other co-morbidities (either
psychiatric, or major physical co-morbidity, or both); and
30 wives of appropriately matched males (control group)
with no history of alcohol dependence, who scored less than
3 on the GHQ-12.®

Procedure

Participants completed a socio-demographic data sheet,
then were administered the Family Interaction Pattern
Scale (FIPS)." Both groups were given the GHQ-12'® and
those who scored below the cut-off (<3) in the GHQ-12"
underwent further assessments.

Tools

Study tools included a specially designed socio-demographic
datasheet, the FIPS" and the GHQ-12."® The FIPS,
developed by Bhatti et al,'”” was used to assess patterns of
interaction within couples. This is a scale with 106 items
in 6 domains, e.g. ‘reinforcement’, ‘social support’, ‘role’,
‘communication’, ‘cohesiveness’, and ‘leadership’. It
measures the family functioning within those 6 domains
on a 1-4-point Likert type scale. A higher score shows
dysfunction in that sub-domain. It has been shown that
this scale is able to effectively measure dysfunction in the
families of alcoholics, hysterics and depressives, and has
demonstrated satisfactory inter-rater reliability and test-
retest reliability.”” The GHQ-12 is widely used to screen for
psychiatric distress'® in communities.

Statistical Analyses

Descriptive statistics (percentage, mean, and standard
deviation) were used to describe sample characteristics.
The Chi-square test was used for describing and comparing
categorical data. The independent sample ‘¢’ and Mann-
Whitney U tests were used to compare continuous variables
between these 2 groups.
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Results

There were no significant differences between the 2 groups
in the socio-demographic variables (age, education, family
income, spouse’s income, type of family, domicile, and
occupation) [Table 1].

There were significant differences between the
2 groups in the FIPS total score and its domains like
‘reinforcement’, ‘social support’, ‘role’, ‘communication’
and ‘leadership’ (Table 2). The mean scores in the above
domains were significantly higher in the ADS group (¢ =
7.8, p < 0.001). No difference could be observed in the
‘cohesiveness’ domain of the FIPS (r=0.7, p=0.7).

Discussion

This study was carried out on 60 subjects (30 wives of
patients diagnosed with ADS and 30 spouses of men who
did not have ADS). The groups were matched for socio-
demographic factors. The purpose of the study was to assess
the interaction patterns of couples where the husband has
ADS. We found that these patterns were dysfunctional.
The dysfunction appeared to be pervasive, involving
the domains of ‘lack of reinforcement’, ‘poor spousal
support’, ‘inadequate role functioning’, ‘unclear and faulty
communication pattern’, ‘poor leadership styles’. Impaired
interaction patterns manifesting as ‘poor family support
and communication’ marred by negative connotations have
been highlighted by previous researchers.?>?? Jacob et al®®

Interaction Patterns with Alcohol-dependent Persons

suggested that alcoholic families differ from non-alcoholic
families in ‘affective expression and showing warmth’ to
family members. These authors showed that this is reflected
as ‘prevalence of lower rates of positive affect and higher
rates of negative affect’ in those families. We also found
that spouses of alcohol-dependent individuals have marked
dissatisfaction with spousal support. In an earlier study,
researchers observed that alcoholic couples had more negative
communication and attitudes (e.g. criticism, blaming) when
drinking than when not drinking.?>** Poor interactions can
have serious implications for drinking behaviour. A person
may become more vulnerable to alcohol dependence if
exposed to persistent negative communication. On the other
hand, his alcohol dependence—related behaviour can force
family members to make negative comments.?* Finney et
al® found that positive family interaction patterns, such as
a greater sense of emotional closeness or family cohesion
and a lack of intra-family conflict, promote healthier levels
of alcohol consumption among adults with no chronic
dependence.

Our study has some limitations. The sample size is
small and is cross-sectional. Important clinical variables
like treatment adherence and duration of the illness have not
been included. The small sample size means our conclusions
are not generalisable. Cultural factors are also important in
this issue but the effects of race and ethnicity have not been
taken into consideration in this study.

The results revealed significant differences in the
quality of the interactions between families with an alcoholic

Table 1. Socio-demographic characteristics of the spouses of patients with alcohol dependence syndrome (ADS) and

controls.
Characteristic Groups” t (df = 58)"
ADS (n = 30) Controls (n = 30)
Age (years) 33.7+7.4 33.7+8.2 0.41
Education (years) 10.0 +2.9 10.3+2.9 0.31
Monthly income in Rs 6390.0 6463.7 0.81
(husband’s income)
Total monthly income of the 7286.7 7381.7 0.84
family in Rs
Type of family 0.29
Joint 15 (50) 17 (57)
Nuclear 10 (33) 507)
Extended 5(17) 8 (27)
Domicile 0.12
Rural 5(17) 9 (30)
Semi-urban 5(017) 9 (30)
Urban 20 (67) 12 (40)
Employment status 0.28
Employed 13 (43) 9 (30)
Unemployed 17 (57) 21 (70)

* Data are shown as mean # standard deviation, or No. (%), unless otherwise stated.

Tt tests, Chi-square tests.
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Table 2. Comparison of domains of the Family
Interaction Pattern Scale (FIPS)."

Domain of Mean =+ standard t
FIPS deviation
ADS Controls

(n=30) (n=30)
Reinforcement 224 +3.5 184 +3.1 4.7
Social support ~ 23.8+53 204492 2.6'
Role 61.1 +8.8 459+6.9 8.1"
Communication 649 +8.3 51.6+7.0 6.72"
Cohesiveness 38.0x+7.7 333+6.7 0.7
Leadership 40.6 +4.7 35.5+4.9 4.2"
FIPS total 2525+290 1989+23.9 7.8°
score

Abbreviation: ADS = alcohol dependence syndrome.
" p<0.001, t test.
" p<0.0l.

member and those with no alcoholic members. Wives

of alcoholic men reported marked problems in almost all
areas of family interaction. The present study indicates that
marital or family therapy may be an important therapeutic
element in the management of ADS.
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