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LESBIANS’ EXPERIENCES WITH ALCOHOL PROBLEMS: A CRITICAL ETHNOGRAPHIC

STUDY OF PROBLEMATIZATION, HELPSEEKING AND RECOVERY PATTERNS

by
Joanne M. Hall
Abstract

There is evidence that lesbians have greater incidence of alcohol
problems, and are collectively moving away from alcohol use.
Discrimination based on gender, sexual orientation, class and race
complicate recovery for lesbians with alcohol problems. This critical
ethnographic study addresses how lesbians identify alcohol problems,
seek help and describe health care interactions related to alcohol
problems. It also provides descriptions of lesbians’ images of recovery
and their personal and collective experiences in twelve-step mutual help
groups such as Alcoholics Anonymous.

A racially and socioeconomically diverse group of 35
self-identified San Francisco area lesbians recovering from alcohol
problems volunteered for participation in indepth interviews. The
interview data was examined through narrative analysis, matrix analysis
and ethnographic coding. The findings indicate that problematization is
ongoing, and includes identification of problems other than alcohol. A
conceptual model of the problematization process is developed that
emphasizes relationships among alcohol problem construction,
interaction, action, validation and reconstruction. Accounts are
differentiated on the basis of whether alcohol problems are perceived to

be circumscribed or pervasive in the women’s lives.
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Helpseeking and health care needs are identified, including safety
and validation in health care and treatment contexts, and attention to
multiple addictive problems, aftereffects of childhood trauma and
adolescence as a critical transition for lesbians. Six dimensions of
safety in health care interactions are described: client/provider
conceptual compatibility, providers’ preparedness to interact with
lesbians, respect for boundaries, emotional climate, provider
persuasiveness strategies and group dynamics. Images used by lesbian
participants to describe their recovery experiences include, in order of
their prominence, connecting, reclaiming self, empowerment, struggle
with compulsivity, personal growth, vocational change, social
transition, cycles/celebration, physical transition and conversion.
Twelve-step mutual help groups are an important though controversial
part of recovery for lesbians; three dialectical tensions are
identified: assimilation/differentiation, authority/automony and false
consciousness/politicization.

Conclusions and implications for practice and research are guided
by the concept of marginalization. Experiences of those living at the
periphery of society not only differentiate them from those at the
center, but from other marginalized persons, making standardized health
care approaches to lesbians and others who are multiply stigmatized

inappropriate.
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CHAPTER 1
INTRODUCTION

Alcohol problems among lesbians are said to be more prevalent and
more severe than those seen in the general population. The rate of
alcohol problem incidence in lesbians has been estimated at 30%, three
times higher than the incidence in U.S. women as a whole (Burke, 1982;
Cantu, 1985; EMT Associates, 1991; Fifield, Latham & Phillips, 1977;
Hastings, 1982; Hepburn & Gutierrez, 1988; Lewis, Saghir & Robins, 1982;
McKirnan & Peterson, 1989a; 1989b; McNally, 1989; Morales & Graves,
1983; Nicoloff & Stiglitz, 1987; Raymond, 1988; Saghir & Robins, 1973;
Schilit, Clark & Shallenberger, 1988; Weathers, 1980). Lesbians attempt
suicide seven times more often than heterosexual comparison groups and
often alcohol problems are a factor (Saunders & Valente, 1987). People
with alcohol problems have twenty times the suicide incidence seen in
the general population (Goodwin, 1973). Rates of suicide completion in
alcoholic women are higher than in both nonalcoholic women and alcoholic
men (Curlee, 1970; Dahlgren & Myrhed, 1977; Rimmer, Pitts, Reich &
Winokur, 1971).

There is evidence that, in addition to being susceptible to
alcohol problems, lesbians are especially prone to be critical of their
alcohol use (Bradford & Ryan, 1988). Lesbian communities are currently
on the cutting edge of a generalized cultural trend away from substance
use (Room, 1988). Lesbian communities have been in dialogue about
alcohol use and recovery from alcohol problems for the past two decades.
Association of substance use with internalized oppression, sexism and
ghettoization in the lesbian bar subculture have galvanized lesbian

communities to reject alcohol use (Hall, in review). Twelve-step mutual



help programs have become increasingly prevalent within lesbian
communities, meeting needs for affiliation, privacy, safety,
socialization and spiritual expression (Hall, 1990b; Herman, 1988). The
value of these programs remains a source of debate among lesbians,
however (Saulnier, 1991). In short, there has been a transition in
values within many lesbian communities and a consequent movement away
from alcohol-centered socialization to abstinence from alcohol and
participation in a recovery subculture. How and why this has occurred
has not been fully explored. Understanding community level changes in
special populations has implications for understanding health promotion
in general and the critical psychosocial mechanisms undergirding it, a
priority in nursing research (Hinshaw, Heinrich & Bloch, 1988).
Lesbians with alcohol problems comprise one such special population, in
view of their health vulnerabilities and the lack of research about the
dynamics of alcohol problems in this subcultural group.

The total direct and indirect costs of alcohol abuse in the United
States are more than six billion dollars annually (U.S. Department of
Health and Human Services, 1983), to say nothing of the toll in terms of
human suffering and alienation. In a society perennially engaged in a
"war on drugs" (Szasz, 1985), the characteristic patterns of onset and
recovery from drug and alcohol problems in specific groups are
relatively unknown. Recovery from alcohol problems has a comprehensive,
longitudinal quality because addictive behaviors are not discretely
separable from persons’ views of themselves and the totality of their
experience (Naegle, 1988; Saleebey, 1986; Sarbin & Nucci, 1973). Nurse
scientists are well suited to develop knowledge about recovery from

alcohol problems because of the profession’s holistic philosophy, focus



on human responses across the lifespan, and interest in health
transitions and longterm care (Chick & Meleis, 1986; Fawcett, 1978),
however, relatively little nursing scholarship has been devoted to this
field (Murphy, 1988).

Lesbians With Alcohol Problems: A Vulnerable Group

Understanding the health needs of vulnerable groups, such as
lesbians, is an investigative priority (American Academy of Nursing,
1992; ANA Cabinet on Nursing Research, 1985; Oberst, 1986; U.S. DHHS,
1990; Woods, 1992). Nurses have recently taken an active role in
establishing standards of nursing care in the addictions field (ANA,
1988; Nelson, 1989). They have not, however, reached a consensus about
their role relative to the health needs of lesbians with alcohol
problems. This study attempts to expand nursing knowledge by focusing
specifically on lesbians’ alcohol problems, so that eventually
culturally competent care (Meleis, 1992) will be accessible for this
vulnerable group.

Lesbian identity is a social construction that has evolved to
designate women whose primary sexual orientation is toward other women
(Kitzinger, 1987). Lesbians share a subculture of collective meanings,
traditions and beliefs which are embedded in lesbians’ experiences.
These experiences are framed in various contexts of lesbian life: (a)
arts, such as music, poetry and literature; (b) gathering places, such
as lesbian bars and coffeehouses; (c) historical events, such as
Protests, persecutions, legislative changes; and (d) interactions, such
as affectional relationships, friendship networks, celebrations, and
collective organizing. Lesbian subculture reflects diversity in

members’ personal, regional and historical experiences. While lesbian



subcultural practices and beliefs provide a viable basis for defining
the lesbian aggregate, there are women who identify themselves as
lesbians but are not actively involved in this subculture, who live
fairly covertly within the heterosexually-dominated milieu.

Lesbians face excessive demands in their daily lives because of
societal prejudices, lack of legal and institutional protections, social
isolation and rejection by family members (Bayer, 1987; Hudson &
Ricketts, 1980; Millham & Weinberger, 1977; Stevens & Hall, 1991).
These pressures are multiplied for lesbians of color, low-income
lesbians, lesbian mothers and differently-abled lesbians (Moraga &
Anzaldua, 1981; Morgen, 1989; B. Smith, 1983). Moreover, lesbians find
it difficult to obtain culturally competent assistance in most current
health care contexts (Stevens & Hall, 1988; 1990; Stevens, 1992). The
experiential distance between lesbians and health care institutions
remains substantial, resulting in continued ignorance and bias on the
part of providers, and ever greater health risks to lesbians.

Lesbians face a great deal of societal stigma (Goffman, 1963;
Jones, et al., 1984; Stevens & Hall, 1988). Women who have alcohol
problems are also highly stigmatized (Ridlon, 1988). Nurses and other
health care providers regularly demonstrate negatively stereotyped
responses toward clients with alcohol problems (Kilty, 1975; O'Leary,
Donovan, Chaney & O’Leary, 1979; Roth, 1986; Sullivan & Hale, 1987;
Vallston, Wallston & DeVellis, 1976). Lesbian problem drinkers
potentially face compounded stigmatization, that can pose difficulties
in recognizing the problem, feeling safe in seeking health care and
maintaining a positive self-image in the recovery process (Hall, 1990a;

Hall, 1990b; Johnson & Palermo, 1984; Stevens & Hall, 1988; Szasz, 1970;



Ziebold, 1979). Nurses interact with clients at crucial turning points

in their lives, including the transition from alcohol problems into

recovery. With adequate knowledge and genuine compassion for clients,

they can be destigmatizers (Jack, 1989; Volinn, 1983) who communicate to

lesbian clients that they are valued and understood. Studies like the

one reported here are imperative for the success of such efforts.
Purposes of the Study

The purposes of the study were to understand and describe the
processes of identifying alcohol problems, helpseeking, and recovery
from the viewpoint of lesbians who are in alcohol recovery. The overall
goals were to: (a) provide rich ethnographic descriptions of alcohol
problems and recovery from the perspectives of a diverse group of
lesbians, (b) describe the specific needs of lesbians with alcohol
problems, and (c) suggest changes in policy and practice to more
effectively address alcohol problems in the lesbian population.
Interpretive and critical perspectives were joined to accomplish this
critical ethnographic study.

Health was conceptualized as having emancipatory dimensions
(Allen, 1986b; Illich, 1976; Newman, 1986; Stevens & Hall, 1992).
Recovery from alcohol problems was conceptualized as associated with
greater freedom (Denzin, 1987; Navarro, 1986). The term "alcoholism,"
vhich refers to an individualistic, progressive, physiological disease
entity characterized by uncontrolled drinking (Brown, 1969; Jellinek,
1960; Keller, 1972), was eschewed as exclusionary and potentially
exploitive (Stein, 1990). The term "alcohol problems® was adopted
because it is more inclusive, can refer to individual, relational and/or

collective phenomena and is relatively free of moralistic overtones



6
(Cahalan, 1970; Room, 1983; 1984). In this study, alcohol problems were
defined as consequences of alcohol use that are disruptive to the self,
one’s interpersonal relationships, one’s chances for health and survival
or the health of one’s community.

The term "recovery" carries the explicit meaning of a period
following illness or trauma. “Recovery"” has broader implicit meanings
in i{ts use in people’s daily lives, however. Aided by the rhetoric of
twelve-step mutual help groups and the women’s movement'’s emphasis on
self-deterministic and alternative healing methods, the term recovery
has developed a lay currency in reference to alcohol problems. Meanings
of recovery are constructed by: (a) personal experience; (b) structural
factors such as economics, gender and race; (c) cultural images; (d)
social networks and (e) organizations invested in the recovery process,
such as churches, Alcoholics Anonymous (AA), and treatment facilities.

In this study, recovery from alcohol problems was viewed as
including recovery from other concurrent or emergent addictive problems.
In this sense, recovery is movement away from compulsive behaviors, such
as excessive drinking, overeating, street or prescription drug abuse,
eating disorders and overspending. Recovery was also conceptualized as
a movement toward personal growth, self-understanding and meaningful
relationships. In this broader view, recovery refers to interrelated
healing processes and the daily sociocultural experiential impact these
Processes have on individuals.

Significance of the Study

Lesbian subculture can be a significant source of information

about women’s health in general, particularly related to

self-recognition of, helpseeking for and recovery from alcohol problems.



This study provides knowledge about lesbians’ experiences with alcohol
problems and recovery, and also offers theoretical development of major
nursing concepts including person, health, environment, transition,
vulnerability and recovery.

The ways that individuals identify problems in their use of
alcohol has not previously been explored qualitatively. This study
provides insight about the interactive processes involved in deciding
that one’s use of alcohol is a problem. Recovery has been described as
multidimensional (Tomko, 1988), yet the specific qualities and
characteristics of recovery are not well understood. Women'’'s longterm
recovery from alcohol problems is virtually an unexplored area. This
study fills these gaps. It accesses images persons use to frame their
recovery experiences, providing insight about recovery as a
reconceptualizing process.

The researcher approached lesbians’ experiences with alcohol
problems and recovery in their diversity, considering individual,
ethnic/racial, economic and historical differences. She contextualized
these experiences within the larger historical/cultural environment and
articulated collective themes. This critical ethnographic study
contributes not only to the knowledge base regarding womens’ alcohol
problems, but to lesbian communities’ efforts to understand their own
collective experiences regarding alcohol practices, problems and
recovery. The research also contributes to the empowerment of lesbians
who have problems with alcohol by giving voice to their struggles and

Successes.



CHAPTER 2
THEORETICAL BACKGROUND AND REVIEW OF LITERATURE
Theoretical Framework

The theoretical framework for this study joins two compatible but
distinct perspectives, interpretive and critical. An interpretive
perspective focuses on meanings in interaction. A critical perspective
refers to scholarship based on demystification: questioning things as
they are, revealing oppressive power relations and analyzing historical
processes in order to better understand current problems. Feminism, one
of many critical perspectives, focuses on gender as a point of
oppression in women’s lives. In joining interpretive and critical
perspectives in this study, the most inclusive feminist principles are
relied upon. That is, social stratification based on gender, race,
socioeconomic circumstances and sexual orientation are all reckoned with
as potential sources of oppression in women’s lives.

The diversity of alcohol-related experiences among lesbians is
best appreciated by combining an understanding of individuals’ daily
interactional experiences with knowledge of relevant historical,
cultural and political influences. Stigmatizing experiences based on
gender, race, class, sexual orientation and illness represent meaning
systems operating at the levels of personal experience, ideology and
8ocial structure (Allen & Wolfgram, 1988). The conflicts and
discontinuities among these meaning systems are only partially
attributable to individual factors, and create tensions which affect
f ndividual health behaviors, including alcohol use. Combining
imterpretive study of meanings of individuals’ interactional experiences

with critical demystification of oppressive social, economic, and



political environments lends itself to the study of health-related
phenomena in multiply-stigmatized subcultural groups of women (Allen,
1985; Anderson, 1990; MacPherson, 1983; Silva & Rothbart, 1986; Stevens
& Hall, 1992; West, 1990). Interpretive studies that include the
critical elements of history and culture are also consistent with the
Process-focused, holistic nature of nursing (Benner, 1985).
' ectiv
The interpretive perspective developed in response to positivism’s

faflure to build an adequate science of human beings (Benner, 1985;
clifford, 1986; Denzin, 1983; Harding, 1987; Holter, 1988; R. Klein,
1983; Reinharz, 1983; Smith, 1979). Interpretive methodologies attend
To personal experience, or subjectivity, avoiding the reification, or
"objectification," of those under study (Christman, 1988; Oakley, 1981).
Rather than assuming that there is a single, scientific "truth,”

Tmultiple realities are assumed and validated.

Symbolic interactionism is one such interpretive perspective that
®nccounts for the way human beings construct themselves and their
W=ealities by their ability to internalize the roles of others, within
®che processes of face-to-face experiences and socialization processes
CBlumer, 1969; Mead, 1934). It is not reducible to a value-free,
“Jecontextualized universal model of behavior (Denzin, 1978; Strauss,

W 956; Stryker, 1987).

Tenets of interpretive science suggest that reality is socially
<Rerived and people in different "worlds" do not share the same views.
PN ethods for studying women, lesbians, and other minorities must reflect
Taow these groups articulate their view of the environments in which they

L fve. Avareness of the history and heritage of lesbians as well as the
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research biases against them is essential (Minton, 1986). The
standpoint of the external "objective"” or "scientific" observer is of
little use, because of the need to contextualize descriptions.

The interpretive framework used in this study treats
subjectivity and objectivity as dialectically related (Webster, 1983).
"Biases" are stated explicitly, rather than ignored or "controlled;" the
1Westigatot's stance is reflected in the development of the research
Plan (Denzin, 1978). Preconceptions or "sensitizing concepts," are not

definitive, but suggest directions for the inquiry (Blumer, 1954).
Though hypotheses are not tested, prior tentative theoretical premises
a&nd knowledge of the group to be studied are articulated as a
Precondition for interpretive research (Wax, 1971). Not predictability,
but intellectual orderliness, is expected of interpretive research
CDenzin, 1978).

An interpretive approach is particularly fitting to the field of
Resbians’ alcohol problems because they are so poorly understood.
Simple, scientifically adequate etiological models of alcohol problems,
Mn general, are elusive at best (Miller, 1980). Such
<wmapbiguously-structured problems (representing little agreement on the
ature of the problem) are poorly suited to the application of
=statistical measures. Treating alcohol problems as "well-structured" in
<Order to fit experimental methods may lead to solving the wrong problem
<>r solving a problem of little significance (Ratcliffe &
<Sonzalez-del-Valle, 1988). For example, it is empirically efficient to
Emmeasure alcohol consumption, but peoples’ interpretations of alcohol use
¥ Txe at least as significant in the analysis of alcohol problems.

X._f kevise, when "alcoholism" is used as a dichotomous variable, a false
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sense of clarity about the nature of alcohol problems is injected into

the inquiry process (Miller, 1976).
Critical Perspective

The theoretical and political perspectives which frame research
determine whether or not the target population will truly benefit from
the research enterprise (Allen, 1985; Sherwin, 1987). Critical inquiry
is rooted in the interests of the group under study, and has as a goal
the generation of knowledge that can be used to alleviate oppressive
Constraints. It attempts to describe the status quo accurately, but
Also envisions possibilities by viewing the "given" as subject to change
(Farganis, 1986; Fraser, 1987).

Feminism, Marxism and critical social theory are critical stances
Taurses have taken in their studies of women and other vulnerable groups
CAllen, 1986a; 1986b; Ashley, 1980; Hedin, 1986; Holter, 1988;
RqacPherson, 1983; Moccia, 1988; Roberts, 1981; Stevens & Hall, 1992;
“Xhompson, 1987; Webb, 1984; Woods, 1988). All of these stances share
®he core process of demystification, which involves partisanship,
Sgtructural analysis, avoidance of dogmatism and the unveiling of options
Mor transformative praxis, that is, emancipation (West, 1990).

Women’s lives have never been exclusively shaped by gender, but by
<. complex of factors including sexual orientation, class, race,
<=thnicity, educational status, national origin, age, physical abilities
CDye, 1979; Jaggar, 1988). Feminist inquiry reconceptualizes and
“=xpands the usual understanding of health, person and environment to
X nclude critical awarenesses in each of these areas of influence
C Stevens, 1989). Feminism holds that women's experiences, ideas and

Treeds are diverse and considered valid in their own right (Klein, 1983).
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There is no specific feminist method. Rather, feminist inquiry

applies alternative sources of research problems, hypotheses, evidence
and purposes to three basic methods of social inquiry: (a) observing

behavior, (b) listening to or questioning informants, and (c) examining

historical traces or records (Harding, 1987). Feminist research is

distinguished in three ways from other research using these methods.
First, feminist research generates its questions for inquiry from the
framevork of women'’s experiences, that are described in their diversity,
Tather than standardized in a universal model of experience. Second,
feninist inquiry is done for the purpose of finding answers for women,
Not primarily for the medical profession, the welfare establishment,
Comnerce, etc., nor to assist anyone in exploiting women. Third, in
Eeminist inquiry, the inquirer’s characteristics, motives, interests and
history are explicitly included in the process of study. The
©bjectivist stance and the anonymous, invisible voice of authority are
avoided in favor of a strongly reflexive approach to inquiry (Harding,
1987).

The critical perspective taken in this study was oriented toward
wenancipatory structural change in the arena of women’s alcohol problems,
dncluding the improvement of relevant nursing practice and theory.
ALesbians’ alcohol problems were considered to have cultural, racial,
&Zender and sexual orientational implications for women'’s emancipation.
“Xhe envisioning of a changed future, an improvement in the lives of
JMesbians with alcohol problems, was an emancipatory commitment on the

B>art of the researcher. The study was directed toward making

< onstraints visible in the context of lesbians’ alcohol problems, and
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facilitating expansion of lesbians’ ideological and interactional

strategies regarding alcohol problems.

ctlive

An interpretive perspective harmonizes well with a critical
Perspective (Goff, 1980; Shalin, 1988). Cultural meanings, centered on
8ender, class, race, or sexual orientation construct contexts in which
individuals participate. These meanings, or ideologies, operating at a
Structural level in interaction, are usually "taken-for-granted" (Allen
& Wolfgram, 1988; Denzin, 1983) and can compete with individual
©Xxperiential meanings (Denzin, 1983). There are multiple realities
TXelative to the contexts in which persons exist; for instance men see a
men’s world, women see a women’s world (Warren, 1988). The issue of
Xeality is epistemological as well as socio-political. Thus knowledge
“WVaries according to perspective (Salner, 1985).

To extend understanding of alcohol problems in specific
smubcultural groups, such as lesbians, definitions and practices of their
Social contexts should be described (Watts, 1986). The microrelations
©of power and knowledge which organize everyday practices are then
<orrelated with the description (Denzin, 1983). Critical ethnography is
a method fostering comparison of field and historical data sources. It
<attends to the historical stage on which social actors encounter one
sanother and acknowledges health as socially and organizationally
WProduced and reproduced (Forester, 1983). The history of lesbians as a
=stigmatized and politically engaged group is relevant to their
<=xperiences with alcohol. Historical analysis is thus a legitimate tool

For ethnographic research in the proposed study.
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Both interpretive and critical science recognize the relevance of
everyday life in women’s oppression, an historically situated totality
(Marshall, 1988). While interpretive ethnography seeks description of
everyday worlds (Van Maanen, Dubbs & Faulkner, 1982), critical
approaches render the taken-for-granted, everyday world "problematic."
Everyday situations are seen with "historical halos" so that the
influences of past realities are acknowledged. Research seeks to
1dent1fy experiential structures, such as reified patterned regularities

Of thought, action and interaction (Denzin, 1983):

An individual’s location in the life world at any moment in time

is phenomenologically and historically constituted into a body of

situated, localized practices that provide a...frame of experience

(p.131).

Due to the privatization of women’s experiences, the meanings of
drinking and alcohol problems among women relative to work and leisure
may differ sharply from those of men. The personal and particularistic
mature of women’s experiences and social networks is lost if research
Xfocuses on the public sphere and on persons as autonomous public actors
(Smith, 1979). Oppression, unnoticed and unquestioned, is obscured
wntil a rupture in the fabric of daily existence fosters a critical
«<hange in consciousness (Gilligan, 1982; Mies, 1983; Smith, 1979;
Stanley & Wise, 1983b). Emergence of an alcohol problem is a rupturing
<«vent for women. Nurses personally attend to many health-related
xuptures, and thus are gatekeepers of their consciousness-raising
Potential for women clients (Volinn, 1983). In the present study,
=Xecovery from alcohol problems was viewed as a rupturing process,

Prroviding a window to meanings otherwise obscured in the everydayness of

L esbians’ experiences.
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In summary, this study embraced the interpretive perspective and
also incorporated the emancipative goals of critical inquiry,
specifically feminism. As a study integrating the tenets of these
frameworks, critical ethnography is an appropriate term to describe its
methods. The processes of critical ethnographic research are described
in the next chapter.

Assumptions of the Study

Based on this theoretical framework, the assumptions of the

Current study are:

1. Persons take action and interpret the actions of others based on
the dialectic processes of "taking the roles" of others and
reflecting on the self, as described in the symbolic
interactionist perspective.

Knowledge embodies values and emancipatory interests.

3. Health is a process with emancipatory implications, which can be
viewed from multiple perspectives.

<, Lesbiang comprise a significant, if unquantified, minority of
women.

S. Gender, race, class, and sexual orientation are interrelated in
the context of lesbians’ experiences.

6. Recovery from alcohol problems is a transition involving person,
health and environment and entails multiple realities.

Women and Alcohol
Historical Developments
In colonial America, alcohol use was widespread and accepted, but
<Rrunkenness was condemned, especially in women (Lender & Martin, 1982).

I'm the 1800's, successive waves of the temperance movement occurred in
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response to: (a) post-civil war urban skid rows, (b) fears of growing
immigrant populations, (c) the drinking culture’s threat to middle-class
youth, (d) “"spiritual degeneracy" and (e) the proliferation of saloons
(Gusfield, 1963; Lender & Martin, 1982; Winkler, 1972). Though
1nit1a11y promoting moderation, it later demanded abstinence,
characterizing alcohol as dangerous in any form (Royce, 1986; Winkler,
1972).

In the later 19th century, temperance consisted of middle class
Women raiding saloons, destroying liquor supplies and engaging in
Prayer. They engaged in this public battle to protect themselves and
Their children from the devastating effects of mens’ drinking. Over
Time, temperance came to have significance for men as drinking and
@absgtinence became symbols of social status and religion. The temperance
advocate was typically a white, rural, American-born, Protestant who
“valued self-control and industriousness. As immigration and

industrialization increased with the influx of Catholic "foreigners,"
temperance provided displaced rural Protestants with a symbolic moral
dominance in place of their lost political dominance (Gusfield, 1963).

Middle class women'’s substance use in this period consisted of
their often unwitting domestic use of poorly labeled medicinal compounds
containing up to 40% alcohol (Sandmaier, 1980; Stage, 1979). By the
last half of the 19th century institutional homes specifically for

"inebriate women" and women "opium eaters," often from the working
«<lass, were established (Lender & Martin, 1982). The visibly drunken
“Wwoman symbolized the tragedy of Victorian attitudes. The threat of
Soomen’s fall from the pedestal through alcohol use was cited in the

P rohibitionist campaign (Lender & Martin, 1982).



17

From 1879-1898 and beyond, the Women’'s Christian Temperance Union
(WCTU) combined the temperance agenda with women’'s concerns, including
the 1iberalization of women’s clothing, women's suffrage and the eight
hour workday. Women'’s personal abstinence and freedom from the
consequences of male drunkenness came to symbolize empowerment. After
the turn of the century, the temperance movement became more coercive as
the male dominated Anti-Saloon League overshadowed the WCTU, making
divisive, hostile attacks on immigrant "drunkards" who were touted as
the root of nearly all evils (Gusfield, 1963). In 1920 the 18th

Amendment and the Volstead Act prohibited the sale of alcoholic
beverages. It remained in effect until 1934 (Royce, 1986).

The liberating changes in younger women’'s drinking patterns that
©ccurred in the 1920’s increased consumer demands for alcohol in the
Post-prohibition period. The alcohol industry began targeting women as
a nev market at this time, resulting in increasing presence of alcohol
in "women’s environments" (Ettorre, 1986). During World War II, women
entered the work force in vast numbers, and socialization in bars became
more acceptable for women, though 1950's McCarthyist values reinforced
vomen’s place "in the home." Women were again drawn into drug and
alcohol-related contexts with the advent of the 1960's drug culture, and
1970's marketing tactics of the liquor industry which encouraged women
to drink as an expression of their equality with men. The 1980's were
characterized by social "amplification" of alcohol problems in general

(Room, 1988). Although the incidence of women’s drinking problems has
#actually been relatively consistent (Knupfer, 1982), U.S. society has

|alternately understated, maximized or exaggerated the incidence and
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severity of alcohol problems in women depending on the political agendas
of those in powerful positions.

While women’s use of alcohol is now more socially palatable,
drunkenness continues to be less socially tolerated in women than in men
(Knupfer, 1982). Intoxication has been used as an excuse for men's
violence. Simultaneously, consequences of intoxication have been used
as rationalizations for limiting women'’s access to alcohol, in the cause
of controlling women’s sexual behavior. Therefore, gender-specific
interpretations of alcohol’s "effects" have empowered men, but have
repressed women (Morgan, 1987).

This history is informative for this critical ethnographic study.
The politicization of women via the temperance movement is echoed in
contemporary lesbian communities’ trend away from alcohol and other drug
use. In each case, individual decisions about alcohol reflect political
and ethical tensions in the context of one’s community. Sexism, moral
authoritarianism, pathologization of women’'s bodies, and medicalization
of alcohol problems converge in the predominantly negative image of the
drunken woman. Lesbians face the stigmatizing effects of this image of
drunken women, and the convergence of ideologies linking lesbianism and

alcohol abuse.

Ideclogies Linking Lesbianism and Alcohol

Basing their arguments on client case studies, psychoanalysts have
vritten throughout this century about interrelationships among women's
"homosexuality,” alcohol use, alcoholism and mental illness (Hall, in
review; Israelstam & Lambert, 1983). There were several competing
theories in the psychoanalytic rhetoric. One view saw women's

alcoholism and "homosexuality" as co-disorders having the same root
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causes, including oral fixation, oedipal conflicts and "incestuous
drives"” (Clark, 1919; Read, 1920; Karpman, 1948). Another view was that
alcohol causes homosexuality, so that if a "homosexual"” woman stopped
drinking, same-sex sexual behavior would also cease (Nardi, 1982;

Stekel, 1933). As late as 1971, medical writers stated that alcoholism,
"homosexuality"” and mental illness occur more often in the family
backgrounds of lesbians (Wolff, 1971).

A breakdown in traditional sex roles, women’s adoption of "male
behaviors,” and the expansion of women'’s employment opportunities were
linked to women’s increasing alcohol use as well as to a supposed
increase in the prevalence of lesbianism (Clark, 1919; Knight, 1937;
Weijl, 1944). Contrarily, Karpman (1948) asserted that "homosexual”
vomen used alcohol in order to have sexual contact with men. 1In other
theories, drinking was associated with "latent (unconscious)
homosexuality,” in which women'’s repressed homosexual inclinations are
freed by alcohol and overt homosexual gestures are blamed on drinking
(Caprio, 1954; Clark, 1919).

In this psychoanalytic literature there were opposing discourses
about the relationship between alcohol use and sexuality: (a) alcohol
use causes sexual disinhibition (Abraham, 1926; Caprio, 1954; Karpman,
1948; Weijl, 1944), and (b) alcohol use is self-medication to protect
against sexual expression (Clark, 1919). Throughout this literature,
alcohol and lesbianism were triangulated with malignant jealousy,
suicidality, sadomasochism, violence and criminality (Berg & Allen,

1958; Clark, 1919; Karpman, 1948; Read, 1920; Stekel, 1933; 1946). Such
theorizing yielded a collection of pathologizing discourses flexible

enough to accommodate almost any political need. Ample demonstration of
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this fact can be found in the use of psychoanalytic rhetoric by
McCarthyists, the U.S. military, the immigration service and other
institutional bodies to discriminate against lesbians and gay men
(Berube & D’Emilio, 1984; Lewes, 1988). The ideas about lesbians and
alcohol promoted by American psychoanalysts in the first half of the
century still have an impact on the phenomenon of lesbians’ alcohol
problems; they persist in caregiver attitudes and lesbians’ beliefs
about themselves (Hall, in review; Israelstam and Lambert, 1983; Morales
& Graves, 1983).

ubcul tu

With the advent of World War II, civilian wartime participation in
industry facilitated women’s socializing in bars, unaccompanied by men.
These general trends in socialization facilitated the emergence of urban
lesbian bar subcultures, significantly decreasing the oppressive
isolation of lesbian existence (D'Emilio, 1983):

...the bars offered an all-gay environment where patrons dropped

the pretension of heterosexuality, socializing with friends as

well as searching for a sexual partner. When trouble struck, as

it often did in the form of a police raid, the crowd suffered as a

group, enduring the penalties together. The bars were seedbeds

for a collective consciousness that one day might flower

politically (p. 33).

Lesbian poet, Judy Grahn (1984), recalled the lesbian bars of the

1950's:
The bar had considerable dangers.... Sailors lurked in the alleys
outside...more than once they beat someone I knew.... In the gay

bar I could sit and drink and not be surrounded by men demanding
my attention. I could ask someone to dance. I could lead when we
danced, or I could find someone who liked to lead and let her do
it. I could dance with either men or women. I could sing along
with the lyrics and not be embarrassed to be using the "wrong"
gender. I could sit with a serious face and not have smiles and
pleasantries demanded of me (pp. 31-33).
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In the middle decades of the century, bars of any stripe were seen
as potential arenas for sexual dynamics, though they clearly served
social and organizational functions of the working classes (Powers,
1990). During the period of the 1950’s through the 1970's lesbian bars
functioned for working class lesbians as places of refuge,
self-expression, collective identity and public defiance, as evidenced
in 1ife histories of these women (Davis & Kennedy, 1986). Alcohol sales
were also a source of fundraising for gay/lesbian causes during this
period.

Bars became targets for police harassment of lesbians and gays
in the repressive 1950s and the conflicted 1960s (Adam, 1987; Altman,
1982; D'Emilio, 1983; Katz, 1976; Masters, 1962). Massive police
crackdowns in Florida and California, with televised court appearances
of gay and lesbian bar patrons who had been arrested, caused the closure
of many lesbian and gay bars. But they were rapidly reopened by owners,
who eventually collectivized against harassment (D’Emilio, 1983;
Masters, 1962). In 1961 in San Francisco, Jose Sarria, an openly gay
drag queen employed by the Black Cat bar, protested Alcoholic Beverage
Control Department (ABC) crackdowns by running for city supervisor,
earning 6,000 votes (D’'Emilio, 1983).

By the late 1960s, the civil rights, anti-war, and women's
movements had created a climate conducive to lesbian and gay liberation.
In Greenwich Village in 1969, three days of rioting by gay and lesbian
pPatrons followed the police shutdown of the Stonewall Inn bar. The
Stonewall Rebellion politicized younger gays and lesbians, who merged
vith the older homophile groups, forming national liberation

organizations (Adam, 1987; Altman, 1982; D’Emilio, 1983). Lesbian
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activists rejected accommodation in favor of total social acceptance of
lesbians as their goal (Martin & Lyon, 1972).

In summary, lesbian/gay bars of the postwar era were sites of
systematic persecution and collective resistance (Adam, 1987; D'Emilio,
1983). In the 1960s the lesbian/gay bar scene nurtured the seeds of
revolution. The centrality of bar subcultures in these processes
suggests that alcohol symbolized freedom and self-affirmation for
lesbians. In the 1970s, the feminist movement influenced some lesbians
to reject the bar subculture as exploitive (Barrett, 1989).

Nevertheless, during the 1970s the lesbian bar remained an important
sanctuary and source of empowerment for lesbians (Abbott & Love, 1972).

In the 1980s, alcohol emerged as a prism reflecting ideological
polarization in lesbian communities. Rhetoric in lesbian communities
categorized alcohol as a tool used in the colonization and ghettoization
of lesbians and as a precipitant of violence against women in general
(Hepburn & Gutierrez, 1988; Jay & Young, 1978; Nicoloff & Stiglitz,
1987; Schilling, 1983; N. Smith, 1983). Lesbians depicted alcohol as a
tool of heterosexist oppression at the same time that they critiqued
alcohol treatment programs and AA as vehicles for white, male Christian
values. Thus, two competing ideologies are the legacy of the historical
processes described above: (a) drinking together in lesbian bars is a
positive means of self-expression for lesbians, and (b) alcohol use in
lesbian bars symbolizes the repression and social confinement of

lesbians.
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Alcohol Problems
Drinking Practices in the U, S,

The privatization and commoditization of drinking has devalued
ethnic heritage and lifeways relative to alcohol (Hinkelammert, 1986;
Kovel, 1981; Lukacs, 1971; Saleebey, 1986; Taussig, 1980). Past
drinking traditions have been eclipsed, creating a void regarding
expectations of drinking behavior (Pattison, 1984), an increase in
incidence of alcohol problems (Bales, 1959) and more difficulty in
defining them.

Alcohol use has been discussed within the larger framework of
addiction, which has been expanded not only to include drug and alcohol
abuse, but also the interpersonal burdens incurred by those indirectly
impacted by these practices. Addiction has been described as a
collective political process, a consumption-oriented pattern of social
organization (Wilson-Schaef, 1987). Addiction can be viewed as a common
form of consciousness in U.S. culture (Saleebey, 1986). Alcohol/drug
use experiences are dialectical processes linking the subjective
perceptions of individuals and the psychotropic effects of the drugs,
recognizing that drug effects and definitions of normal use are shaped
by the culture of the user (Young, 1971). Cultural differences in the
definition and perception of individual and collective alcohol-related
problems necessitates a perspective which can appreciate both subjective
and "objective" reference points. Within dominant U.S. cultural
drinking norms, there are still notable ethnic differences in drinking
expectations, tolerance of drunkenness, and definitions of drinking

Problems (Cahalan, 1988). The particular circumstances under which
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alcohol use is defined as a problem by lesbians is a focus of this
study.

Attribution Models of Alcohol Problems

There is significant diversity in causal attributions of alcohol
problems (Ward, 1986), that can be grouped into four major types: (a)
moral, (b) medical/disease, (c) enlightenment and (d) compensatory
(Marlatt, Baer, Donovan & Kivlahan, 1988). These categories, though not
exclusive in their actual manifestations, illustrate the range of
notions about who and what is responsible for the development of alcohol
problems.

Prior to 1940, alcohol problems were regarded as the result of
moral failure on the part of the drinker. "Inebriety" was designated a
"digsease of the will" (Conrad & Schneider, 1980). At mid-century, the
medical/disease model was advanced, ostensibly enabling "alcoholics" to
seek medical help without incurring moral blame. Disease-oriented
theorists defined alcoholism as a "loss of control" over drinking, an
individual malfunction (Brown, 1969; Jellinek, 1960; Keller, 1972; Room,
1984). Etiological explanations of this loss of control are
conflictive, ambiguous, and not well supported empirically (Shaffer,
1986). The disease model focuses on alcohol, and thus cannot
accommodate strategies geared toward moderating other addictive
behaviors, such as compulsive gambling, eating, drug use and sexual
behavior (Marlatt et al., 1988). Abstinence is considered the single
avenue for recovery, and prevention research is geared toward the
eventual identification of genetically vulnerable individuals and the
Tecommendation that they abstain from alcohol. Though dual addiction or

Polydrug abuse is increasingly prevalent (0’'Donnell, Voss, Clayton,
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Slatin & Room, 1976), especially among women (Mulford, 1977), it is
often excluded in operational definitions of alcohol problems in the
medical/disease model.

The enlightenment model, advanced by Alcoholics Anonymous (AA) and
other twelve-step mutual help groups, stresses the true nature of
addiction problems as transcendental or spiritual (Marlatt et al.,

1988). The context of these groups provides a discipline and social
milieu for restructuring addictive lifestyles. Success in changing
behavior is associated with reliance on a spiritual "higher power." The
conversion theme prevalent in twelve-step rhetoric implies that elements
of the moral model remain embedded in the enlightenment model.

The compensatory model suggests that addictive behavior is learned
in the context of personal and environmental factors. This approach
recognizes multiple etiologic pathways and discerns common elements
across various types of addictive behavior (Marlatt et al., 1988). A
synthesis of the compensatory and enlightenment models is reflected in
AA, to the extent that the twelve steps of the program (see Appendix A)
are a means to learn new coping skills. The compensatory perspective
permits a widening of the concept of alcohol problems beyond the disease
of "alcoholism®™ to include prevention, interactional factors, and
alcohol control issues.

Defining Alcohol Problems

Considering the array of attribution models, investigation of
recovery from alcohol problems in lesbians must concern itself with how
alcohol problems are defined by problem drinkers, and how their views
are influenced by the views of significant others and potential helpers.

The social implications of identifying drinking problems are reinforced
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in the notion that a problem can only be a problem to somebody (Cohen,
1971; Scheff, 1984). Inquiry should be reflective of the target group'’s
1 1ived experience in this regard (Peele, 1985). Alcohol problems become
manifest according to influences and conflicts in the social milieu
( Cahalan, 1970; Room, 1983). 1In other words, they are culturally
s 1 tuated (Bales, 1959; Peele, 1984; Stivers, 1976; Wolff, 1972). Yet
there continues to be considerable resistance to a sociocultural view of
&alcohol problems in the wider society, as well as in professional and
Institutional health sectors (Room, 1984).

Alcohol problems are simply defined as those problems closely
Aasmsgociated with the drinking of alcohol (Knupfer, 1967). They may
Include intoxication, dependence symptoms, relational conflicts, memory
blackouts, employment or economic strife, legal difficulties and health
Aeficits (Cahalan, 1988). Nursing has traditionally addressed alcohol
Problems under a variety of labels, such as alcoholism, alcohol abuse,
@& lcohol addiction, polydrug abuse, chemical dependency, substance abuse,
habituation (Hughes, 1989), drunk-driving, alcohol-related health
Problems, and "co-dependency” (Pires, 1989; Tweed, 1989; Zerwekh &
Michaels, 1989). The term, alcohol problems, as used in this study
Includes the above, but contextualizes these problems socially and
Culturally, individually and collectively.

Homen's Alcohol Problems: Empirical Evidence

Large scale reviews of studies about women’s alcohol problems
Conclude that women have lower rates than men do in terms of heavy
dl’:inking, incidence of alcohol problems, and lifetime risk for severe

| 1 cohol-related difficulties (Armyr, Elmer & Herz, 1982; Bacon, 1976;

Hilton, 1988; Schuckit, 1979; Wilsnack, Wilsnack & Klassen, 1986). A
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generally accepted incidence figure is that 11% of American woman are
substance abusers, and alcohol is their most frequently abused substance
(Ferrence & Whitehead, 1980). Subgroups at increased risk include women
in their 30s and 40s, those divorced, separated, never married, or
unemployed and those who periodically abstain from alcohol (Wilsnack,
Wilsnack & Klassen, 1986). Young women are drinking more than in prior
decades (Thompson & Wilsnack, 1984) but it remains debatable whether or
not drinking styles are converging between the sexes (Ferrence &
Whitehead, 1980; Fillmore, 1984). In addition to prevalence rates,
studies of women'’s alcohol problems have focused on genetic influences,
female biology, gender role conflict, sexual abuse and power.

Genetic Influences

There are evidences of genetic determination of alcoholism
(Cadoret, 1976; Goodwin, 1979), although the major genetic studies have
excluded women subjects (Fillmore, 1988). Twin, adoption and sibling
etiologic studies of alcoholism suggest that genetic factors are
independent of family environmental influences (Bohman, Sigvardsson &
Cloninger, 1981; Goodwin, 1981; Goodwin, Schulsinger, Knop, Mednick, &
Guze, 1977a). Methods of identifying alcoholism’s biologic parameters
are actively being explored (Watson, Mohs, Eskelson, Sampliner &
Hartmann, 1986).

Alcoholic subtypes that break down according to gender have been
proposed, based on the coincidence of personality or affective disorders
in alcoholics and their relatives (Winokur, Reich, Rimmer & Pitts,
1970). Women are more likely than men to develop affective disorders,

suggesting a genetically determined "broad spectrum illness" manifested
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as alcoholism in males and as depression with or without secondary
alcoholism in women (Winokur et al., 1970).

Other studies show genetic influences to be less important and
support social-environmental determinants of women’s depression and
drinking (Curlee, 1970; Goodwin, Schulsinger, Knop, Mednick & Guze,
1977b; Lisansky, 1957). For instance, daughters of alcoholics raised in
their families of origin have more depression and alcoholism than do
daughters of alcoholics raised by nonalcoholic families. Having an
alcoholic significant other, whether early or later in life, is
consistently related to the development of alcoholism in women (Gomberg
& Lisansky, 1984). There are also distinct ethnic differences for women
in terms of abstinence rates, alcohol consumption and the physical and
social consequences of drinking (Leland, 1984).

The question remains whether a complex behavioral phenomenon, such
as an alcohol problem, could result from one biologic process (Peele,
1985). Many researchers attest that genetic factors account for only a
proportion of clinical alcoholism incidence (Cahalan, 1988) and do not
account for ethnic, gender or social class differences in problem
drinking (Cahalan & Room, 1974). 1If genetic factors were solely
responsible for alcohol problems, their distribution over per capita
consumption would be bimodal, rather than the smooth, near log-normal
distribution which actually occurs (Hyman, 1979; Room, 1984; Vaillant,
1983). Genetic factors are at best modestly predictive in general
(Naegle, 1988; Peele, 1986; Vaillant, 1983). Because women are
underrepresented in genetic studies, conclusions about genetic factors

in female alcohol problems are inappropriate (Fillmore, 1988).
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Female Biology

Another common focus in research about women and alcohol is female
biological vulnerability to alcohol problems. Women’s alcoholism has
been linked to the menstrual cycle, childbirth, menopause, abortion and
gynecologic surgeries. Methodological flaws and equivocal data
undermine these associations, however (Schuckit & Duby, 1976).

In comparison to men, women have a later onset of problem drinking
but a more rapid physiological course of illness, which leads them to
treatment faster (Hill, 1984), suggesting greater "pathology" in women
(Levi & Chalmers, 1978; Lisansky, 1958; Spain, 1945; Wanberg & Horn,
1970). In advanced alcohol problems, symptoms become increasingly
similar for men and women (Knupfer, 1982). Women entering treatment
have a less severe overall clinical presentation than men (Armor, Polich
& Stambul, 1976). This may be because women are more responsive to
negative feedback about their drinking, which facilitates problem
recognition (Mulford, 1977). Men tend to identify occupational, legal
or financial problems related to alcohol use, while women report more
depression, distrust and emotional upset (Robbins, 1989). These
differences may reflect sampling biases of household surveys or
gender-related cultural expectations about how problems are articulated.

Female alcoholics are more likely than male alcoholics to be
divorced, to have had a psychiatric hospitalization (Curlee, 1970) and
to have been prescribed psychoactive drugs (Russo, 1985; Tamerin, Tolor
& Harrington, 1976). This may indicate that women’s alcohol problems
are related to psychiatric illness, or may reflect health care
providers’ tendency to pathologize women’s behaviors more often than

they do men’s. Alcohol research on all-women populations has reflected
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the preoccupation of the decade, such as the "empty nest" syndrome in
the 1960s, and the fetal alcohol syndrome in the 1970s (Clemmons, 1986).
Overall, research on women and alcohol ignores individual genetic
factors in favor of gender-related biological factors, including
childbirth, sexual dysfunction and menopause. This approach paints
women as susceptible to alcohol problems, not as individuals, but as
members of a "vulnerable gender," which reinforces the idea that women
need the structure of rigid social roles to protect them from the
scourge of alcohol problems.

Sex Role Conflict

Women have been purported to be socially "protected" from
alcoholism by the constrictive female role (Gomberg & Lisansky, 1984).
Role changes are cited in the etiology of women’s alcoholism across the
life span (Wilsnack & Cheloha, 1987). Longitudinal research (Fillmore,
1987; 1988) comparing women and men in the general population has
suggested that: (a) women have higher rates of problem remission
throughout the life course, (b) men and women'’s incidence rates of
alcohol problems converge during ages 30-40, (c) incidence of women’s
problem drinking peaks in the 30s and 40s and sharply declines with
older age and, (d) compared to men, women’s alcohol problems occupy less
temporal life space. These age-related variations in incidence refute
the notion that women’s roles "insulate" them from alcohol problems.

Women’s alcohol problems have also been hypothetically associated
with particular sexual behaviors. Early studies of women alcoholics
characterized them as either sexually "frigid" (Levine, 1955) or
“promiscuous” (Karpman, 1948), labels that were never applied to male

alcoholics. In an interview study, Beckman (1979) found that women
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alcoholics, more than nonalcoholics, reported enjoying heterosexual
intercourse after drinking. These findings indicate that some women may
use alcohol to overcome sexual inhibitions or misogynist sexual
dynamics, or may use sexual enhancement as a rationale for increased
drinking. These retrospective studies cannot establish that specific
sexual behaviors cause problem drinking, but they epitomize the
persistent interest in a sex role-alcohol problem link in women.

Many studies have focused on sex roles and women’'s alcohol
problems (Beckman, 1978; Keil, 1978; Lundy, 1987; Scida & Vanicelli,
1979). Sex role conflicts, such as "lack of femininity," "unconscious
masculinity” and "conscious hyperfemininity" were more prevalent among
alcoholic women than among matched nonalcoholic controls, as measured by
masculinity/femininity scales and projective tests in Wilsnack'’s (1973)
oft-cited study. Femininity, as operationalized by Wilsnack, is concern
for appearance, (e.g., use of makeup, maternal identification, and
non-assertiveness). This definition is obviously culturally biased.
Women who are unmarried or childless invariably appear "unfeminine" by
these standards. Moreover, this definition of femininity is a two-edged
sword; women who embrace the maternal role may be deemed
"hyperfeminine,” also considered a deviation. Instruments that have
been used to determine sex role appropriateness are of questionable
validity and tend to stereotype women with alcohol problems. The
interpretation of gender differences in sex role conflict scores is also
crucial. "Unconscious masculinity” has been critically re-interpreted
by feminists as signalling women’s increasing autonomy, which some women

"manage” through alcohol or other drug use (Ettorre, 1986).
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Some research indicates that sex role conflict is not a factor in
alcoholism (Kroft & Leichner, 1987). A replication of Wilsnack's
measures on 30 female alcoholics and their nonalcoholic sister controls
yielded no significant differences (Anderson, 1980), suggesting that
within-group variation accounted for earlier findings. If sex role
conflict is significantly involved in the etiology of alcoholism, more
overt evidence of sex role confusion should be seen than is presently
observed (Schuckit & Duby, 1976).

Jones (1971) studied drinking problems in urban middle class women
who had extensive psychological assessments completed during
adolescence. Results indicated that women with alcohol problems in
adulthood were more likely to have been described by significant others
as moody, sensitive to criticism, pessimistic, wvulnerable, withdrawn,
self-defeating and "hyperfeminine" when they were adolescents. A
retrospective study of alcoholic women and their non-alcoholic sisters
yielded similar findings (Anderson, 1981). In another study, many women
who had temporarily stopped drinking reported that they did so in
response to same-sex sexual feelings that they had experienced during
drinking episodes. Heavy drinkers were especially likely to report
sexual "disinhibition" associated with their drinking (Klassen &
Wilsnack, 1986). Abstinence from alcohol is thus seen as a means of
maintaining the heterosexual "norm" for some women. Though none of
these studies focused on sexual orientation per se, the findings raise
questions: Could significant others’ evaluations about "feminine"
behavior during adolescence be associated with negative self-evaluations
and eventual alcohol problems? Are negative self-evaluations and social

isolation in adolescence and increased alcohol use in adulthood



33
associated with nonconformity to sex role expectations? Because these
studies failed to describe the meanings of alcohol use associated with
*hyperfemininity," disinhibition and same-sex sexual feelings from the
wvomen's perspectives, relationships among these variables remain
ambiguous.

Sexual Abuse and Power

Rape and sexual abuse histories have been demonstrated in many
women who have alcohol problems (Covington, 1982; Sandmaier, 1980),
suggesting that women may drink excessively in response to discomfort
associated with sexual trauma. For example, of 118 women AA members, 29
had experienced incest as children, and about 40% of these met criteria
for post-traumatic stress disorder (Kovach, 1986). Evans and Schaefer
(1987) summarized the research linking childhood sexual abuse and
chemical dependency as follows: (a) female incest survivors begin
chemical use earlier than do other women and have generalized discomfort
with sex, (b) 40% of chemically dependent women have a history of incest
and, (c) half of male incest perpetrators are alcoholic. They
hypothesized that childhood sexual abuse alters family power dynamics
and blurs generational boundaries, causing dysfunction in the meeting of
intimacy needs. This dysfunction presumably increases the potential for
addiction in survivors of incest.

Powerlessness, defined as a low sense of control over one's
options, is related to alcohol consumption and the incidence of drinking
problems, mediated by the degree of work alienation and the availability
of social network support (Seeman, Seeman & Budros, 1988). Women
alcoholics report more powerlessness and low self-esteem associated with

their drinking than men do (Beckman, 1980). Such findings, along with
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the reality of the intense stigmatization of women alcoholics, reflect
actual power imbalances between the sexes rather than imbalances within
the woman’s psyche (Ettorre, 1986). These studies suggest that women's
alcohol problems arise from structural conditions of gender oppression
and repression.

Methodological Problems in the Research

There are significant methodological problems that compromise the
reliability and validity of research generating empirical knowledge
about women'’s alcohol problems. These problems include small sample
gsizes (Belfer & Shader, 1971; Covington & Kohen, 1984; Diamond &
Wilsnack, 1978; Driscoll, 1982; Oberstone & Sukoneck, 1976; Schilit,
Clark & Shallenberger, 1988), overrepresentation of hospitalized
subjects (Curlee, 1969; Kinsey, 1966; Lemere & Smith, 1973; Levine,
1955; Schaefer & Evans, 1982; Tamerin, 1978; Wall, 1937), omission or
failure to.specify minority subjects (Beckman, 1980; Covington, 1982;
James, 1975; Noel & Lisman, 1980; Parker, 1972; Saxon, Kuncel & Kaufman,
1978; Wood & Duffy, 1966), and retrospective design (Lisansky, 1957;
Schuckit, Pitts, Reich, King & Winokur, 1969; Tamerin, 1978; Wilsnack,
1973). Hence, generalizability is limited, and purported antecedents of
wvomen’s alcohol problems may actually be consequences or reflect
reciprocal processes (Gomberg & Lisansky, 1984). For example, sexual
dysfunction has been cited as both a cause and a consequence of alcohol
abuse in women.

Lesbians’' Alcohol Problems
A summary of studies relevant to alcohol problems in lesbians is

available in Appendix B.
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ZXncidence Studies

General population surveys on alcohol consumption have
traditionally excluded sexual orientation as a demographic variable.
Limited survey research indicates that compared to heterosexual women,
the incidence of alcohol problems among lesbians is significantly
higher, affecting an estimated 30% of lesbians as compared to 11% of
wonmen in the general population (Fifield, 1975; Fifield & Latham &
Phillips, 1977; Lewis, Saghir & Robins, 1982; Saghir & Robins, 1973;
Schilit, Clark, & Shallenberger, 1982; Weathers, 1980). In a study of
40 lesbians and matched heterosexual controls from an outpatient clinic,
lesbians were four times as likely to be habituated to alcohol,
anmphetamines, or barbiturates (Swanson, Loomis, Lukesh, Cronin & Smith,
1972). Younger lesbians in particular tend to report using other drugs,
such as cocaine and marijuana (McKirnan & Peterson, 1989a). A national
lesbian health survey (N=1917) revealed that 25% of lesbians reported
drinking several times a week, 6% reported drinking daily and 14%
reported being worried about their substance use (Raymond, 1988).

In the Chicago area, 3400 gay men and lesbians were surveyed about
alcohol practices through gay/lesbian organizations and newspapers
(McKirnan & Peterson, 1989a). The sample was predominantly white and
college educated with relatively low incomes; 22% (748) were female,
(mean age=32). The proportion of lesbian abstainers was higher than
that of gay men (19% vs. 8%), but the total number of abstainers (gay
and lesbian) was lower as compared to the general population (14% vs.
29%). Most of the lesbian drinkers consumed moderately, however, 23% of
lesbian participants reported alcohol problems, compared to 12% of

general population survey respondents. This study supports the idea
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that lesbians may be more sensitive to the negative consequences of
alcohol use, even at moderate levels of consumption, but does not
explain why this sensitivity exists.

The San Francisco Lesbian and Gay Substance Abuse Planning Group
commissioned a study of alcohol and other drug use in gay men and
lesbians (EMT Associates, 1991). The survey study included a sample of
416 gay and bisexual men and 318 lesbian and bisexual women. The
average age of respondents was 32 years, 80% were Euro-American, 20%
were people of color. Forty-five percent had incomes under $20,000 per
Yyear; their low incomes were not reflective of their advanced
@ducational levels. This research sampled lesbians in considerably
larger numbers than previous research about combined lesbian/gay
Populations. Of the women in the study, 74% identified as lesbian and
268 identified as bisexual. Findings suggested that lesbians use
alcohol and other drugs more often and in greater amounts than women in
the general population. Using a matrix of criteria to establish risk
levels for substance use, this study found that 33% of the lesbians
surveyed were either chemically dependent or had problematic substance
use patterns. Another 26% of the lesbian respondents reported being in
recovery from alcohol and/or other drug use.

In contrast to findings from multiple studies that suggest higher
rates of drinking problems in lesbian communities, one study involving a
convenience sample of 117 midwestern lesbians found that only 10%
reported ever having any problem with alcohol (Johnson, Guenther, Laube
& Keettel, 1981). Ten percent incidence of alcohol-related problems
might be expected in the general population of drinkers, given the age

of this sample (mean=29, range=19-52) (Cahalan, 1988; Fillmore, 1984).
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NN evertheless, general empirical conclusions indicate a significantly

I 1 gher rate of alcohol problems among lesbians as compared to other
wwonen. Reliable epidemiological estimates of alcohol problems in

1 esbians, requiring random samples or structured comparison groups, have
Taot been available due to the fact that lesbians comprise a hidden,

= tigmatized subculture. There remains a need for systematic

e pidemiological study of drinking patterns in this population (Nardi,
1982).

Leesbians’' Increasing Awareness
Alcohol problems have been purported to be more tolerated in
1l esbian communities than in straight society. Some have said that
Taon-drinkers have low visibility in lesbian communities, which leaves
The impression among lesbians that "everyone drinks" (The Way Back,
1.982). Others have suggested that lesbians are more sensitive to the
= I gns of problem drinking (McKirnan & Peterson, 1989a; N. Smith, 1983).
XL n the present era of decreasing alcohol consumption in the U.S., there
is increasing sensitivity about alcohol problems, sometimes referred to
A s "problem inflation" (Room, 1988). Lesbian communities may be
Xeflecting this general heightened awareness about alcohol problems
(Hall, in review), though the actual extent of those problems is not
fully known.
In the early 1980s, Hastings (1982) predicted a decline in
@lcohol use among lesbians because of alternative social opportunities
Created by the women’s movement, development of treatment and mutual
he11:0 efforts specializing in lesbians’ alcohol problems and
Sociocultural changes enabling lesbians to live more openly. Although

ten years later it appears that lesbians are more aware of alcohol
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P> xoblems, and many are in recovery, there are few treatment efforts
targeting the alcohol problems of lesbians and societal discrimination
s gainst lesbians remains quite palpable. Hastings’ explanation of the
Tt rxend awvay from alcohol in lesbian communities is incomplete and depends
Theavily on changes in the larger society. Additional explanatory
F actors must be found within lesbian communities themselves.
Saulnier’s (1991) contention is that lesbian communities have
< ollectively taken on a preoccupation with alcohol problems that has
been generated in institutions in the mainstream culture. The
I ncreasing number and interconnectedness of twelve-step programs that
& ddress alcohol problems, codependency, compulsive sex, overspending and
©@ ating disorders within lesbian communities increases the probability
That lesbians will problematize their alcohol use. This movement toward
L ncreased awareness of alcohol problems has not occurred without
T xremendous debate among lesbians about the role of alcohol use, the
® fficacy and "safety” of twelve-step programs, the equation of recovery
“With "powerlessness,” and the effects of the recovery movement on the
8ocial and political dynamics in lesbian communities.
Lesbians' Vulnerabilities
Lesbians are believed to be especially susceptible to alcohol
Problems for one or more of the following reasons: (a) they use alcohol
To compensate for societal oppression (Glaus, 1988), (b) they socialize
in lesbian/gay bars (Glaus, 1988; Johnson & Palermo, 1984; Nardi, 1982;
Nicoloff & Stiglitz, 1987; Weathers, 1976), (c) they have minimal
Awareness of the consequences of their drinking due to their excessive
se of denial and secrecy as coping patterns (McNally, 1989), (d) they

drink because isolation and alienation are prevalent in lesbian life
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Ppatterns (Glaus, 1988; Johnson & Palermo, 1984), (e) they are unable to

s ccept being a lesbian as a positive identity (Colcher, 1982; McNally,
A 989; Rofes, 1983; Schilit, Clark & Shallenberger, 1988), (f) they
& ssociate with "codependent” peers in the lesbian community (Glaus,
1 988; Hepburn & Gutierrez, 1988), (g) they have histories of being

xraised in "dysfunctional families," and (g) they avoid mental health and

substance abuse treatment because these programs are not
1 esbian-sensitive (Johnson & Palermo, 1984; Sandmaier, 1980).

Related to ideas about the role of oppression, some scholars posit
That lesbians who develop rigid defenses against societal stigmatization

may unknowingly let these defenses reinforce a "budding alcohol

dependency" (Ziebold, 1979). The lesbian who incorporates drinking as a

= ymbol of rebellion toward the straight world resists defining it as a

P roblem just as she resists being pathologized as "homosexual." 1In a

Qualitative study by Clark and O’Connell (1985) lesbians associated

Their addiction with avoidance of painful psychic experiences and a need

¥or power. These findings point not only to personal stressors, but to

Political needs, as relevant to lesbians’ interpretation of their

A&lcohol problems. Research and clinical efforts to help women with

@lcohol problems need to incorporate a comprehensive view of

Stigmatization on both individual and social levels. Lesbians may not

Acknowledge drinking problems if "recovery" requires acceptance of the
Wedicalizing label of "alcoholic" and/or separation from the social

8upport of the lesbian bar scene (Hall, 1990a).

There is equivocal evidence about the reliability of the

S8ocialization in lesbian bars explanation. When the frequency of

"bar-going" was held constant, lesbians displayed higher rates of heavy
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Adrxinking and alcoholism than did heterosexual controls (Lewis, Saghir &

Robins, 1982). It could be that lesbians speak more openly about their

drinking practices, feeling less bound to traditional female sex role
e xpectations than do heterosexual women. Another study found no
Aifferences in psychological adjustment, alcohol consumption or
b ar-frequenting habits between lesbians and matched heterosexual

controls (Oberstone & Sukoneck, 1976). In a comparison of nonalcoholic

&and alcoholic lesbians both groups visited bars with equal frequency,

Though nonalcoholic lesbians did not stay as long or drink as much

CWoods, 1981). This suggests that bar-going itself is only one aspect

© £ lesbian alcohol practices to be considered in examining the

<development of alcohol problems.

In spite of widespread acceptance of the "bar etiology" of gay
Imens’ alcoholism, gay men recovering from alcoholism in AA
©OvVvervhelmingly reported that their drinking was already problematic

before they ever entered a gay bar (Clark & O’Connell, 1985; Kus, 1988a;
1988b). The phenomenon of reinterpreting one’s past, commonly seen in
The AA recovery process, could explain these individual retrospective

Perceptions (Maxwell, 1984; Robinson, 1979; Rudy, 1986; Taylor, 1979;

Thune, 1977). The meanings of drinking-related interaction in lesbian

bars and in other contexts of lesbian drinking have not been
8ufficiently investigated to clarify and contextualize the significance
Of the "bar etiology" of alcohol problems in this subcultural group.

Vulnerability related to non-acceptance of lesbian identity is

Supported by sparse evidence. In an ethnographic study of primarily gay

Wen and a few lesbians, Kus (1988a) identified a pattern of

Non-acceptance of gay identity linked with the development of
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#&l1lcoholism. He noted that acceptance of gay identity did not occur

wantil after abstinence began and recovery from alcoholism was well

wamnderway. The researcher’s conclusion that alcoholism represents a

T rxagic detour in the process of accepting gay identity is limited by the

Fact that the acceptance phase of the coming out process is not clearly

defined. Its application to lesbians’ alcohol problems is tenuous given

the small number of lesbians in the sample. McNally'’s (1989)

descriptive study of eight lesbians recovering in AA revealed that some

l esbians reported using alcohol either to "cope with" or to deny lesbian

X dentity. She suggested that women who have not acknowledged or

&accepted being lesbians are at a therapeutic disadvantage in

e terosexually-oriented alcohol treatment programs. Self-acceptance of

L esbianism was reported to be non-contributory to alcohol problems in 29

< £ 30 alcoholic lesbians interviewed in Los Angeles (Hawkins, 1976).
Related to "dysfunctional family" explanations, the San Francisco

=|urvey (EMT Associates, 1991) had lesbian respondents identify reasons

For their alcohol use. Forty-eight percent of those surveyed reported

having been sexually assaulted as children. They said they drank to

A&void emotional pain, reduce social discomfort and avoid thinking about
Problems. In a qualitative comparison of 15 alcoholic and 15
Tonalcoholic lesbians, alcoholic lesbians experienced feelings of being
Unwanted, had greater religious involvement, fewer support persons, less
Popularity, and more "distance" from fathers during childhood, as
Compared to nonalcoholic lesbians (Schilit, Clark & Shallenberger,
1988). The sample was too small to clarify the significance of these

Qifferences; other factors may be operative, such as number of siblings,

@thnicity or class. In another study using an outpatient sample, twice
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sz s many lesbians as heterosexual women (16% vs. 7%) had alcoholic or
saabusive fathers (Swanson, et al., 1972). Diamond and Wilsnack (1978)

< oncluded that the lesbian alcohol abusers they interviewed drank due to
A ow self-esteem and dependency conflicts, a finding which fails to
distinguish them from women with alcohol problems in general (Beckman,
1.981).

Lesbiang’ problems with alcohol occur in diverse individual

@xperiences and social contexts because lesbians are a group of
marginalized persons. No single etiological explanation can be made to
&account for these problems, and the search for such an explanation is a
m i sguided task (Nardi, 1982). The challenge is to identify patterns and
Txame concepts which clarify without homogenizing the experiences of
marginalized persons.

Seeking Help for Alcohol Problems

General Patterns of Helpseeking

An individual’s belief that health assistance can be effective and
The impact of his or her social network combine to foster helpseeking,
With the balance in favor of individual beliefs (Berkanovic & Telesky,
1982). Nevertheless, even these "individual"™ beliefs are ultimately
attributable to sociocultural processes. Analysis of personal histories
Of helpseeking trajectories are needed to illuminate this process
(Chrisman, 1985).

Severity of symptoms does not necessarily lead to helpseeking.
Rather, it is a triggering event (Gortmaker & Eckenrode, 1982), such as
& “breakdown" in the social context or interpersonal crisis (Zola, 1964;
1973). People usually consult with family and friends before seeking

Professional assistance for health concerns (McKinlay, 1973). Social
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metworks mediate between stressful events and helpseeking and are a
mource of lay solutions (Gourash, 1978). If the lay network is
e@extensive and dissimilar from the dominant culture, it is less likely
that formal professional help will be sought (Freidson, 1960).

Generally women seek and use health services more often than men
do (Dohrenwend & Dohrenwend, 1976; Gurin, Veroff & Field, 1960;
Kadushin, 1958-59; Lempert, 1986; Lin, 1967; Woods, 1985), and younger
People seek help more often than older people do (Gourash, 1978).
Euro-Americans are more likely to seek professional care than are
menbers of other ethnic groups who tend to use informal support networks
CGourash, 1978; Neighbors, Jackson, Bowman & Gurin, 1983). It is not
< lear, however, whether ethnic disparity in helpseeking is due to
<ultural preference, lack of finances, or fear of racial discrimination
A n health care.

cohol Pr

There are “"condition-specific helpseeking careers" (McKinlay,
1981). The process of helpseeking for alcohol problems depends on
Cultural norms as well as individual factors (Pattison, 1984).
Particular structural factors are pertinent to the alcohol helpseeking
Process. For example, clinical observation suggests that clients’ rates
©Of agreement to enter into treatment for alcohol problems can be
Predicted by the length of the waiting period before initial
Consultation and the availability of "treatment slots;" the longer the
Wait, the less chance that potential clients will enter alcohol
treatment (Wanberg & Jones, 1973).

Characteristics of the immediate social environment are more

influential than are demographic factors in the patterns of helpseeking
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among problem drinkers (Cahalan & Room, 1974). Individuals’ lack of
avareness of "the problem" is often supported by significant others such
as family members who are defending their own drinking or hold
stigmatizing views of alcohol problems (Cermak, 1986; Wegscheider-Cruse,
1984). Social networks thus contribute to a pattern of repeated relapse
and helpseeking, or to successful recovery (Eells, 1986).

Individuals usually seek help when they have reached a state of
"demoralization,” that is, unable to meet environmental demands yet
unable to extricate themselves (Frank, 1974). This is sometimes
referred to as "hitting bottom" (Alcoholics Anonymous, 1976; Brown,
1985; Taylor, 1979). From a critical point of view, this might be
reframed as a liberating "moment of perception" in which one’s
constraints are made visible (Freire, 1970). The perceived meanings of
*hitting bottom" influence the types and sources of help that are
sought. For instance, if societal oppression is blamed for the
demoralizing crisis, help may be sought in the form of political
activism rather than conventional alcohol treatment.

Homen's Helpseeking
Role of Significant Others

More than half of married women alcoholics have husbands with
alcohol problems (Knupfer, 1982). Women are more likely than men to
seek help for physical, marital or family problems without mentioning
alcohol use, and to attribute drinking-related symptoms to the stresses
of everyday life (Curlee, 1970; Johnson, 1965). Women are
overrepresented in mental health treatment populations, yet are
underserved for problems incongruent with traditional sex role

stereotypes (Russo & Sobel, 1981). Women with depression, a
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stereotypically "female disease," are more likely to seek help and be
correctly diagnosed and treated. But women with alcohol problems, a
*male disease," are more likely to be misdiagnosed or left untreated
(Ettorre, 1986).

Significant others of white, middle-class, heterosexual women
often ignore or deny their alcohol problems as a way of protecting women
from negative labeling (Ridlon, 1988). Half of the 89 women in James’
(1975) study tried to discuss their drinking with someone, but were told
that they could not possibly be alcoholic, leading half of these women
to consider suicide as a way out. Such "protective" actions by family
and friends permit heavier alcohol-related damage to be incurred as
these women continue to drink while others "turn their heads" (Ridlon,
1988). It is not known whether similar pseudo-protectiveness operates
in lesbian communities.

Women tend to enter treatment when their social networks are
exhausted (Mulford, 1977). Criticism of drinking by one’s children is
an especially motivating influence for women. Family and friends urging
treatment, available child care options, and ability to pay are salient
factors in women’s helpseeking for alcohol problems (Beckman & Amaro,
1986; Muchowski-Conley, 1982). These considerations are also crucial
for lesbians, particularly lesbian mothers (EMT Associates, 1991).

The literature does not clarify whether women enter treatment
after a shorter drinking history because of more severe symptomatology
or because their social networks refuse to compensate for them, as they
might for problem drinking men. The perceived costs of entering
treatment are greater for women than for men. Women experience more

family opposition, financial pressure and friendship conflicts when
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entering treatment for alcohol problems (Beckman & Amaro, 1986;
Robinson, 1984). Husbands of alcoholic women typically don’t suggest
treatment, choosing instead to abandon their wives or conceal their
problems (Hornik, 1977). A survey in San Francisco (EMT Associates,
1991) revealed that lesbians are likely to report relationship problems
related to alcohol use, but do not end relationships for these reasons.
Researchers concluded that lesbians tend to stay in troubled
relationships. An alternate more positive view of the finding is that
legbians tend to remain committed to their partners and weather the
troubles of alcohol problems, making lesbian partnerships an important
source of social support and motivation to seek treatment.
Role of Health Care Providers

Medical specialties each offer a distinctly different
interpretation of the same symptoms. When the presenting complaint is
vell within the domain of the specialty, underlying alcohol problems are
not explored, especially if symptoms can be construed as unrelated to
drinking. Specialists may defer to the ambiguous "primary care
provider" whose supposed role is to address "lifestyle" difficulties
such as alcohol problems. Nurses in specialized settings are pressured
by the excessiveness of role demands to overlook difficulties, such as
alcohol problems, which they consider to be tangential to the immediate
health condition.

Physicians and clients may have incongruent role expectations of
each other. Obstetrician-gynecologists are specialists, but are
considered by many women to be their primary health care providers.
Because specialists are likely to overlook signs of addiction, nurses

have been encouraged to take up the slack by questioning
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obstetrical-gynecological patients about substance use (Busch, McBride &
Bonaventura, 1986). Despite a historical emphasis on the concept of
holism in nursing, only recently has nursing begun to define
intervention for alcohol problems in women as an appropriate concern for
nurses working outside mental health areas (Hall, 1991).

There is virtually an "unspoken agreement" between physicians and
female clients not to discuss alcohol use (Clark, 1981; Sandmaier,
1980). Rather, medical stereotypes of women and self-deprecation on the
part of women themselves combine in the physician-client interaction to
foster the prescription of psychoactive drugs (Ogur, 1986). Women are
more likely than men to be perceived as pill takers by physicians
(Hirsch, 1981). Physicians prescribe mood altering drugs more often for
female than for male substance abusers (Celantano & McQueen, 1984;
Robinson, 1984; Sandmaier, 1980; Schuckit & Morrissey, 1979), often
fostering secondary addiction.

Incidence rates of women'’s alcohol problems, relative to the
numbers of women entering treatment, suggest that physicians and other
gatekeepers are reluctant to label problems as alcohol-related (Hanna,
1978). Health care providers tend to deny evidence of "unseemly”
problems, such as alcohol abuse in female clients, focusing instead on
physical, mental or sexual dysfunctions (Clark, 1981). Understandably,
they are loathe to assign a label they view as negative (Critchlow,
1986; Johnson, 1965; Ridlon, 1988; Robinson, 1984), reflecting a malady
they view as intractable (Wechsler & Rohman, 1982).

Jellinek’s (1952) model of alcoholism progression, derived from an
all male sample, drives current clinical assessment of alcohol problems.

The stages posited by Jellinek are not applicable to women, which
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results in their diagnosis at later stages of illness. For instance,
covert drinking and remorseful feelings typically occur in early stages
for men, but in the final stages for women. Early indicators of alcohol
problems for women include: personality changes when drinking, memory
blackouts, feelings of "supersensitivity"” in response to others (James,
1975), behavioral excesses, unsafe sexual behavior, difficulties with
children, lethargy, and changes in the appearance of skin or hair
(Schmidt, Klee & Ames, 1989). Researchers in the area of alcohol
problem indicators in women argue that the norms of women’s daily
existence are not known, which decreases clinicians’ ability to identify
breaks in usual patterns that might signal the onset of alcohol
problems. Lesbians’ daily patterns are even less known, making
culturally sensitive, contextualized descriptions of lesbians’ alcohol
problems a research priority.

Coercjon and Confrontatjon

Alcohol problems are among the few health conditions society has
responded to by coercing the "sufferer" into treatment. Families,
nurses, therapists, physicians, employers, law enforcement agencies and
courts "arrange" confrontations, creating crises to convince individuals
that their alcohol problems warrant treatment (Atkinson, 1985; Eells,
1986; Freedberg & Johnston, 1978; Luks, 1982; Nir & Cutler, 1978;
Twerski, 1983).

Non-legal coercion usually takes the form of a group
confrontation, often organized by a therapist or other health care
provider. It involves the matter-of-fact, concerned, non-judgmental
communication by significant others of specific drinking-related

behaviors which have caused them harm and enumeration of consequences
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should problem drinkers decide not to seek treatment (Tweed, 1989;
Williams, 1989). Occupational health nurses, among others, may
coordinate such interventions and/or use negative incentive policies to
facilitate treatment referrals for problem drinking workers who are
being threatened with termination (Lewis & Messner, 1986).

The results of confrontation are either described as
“unpredictable” (Lewis & Messner, 1986) or "overwhelmingly successful”
(Williams, 1989). Confrontation may initiate an emancipating recovery,
or it may be experienced by the problem drinker as a dehumanizing and
alienating interaction. It has been suggested that successful
intervention is contingent upon having chosen the "reachable moment" for
each problem drinker (Pires, 1989). Research on confrontation
ordinarily omits female subjects, so its effectiveness for women has not
been established. In one study that did include women, families of
women problem drinkers acted as barriers to recovery (Robinson, 1984).
Social networks of women are more likely to be protective, to oppose
treatment, and to conceal alcohol problems than are those of men
(Beckman & Amaro, 1984; Fewell & Bissell, 1978; Wood & Duffy, 1966).

In her study of lesbians with chronic illness and hidden
disabilities, Browne (1985) found that lesbians perceived friends to be
more supportive than family of origin, yet one third of their friends
vere unsupportive of their chronic illness identity. Browne and others
(Kurdek & Schmitt, 1987) have found that lesbians’ social networks have
more non-kin members and a greater proportion of female members than
those of heterosexual counterparts. Therefore, interventions for
lesbians with alcohol éroblens seem contingent on the involvement of

significant non-kin members of social networks. Research is needed to
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establish (a) whether confrontation is a culturally appropriate
intervention with lesbians with alcohol problems, (b) which members of
lesbians’ social networks would be most effective and (c) whether most
lesbians have the required number of concerned others who identify their
alcohol use as problematic.

Legal coercion takes the form of arrest, court mandated treatment,
and imprisonment. Compared to alcoholic men, alcoholic women are less
likely to get arrested and if convicted of an alcohol-related crime are
less likely to earn a jail term or be referred for alcohol treatment
(Blumenthal and Ross, 1978). These findings indicate a reluctance on
the part of the legal system to label women’s alcohol problems, and a
general reluctance to 1néarcerate women in penal institutions.
Resistance by gatekeepers to label women alcoholic has been thought to
impede early intervention (Beckman & Amaro, 1984), but labeling of
alcohol problems does not necessarily assure access to treatment in
current judicial and health care arenas. Legal coercive measures tend
to be counterproductive after the first phase of treatment, and
frequently interfere with patients’ rights to information and appeal
(Freedberg & Johnston, 1978; Luks, 1982).

» " o e

"Codependency” is a term for certain maladaptive behavior patterns
including denial, compulsivity, excessive self-sacrifice,
hypervigilance, anxiety, depression, emotional constriction,
stress-related illness, that may also be accompanied by substance abuse
(Black, Bucky & Widder-Padilla, 1986; Cermak, 1986; Coleman, 1983;
Deren, 1986; Woititz, 1983; Zerwekh & Michaels, 1989). Codependency has

also been referred to as "relationship addiction,” or a loss of self in
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relationship. Women who are partnered to alcoholics or who are children
of alcoholics often identify as codependent and join mutual help groups
such as Alanon or Adult Children of Alcoholics (ACA). After a period of
self-assessment in Alanon or ACA, some codependent individuals
problematize their own alcohol use and seek treatment and/or join AA
(Cermak, 1986). Likewise, those recovering from alcohol problems may at
some point identify codependency as an additional problem. While the
concept of codependency is not part of traditional AA ideology, it has
become increasingly meaningful, especially for people who are influenced
by several twelve-step programs. The subcultures of recovery are thus
increasingly interwoven under the widening conceptual umbrella of
*addiction.”

There have been efforts made to adopt codependency as a
psychiatric diagnostic category (Cermak, 1986). But the notion of
codependency is so non-specific that designating it a disease could
pathologize much culturally-relevant caring behaviors. Mutual help
groups organized around the ambiguous label of codependency, such as
Alanon, have legitimized womens’ needs for social support. A
"diagnosis,"” even a self-diagnosis, seems to be a prerequisite to
personal change in U.S. culture (Young, 1971). Unfortunately, the logic
of codependency may overly individualize responsibility for social
problems and pathologize natural support systems in exchange for mutual
support group benefits. Ergo, in this study, the term codependency is
used when referred to by others, but codependency is not recognized in

this theoretical framework as a clinical entity.
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Recovery from Alcohol Problems

Recovery from alcohol problems is a change process initiated in
the helpseeking and treatment phases that continues over a lifetime.

One view of recovery suggests that, in response to a personal crisis,
the whole life pattern is reconstructed by the self within the context
of other recovering persons (Brown, 1985). For many individuals the
success of recovery depends upon their participation in AA, a relatively
effective mutual help program for many chemically dependent persons
(Emrick, 1987; Zimberg, 1985).

Culturally it appears that drinking alcoholics live in "a world
apart” created by prolonged distortion of thought and isolation. They
have a markedly different relationship to drinking and live in different
“social worlds"® than do nonalcoholics or recovering alcoholics
(Biernacki, 1986; Maxwell, 1984). Recovery, therefore, means leaving
this "world apart" and discovering a whole new world. AA is a
subculture in which the alcoholic is assisted to make this transition by
those who know the symbols and language of the problem drinking
experience (Maxwell, 1984).

Recovery in the Context of Professional Treatment

Professional treatment includes any number of modalities:
detoxification, individual and group therapy, medications (e.g.,
disulfiram, known as Antabuse), education, family therapy, cognitive
therapy, mutual help group (AA) activities, occupational therapy,
employment counseling, biofeedback, aversion therapies and assertiveness
training (Bennett & Woolf, 1983). Typical programs combine

detoxification, individual counseling, group therapy and family
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involvement, while some clients are referred for long term residency in
halfway or 3/4 way houses (Cahalan, 1988).

The choice of controlled drinking versus abstinence as a recovery
goal, and who gets to make that decision, are critical issues for all
clients. At the current time, abstinence is so widely promoted that
opting for controlled drinking virtually places a client outside of the
conventions of most treatment programs and AA’'s mutual support.
Effectiveness of Treatment

Empirical evaluation of alcohol treatment programs is complicated
by the variety of definitions of alcohol problems used, a lack of clear
outcome variables and the variety of treatment strategies used in
practice. Cross-sectional, retrospective and short term
repeated-measures studies show that treatment programs are generally
more effective than no treatment (Emrick, 1974; McLellan, Luborsky,
0’'Brien, Woody & Druley, 1982). Any treatment seems to "work" to some
extent, however, some individuals find their way out of drinking
problems without professional treatment (Cahalan, 1988).

Treatment effectiveness appears to be unrelated to the goal of
treatment or the specific interventions used. Whether moderation of
alcohol consumption or abstinence was the treatment goal, client
outcomes were similar. Psychotherapy, group therapy, hypnosis, covert
sensitization, disulfiram, aversion, cognitive restructuring, blood
alcohol level (BAL) discrimination training, behavior modification,
operant learning and mutual support groups were each found to be
moderately effective (Miller & Hester, 1980).

The length of followup in longitudinal studies of treatment and

non-treatment effectiveness determines overall impressions of the
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prevalence and severity of alcohol problems and the definitions of
recovery and relapse. In a review of empirical studies of treatment
effectiveness (Miller & Hester, 1980), the general conclusion was that
at one year follow-up, approximately 26% of treated alcoholics were
abstinent or "improved," which means a reduction in the frequency and
severity of drinking and its negative consequences. This figure was
compared to the rate of abstinent or improved controls. At one year
follow-up, approximately 19% of untreated alcoholic controls were
abstinent or improved.

By the end of a three year study of persons with untreated alcohol
problems, some were no longer experiencing problems associated with
alcohol, whereas others were (Cahalan, 1978). Problem drinkers who did
not exhibit alcohol problems after three years, even though they did not
receive any treatment, were called "spontaneous remissions."” Such an
outcome would be considered impossible from the standpoint of the
permanent "loss of control” posited in the disease model (Keller, 1972).
Remissions of alcohol problems without treatment are usually not
completely "spontaneous" but are linked with transitions, such as
marriage, job change, physical illness, financial crisis (Saunders &
Kershaw, 1979), or with maturation and "settling down" (Cahalan, Cisin &
Crossley, 1969; Vaillant, 1983).

Most longitudinal studies do not cover a long enough period of
time to detect a return to problem drinking occurring in long term
recovery. Vaillant’s (1983) study is the exception, but it was limited
exclusively to male subjects. In his 40 year longitudinal study of 600
men, the majority of recoveries, defined as prolonged periods of

abstinence, occurred outside of clinical intervention. These results
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must be interpreted in light of the fact that few treatments were
available during much of the time period covered by the study.
Vaillant’s major conclusion was that recovery is not "spontaneous,"
rather it is always attained through the help of others.

Most evidence suggests a self-limiting quality to addictive
problems which may precipitate improvement or remission unrelated to
interventions. Any treatment, no matter the type, may be effective
because it functions as a source of attention and support. More and
better designed research is needed to clarify which treatments are most
effective for specific kinds of problems and clients (Miller & Caddy,
1977; Miller & Hester, 1980). The "drunk-abstinent" dichotomy needs to
be replaced by outcome evaluation which includes a pre-treatment
baseline, defined criterion variables and multiple follow-up assessments
utilizing collateral sources of data (Sobel, 1978). A serious lack of
methodological progress in the treatment arena itself reflects fears of
external criticism, and the belief that evaluation is too costly and
intrusive. Moreover, moral and punitive themes historically associated
vwith treatment for alcohol problems (Tournier, 1986) draw attention away
from the need for systematic evaluation of therapeutic effectiveness.
Relapse

Changing a habit pattern such as problem drinking has been
described as a process occurring in three stages: (a) readiness to
change, (b) implementation (treatment of the problem) and (c)
maintenance (Marlatt & Gordon, 1985). Relapse refers to a failure to
maintain the intentional change in a behavior pattern. In terms of
alcohol problems, relapse usually refers to a return to drinking after a

period of abstinence. Two thirds of empirically recorded relapses occur
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within 90 days post-treatment (Marlatt & Gordon, 1985), however,
research studies and treatment programs ordinarily follow individuals
for only six months or a year. Relapses can occur after one, five, or
even 20 years (Vaillant, 1983).

How relapse is responded to often reveals the attributional
orientations of health care providers and clients. For instance, in the
disease model a single lapse in abstinence constitutes a full relapse,
because it is believed to lead inevitably to a complete loss of control
over drinking. As a result, an "abstinence violation effect" occurs
wherein guilt and self-condemnation accelerate the progress from a
single lapse to full relapse (Marlatt & Gordon, 1985).

Relapse prevention is a strategy that prepares an individual for
what to expect when a lapse occurs, and how to prevent its escalation
into a full relapse, regardless of whether the treatment goal is
controlled drinking or abstinence (Marlatt & Gordon, 1985). This
promising direction in research and intervention represents an attempt
to identify treatment strategies that do not depend on the disease model
and the abstinence goal, but could be implemented in a variety of
treatment programs, including those with controlled use orientations.
The relative effectiveness of this approach in women, or lesbians, in
particular, has not been explored.

Women and Alcohol Treatment

Controlling for gender differences in prevalence of alcohol
problems, men have been found to enter alcohol treatment more than twice
as often as women, contrasting sharply with womens’ utilization of other
health resources (Furst, Beckman, Nakamura & Weiss, 1981). It is

unclear, however, whether this trend has persisted into the present. In
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a survey of gay men and lesbians, twice as many men as women reported
receiving services from alcohol/drug treatment facilities in San
Francisco (EMT Associates, 1991). Women’s lower socioeconomic status
accounts for much of their underutilization of alcohol services (Beckman
& Amaro, 1984). Employers are less likely to confront female employees
about their problem drinking and mandate treatment (Beckman & Kocel,
1982; Beyer & Trice, 1981). They are more likely to simply fire women
with alcohol problems, especially since, compared to men, they are more
often in expendable positions such as clerical, retail and service work.

Treatment for alcohol problems can be psychologically traumatic

for women. More often than men, women are inappropriately routed
through psychiatric wards. In mixed-gender alcohol treatment programs,
personnel commonly have rigid, traditional sex role behavioral
expectations regarding female clients, labeling women problem drinkers
as "unfeminine," "insensitive," "seductive" or "sleazy" (Sandmaier,
1980). Alcohol/drug treatment personnel in general have more absolutist
views than do caregivers in other fields (Young, 1971). All-women
treatment programs are rare. By 1980 the National Institute of Alcohol
and Alcoholism (NIAAA) had funded only 29 women’s programs among a total
of 500 treatment facilities in the U.S. (Sandmaier, 1980), even though
vomen'’s programs have demonstrated above average success rates
(Sandmaier, 1977). All-women treatment programs have not been
empirically substantiated as more effective for women than mixed-gender
treatment programs (Duckert, 1987; Vanicelli, 1984), but certain
subgroups of women may benefit more from these programs. Qualitative
data indicates that lesbians prefer female providers of care (Cantu,

1985; Clark & O’Connell, 1985; Stevens & Hall, 1988).
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Women demonstrate variability in their treatment-related
preferences regarding such issues as significant other involvement
(Muchowski-Conley, 1982), individual versus group therapy (Annis, 1980;
Curlee, 1971) and acceptance of aftercare (Corrigan, 1980; Gary & Gary,
1985-86). Variability by race, class and ethnicity accounts for many of
the differences. The number of life stressors that women clients bring
to treatment correlates with recovery rates; the more problems women
face in addition to their difficulties with alcohol, the poorer their
prognosis (MacDonald, 1987). Typical stressors are emotional, marital,
sexual, medical, financial, parental or job-related. For instance,
women identify lack of job training as a major factor in their alcohol
problems, whereas their caregivers do not prioritize this as a problem
for their clients (Levy & Doyle, 1974). Social support is another key
factor; the greater the number of personal relationships a woman has on
entering treatment, the better the abstinence rate (MacDonald, 1987).

Relapse risk is increased for women who are non-assertive and have
great anxiety about facing alcohol-related situations post treatment
(Rist & Watzl, 1983). Assertiveness training has therefore been useful
in wvomen’s alcohol treatment, especially if geared to women'’s
alcohol-related social dilemmas. Other topics about which women clients
desire education are: effects of prescription drugs, general nutrition
(Fredericks, 1976), blood sugar problems, exercise, shame, depression,
guilt, sexual issues, spirituality, lesbianism and bisexuality (Schaefer
& Evans, 1987).

Reviews of the literature on treatment of women'’s alcohol problems
point to myriad gaps in knowledge due to methodological difficulties,

inappropriate research questions, inadequate sampling, inconsistent
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outcome measures, and misconstrual of results (Beckman & Amaro, 1984;
Braiker, 1984; Duckert, 1987; Russo & Sobel, 1981; Vanicelli, 1984).
Characteristics of providers, interactional dynamics among providers,
clients and significant others, as well as modes of intervention are not
well-assessed in alcohol treatment studies (Miller, 1985). Many general
studies fail to report gender ratios. Women in general, and lesbians in
particular, are statistically invisible (Morales & Graves, 1983;
Vanicelli, 1984).
Lesbians and Alcohol Treatment

The National Directory of Facilities and Services for Lesbian and
Gay Alcoholics (Vachon, 1987) lists 297 agencies or persons in 37 states
who offer some type of alcohol-related services geared toward gay men
and lesbians. Fifty-two of these listings are private psychotherapists.
The range of services offered includes volunteer hotlines, support
groups, literature, legal advice, individual therapy, as well as
outpatient and inpatient treatment. Of the 188 treatment programs
listed, 60 are inpatient and 156 are outpatient. Only 24% provide any
free services to indigent clients. While 20% have an all gay/lesbian
staff, 18% report having no openly gay/lesbian staff members. Only 8%
of these services are offered in a women-only format; most are primarily
oriented toward the treatment of gay men’s alcohol problems. An
apparent assumption is that lesbians’ problems with alcohol are the same
as gay men’s. Lesbian-oriented formalized treatment is not widely
available. The effectiveness of these gay/lesbian services in terms of
lesbians’ recovery from alcohol problems has not been studied.

Especially difficult to document is the success and cost-effectiveness
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of private psychotherapy in fostering recovery for lesbians with alcohol
problems.

A survey of providers, lesbians, and gay men in San Francisco (EMT
Associates, 1991) indicated that lesbians’ access to substance abuse
services is limited by: (a) lack of services specifically for lesbians,
(b) lack of sensitivity toward lesbians in general programs and (c)
burdensome costs and long waiting lists. Alcohol treatment staff have
more authoritarian and "homophobic" responses toward lesbian clients
than do drug treatment staff. Perhaps drug treatment staff are less
judgmental because they are accustomed to dealing with the stigma of
criminality attached to illicit drug use (Morales & Graves, 1983). Even
in San Francisco, a city known for its liberal views about gays and
lesbians, alcohol treatment services are not adequately developed nor
vell enough funded to meet the lesbian community’s needs.

Lesbians often find formalized treatment programs unresponsive to
their needs because providers tend to: (a) assume heterosexuality, (b)
underestimate the daily impact of stressors lesbians face, (c) disregard
lesbian partnerships, (d) focus on lesbianism as the "problem" instead
of adequately addressing alcohol issues and (e) refuse services to known
lesbians (Anderson & Henderson, 1985; Cecconi, 1983; Colcher, 1982;
Johnson & Palermo, 1984; Morales & Graves, 1983). Needs lesbian clients
might have regarding acceptance and affirmation of themselves as
lesbians are usually overridden by the clinical view that when these
needs coexist with alcohol problems, the alcohol problems must be
prioritized (Colcher, 1982; Glaus, 1988). This reflects the influence
the alcoholism movement's disease concept has had on clinical practice.

Currently, the majority of alcohol treatment programs avoid focusing on
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*underlying issues" construed as driving the problem drinking in favor
of defining addiction itself as "the problem" (Peele, 1984). Questions
persist about the efficacy of this singular approach. For instance,
lesbians who wish to stop drinking but have not developed other means of
easing the pain, alienation and low self-esteem that results from living
in a culture that ignores, vilifies and pathologizes them may find that
these "underlying issues™ are not addressed in clinical settings.
Recovery in the Context of Mutual Help Groups
ual He u

AA, the prototype mutual help program in the U.S., is deeply
rooted in the pragmatist and populist traditions. AA was profoundly
influential in changing the negative stereotypes of alcohol problems.
From 1935-1955 its membership grew from 2 to 133,000. Historically, the
influences on which AA was based were the Oxford movement, Carl Jung's
views of spirituality and recovery, William James'’ descriptions of
conversion, and the personal recovery experiences of a New York
stockbroker and an Ohio proctologist in the 1930's (Kurtz, 1988). Its
philosophy complements American tendencies to join, to seek group
identification. It advocates optimism and empiricism and opposes
scientific elitism (Dumont, 1974; Hall, 1991). Though spiritually
oriented, AA has tried to appeal to the non-religious while not
offending the religious. AA culture is relatively unstructured,
compared to modern bureaucratic institutions. AA members tend to value
personal experience and face-to-face interaction over scientific
objectivity, egalitarian cooperation over hierarchical relations and

group consciousness over legal authority (Kurtz & Kurtz, 1986).
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How do people find and join AA? A 1980 AA survey showed that 38%
of AA members credited professional help with getting them into AA.

Even more members affiliated through contact with other AA members
(Maxwell, 1984). Another study found the following entities to be
instrumental in leading individuals to join AA: (a) another AA member,
(b) family, (c) physician and (d) the media (Norris, 1976). AA members
appear to have a keen sense of timing in how new members are approached
and assisted (Robinson, 1979). Further study is needed to document how
gender, class and sexual orientation affect this sense of timing in the
interaction between group members and newcomers in AA.

It has been suggested that AA appeals to lesbians because of its
democratic, somewhat decentralized, structure (Herman, 1988). Another
attraction lies in the current organization of AA, which allows
subgroups, such as lesbians, to form meetings of their own under the
auspices of the larger organization. A stumbling block for lesbians and
others who do not conform to group custom comes in the form of dogmatism
and inflexibility in general AA groups (Hall, 1990b). For example, the
Question of political activism is a point of conflict between mainstream
AA members who avoid discussion of "outside issues" and minority AA
Mmembers who face social discrimination within AA as well as in the
Outside society. There is much variability in the way AA’'s tenets are
interpreteq by individual members (Bean, 1975a; 1975b), but AA clearly
has social reinforcement functions (Cahalan, 1988).

As for the interactional workings of AA, a number of authors have
Suggested that the negative stigma of "alcoholism" is reversed through a
]:elabeling process in AA (Trice, 1970). The change process is not

mere]
Y & transition from drinking to abstinence. Rather, admitting one
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is "alcoholic" in AA includes a commitment to change one'’s entire
lifestyle (Robinson, 1979). Coming to AA and admitting one is alcoholic
signifies identification with the group and commitment to a new future.
Recovery for the "alcoholic self" has been described as a group
interactional phenomenon, wherein individuals take on the identity of a
recoverer, deconstructing and rebuilding their self-concepts in the
context of AA (Denzin, 1987). Individuals in AA extend themselves
toward others, yet paradoxically, the helper is believed to be helped
more than the receiver (Caplan & Killilea, 1976).

James (1902) used the concept of conversion to frame a negotiation
of identities. AA adheres to this image of recovery; the alcoholic
leaves an old self behind and becomes a new person. In AA recovery,
telling one's story of conversion from drunkenness to sobriety acts as a
model for interpreting the past and a basis for "recreating" the self
(Thune, 1977). Crucial disclosure dilemmas emerge for individuals whose
life experiences include non-alcohol related stigmatizing features. In
Mmainstream AA groups, predominantly white, heterosexual and middle
Class, lesbians may not attain the degree of affiliation needed for
Successful recovery because they cannot safely disclose their life
Stories.

Researchers have been fascinated by the process of recovery in AA.
Taylor's (1979) model of recovery in AA has five stages: (a) "hitting
botton, (b) simplification, (c) "honeymoon," (d) re-emergence of life
Problems, and (e) perpetual recovery. A crisis event (hitting bottom)
usually Precipitates helpseeking, which leads to professional treatment,
S inv°1Vement or both. Recovery, in this stage process, is viewed as

begin
ginning i, the drinking period via a "drive toward surrender" (Zweben,
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1986) in which the individual seems to be subconsciously preparing to
*hit bottom" (Taylor, 1979; Trice, 1959). In the simplification phase,
other AA members assist the novice to focus all of his/her energy on the
task of not drinking, no matter what (Taylor, 1979). For example, the
bodily and behavioral changes of early recovery, including appetite
swings, grief, depression, irritability, and sleep disturbances (Hoffman
& Estes, 1987) are addressed in the AA slogan "H-A-L-T," meaning "Never
get too hungry, angry, lonely or tired." With the establishment of a
new life pattern free of alcohol use, there is elation, a type of
honeymoon. At some point in this honeymoon phase, life problems that
vere temporarily overshadowed by the alcohol crisis re-emerge. Then,
according to the model, long term efforts toward recovery begin. In the
phase of perpetual recovery one becomes "sober" rather than merely
"dry."” The "new person" works intensely to deal with daily struggles,
while developing the ability to handle problems which contributed to
past drinking (Taylor, 1979).

As for the effectiveness of AA, the anonymity, ambiguity and
fluidity of AA’'s membership make consistent estimates of the program’s
success virtually unobtainable (Leach & Norris, 1977). Longer term AA
members have been observed to attend fewer meetings (Leach, 1973).
Nevertheless, AA is largely a "way of life" internalized by its
adherents. Therefore, meeting attendance alone is not an accurate
criterion of its success (Kus, 1988b). Many alcoholics do not find a
wvay of life in AA and return to drinking (Vaillant, 1983). But of those
introduced to AA who subsequently resume drinking, some return to AA at
a later point. They often report that exposure to AA changed their

perceptions about alcohol, e.g., "AA spoiled my drinking" (Brown, 1985).
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AA appears to be a positive influence in maintaining recovery for
those who are well affiliated into its ranks. Problem drinkers’
identifications with the images presented by other AA members seem to be
crucial to their successful recovery in AA. Accordingly, those at
either end of the spectrum, problem drinkers who avoid AA altogether and
problem drinkers who are well affiliated in AA seem to have fewer
difficulties in recovering from alcohol problems than those who
"misaffiliate” or respond ambivalently toward AA (Robinson, 1979).

Those (gender unspecified) who have irregular or infrequent AA contact
have a poorer outcome (measured by aftercare attendance and time
abstinent) than either those who make no AA contact or those who are
regular AA attenders (McLatchie & Lomp, 1988). This indicates that AA
affiliation may be easier for certain subgroups, who probably differ
socially and psychologically from subgroups who do not affiliate
(Ogborne & Glaser, 1981; Trice & Roman, 1970). More research is needed
to determine the conditions of AA affiliation for specific subgroups,
regions, and historical periods. The effectiveness of AA for lesbians,
as for other subcultural groups, has not been established.
Yomen and Mutual Help Groups

Historically, women have struggled to gain peer status in AA
(Vourakis, 1989). The development and proliferation of women-only and
other "special interest" AA groups (e.g., atheist, African-American,
dually addicted, Latino, lesbian, gay) suggests that AA still retains a
white, Christian, middle class male aura (Kurtz, 1988; Leland, 1984;
Vourakis, 1989). Lesbians, for instance, report difficulty in
affiliating with predominantly white male AA groups (McNally, 1989).

Women’s AA meetings or all-lesbian AA groups often provide a safer, more

1 3
< ——t
} /
e e
wrm -
<



66

comfortable environment for lesbians to discuss discriminatory
interactions and to normalize multiple stigmas (Hall, 1990b).

In her grounded theory study, Vourakis (1989) documented the
process of AA group selection by recovering women. Group selection is
not a once-and-for-all decision based on compatible demographic
characteristics of joiner and group, but a complex ongoing process
guided by a calculus of personal, group and structural factors. Early
group selection is rather hit-and-miss; later it is more specifically
articulated with personal growth needs. Based on these findings, the
calculus of group selection by lesbians in AA may be expected to change
over time and depend on factors other than sexual orientation, such as
group size, drinking styles, gender and social class. This is an area
for further research.

Women for Sobriety (WFS) is another mutual help group for women
with alcohol problems. WFS was founded by Jean Kirkpatrick, a
sociologist who herself had difficulty affiliating with AA (Kirkpatrick,
1977). Both AA and WFS describe alcoholism as a "disease,” but WFS's
thirteen principles differ from AA’'s twelve steps. They stress
"control” instead of "powerlessness" and define personal growth and
positive thinking more broadly. Compared to AA meetings, there seems to
be a less competitive atmosphere in WFS meetings. For instance, women
appear more open in discussing relapses in abstinence from alcohol
(Kaskutas, 1989). WFS is often attended by women AA members who
supplement their recovery by adding the WFS perspective. Other WFS
members prefer to attend WFS meetings exclusively. It should be noted

that in comparison to AA, WFS is far less accessible to women because it
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is a relatively new organization and has been established only in
limited regions, usually in urban areas.
lesbians and AA

Lesbians have joined AA and other twelve-step programs in
appreciable numbers, as evidenced by the increasing numbers of gay and
lesbian "special interest" meetings. These meetings have been launched
in response to ideological and social barriers in AA, such as sexist
language in AA literature, Christian imagery, homophobic interactions
and anti-gay/lesbian "jokes" (Anderson & Henderson, 1985; Bittle, 1982).
The first all-lesbian/gay AA conference was attended by 178 people in
San Francisco in 1976. Many major metropolitan areas have since hosted
similar annual conferences. 1In 1989, attendance at San Francisco'’s
"Living Sober," the world’s largest lesbian-gay AA conference, reached
5200 (Heins, 1989).

Bloomfield (1990) found that as lesbians remain in AA over a
period of years, their friendship networks increasingly incorporate
lesbians who are also AA members. Retention of AA friends provides a
high level of social support that bolsters continuing participation in
AA. This suggests that social support may be a key aspect of AA for
lesbians who use this form of mutual support. The friends one makes in
AA, rather than other facets, such as AA philosophy and literature, may
be most important to long term recovery.

It may be that twelve-step groups provide a sense of family,
acceptance and spirituality for lesbians who are rejected by churches,
families of origin and other socially supportive institutions because of
their sexual orientation. But some lesbians object to what they see as

an uncritical acceptance of the "twelve-step worldview" by so many of

.
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their sisters recovering from a variety of self-diagnosed addictive
problems (Hall, in review). The danger in affiliating with AA, as they
see it, is that lesbian political activism may be replaced by
individualism and spiritualism (Herman, 1988; Johnson, 1989). A
contrasting view is that recovery programs and mutual help groups are
potentially as liberating or oppressive as participants make them
(McDaniels, 1989). As one lesbian activist put it:

The lesbians I see going in to twelve-step programs are basically

trying to stay alive. They aren’t the people I would see at

political meetings. Without recovery they would probably be dead.

Dead women don’t have any politics (Hall, in review).

Questions about liberation relative to lesbians’ participation in
mutual help groups such as AA need to be examined with more focus on
context, available options, choice of groups and long range collective
outcomes in lesbian communities where the trend toward recovery has been
well established.

Summary

The stigma against women with alcohol problems and the stigma
against lesbians share common negative elements, including
sexualization, imputation of "homosexual desires," immaturity, rejection
of marriage and motherhood, unattractiveness, masculinity, self-hatred,
suicidality, jealousy, aggressiveness and criminality. The mutually
reinforcing qualities of these shared elements make it likely that
stigmatization will be severe for lesbians with alcohol problems (Hall,
1990a) .

The epidemiological study of alcohol problems has not adequately

included women, let alone lesbians. The incidence of alcohol problems

cannot be reliably discerned in stigmatized, hidden communities (Morin,
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1977), but is believed to be significantly higher in lesbians than in
heterosexual women. The focus on genetic etiology has not produced a
viable intervention for preventing or treating alcohol problems to date.
The etiological focus on female biology and sex roles has discriminated
against women, and may be more directed at controlling women than
controlling alcohol problems. This preoccupation has undoubtedly
precluded investigation of other aspects of women’s alcohol problems.
Because of a pattern of disproportionate scholarly attention to white
males, little progress has been made in developing a knowledge base that
addresses the prevention and control of alcohol problems in women.

Research on helpseeking indicates that women’s helpseeking
patterns are different from men’s, but clarification of these
differences necessitates interpretive study of women’s helpseeking
experiences in response to alcohol problems. As the etiology of alcohol
problems remains enigmatic, a single causative variable and the
possibility of a universal treatment are equally unlikely. There is
much variability in terms of treatment strategies, numbers of
interventions in each program, outcome measures and empirical design
vhich mitigates against standardization, consensus and reliability of
findings. Current treatment strategies are not correlated with
etiological factors nor with patterns of helpseeking. The research on
treatment demonstrates clinical and theoretical attempts to "cover the
bases” by combining strategies from biological, psychological and social
models of alcohol problems. Treatment effectiveness data indicates that
only a minimum of empirical control has been achieved in tempering the

impact of alcohol problems. Qualitative methods are more feasible and

- 3
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flexible in the process of identifying approaches to treatment that are
deemed effective and useful by various client groups.

Debate persists as to the efficacy of abstinence or moderation as
recovery goals. Long term recovery remains largely unexplored, though
relapse prevention provides a strategic basis for moving beyond initial
recovery issues to anticipate long term recovery patterns. AA's
effectiveness among selected populations is not known because
quantitative research schemes have sampling difficulties and employ
clinically biased outcome measures.

There is a great need for information on the subjective
experiences of recovery from alcohol problems, helpseeking, treatment,
and mutual help from a lesbian perspective. How do lesbians define
alcohol problems? What actions do they take in their recovery? Do
lesbians have access to treatment for alcohol problems? How are they

Pexceived and treated by health care providers? Are most lesbians who
are recovering from alcohol problems involved in AA? How is AA viewed

by lesbians? What are lesbians’ recovery experiences outside of AA?
How are the experiences of codependency and addiction related for
lesbians? In what other terms might these experiences be expressed?
How are perceptions changing regarding alcohol problems in lesbian
Communities? How do lesbians interpret the role of recovery in their
Personal and collective lives?

This literature review suggests several areas of concern about
Tecovery from alcohol problems in lesbians which have emancipatory
1'lpli.c:at::l.ons, including (a) the political implications of theoretical
Conflicts in the alcohol field about treatment and recovery processes;

(®) the array of social and political influences on women’s drinking,

~—
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sbians’ drinking; (c) the dynamics of race, gender, class
ientation in alcohol problems and recovery; (d) sexist and
assumptions in research; (e) the implications of coercion
in treating persons with alcohol problems; (f) the
" and effectiveness of treatment for women's alcohol

lesbians’ perceptions of caregivers and (h) benefits and
| alternatives to, twelve-step groups. These issues are
n viewing alcohol problems from a critical feminist
If explicated, they could provide contextual information
ndividual experiences in alcohol recovery.
" these issues for further inquiry are embedded in the
which lesbians identify their drinking as problematic and
. response to such problems. The nature of the relationship
ery from alcohol problems and the process of emancipation
importance in building theory to guide nursing practice in
nities. A clearer picture of this relationship is a
ctive of this study.
Research Questions
poses of the current study were to investigate the
problem definition, helpseeking and recovery in lesbians

tify as having alcohol problems. The research questions

lesbians identify their use of alcohol as a problem?
e lesbians’ helpseeking experiences regarding alcohol
s?

lesbians describe and interpret their health care

tions regarding alcohol problems?



72
4, How do lesbians describe their experiences in recovery from
alcohol problems?
5. What are lesbians’ experiences in mutual help groups associated

with recovery from alcohol problems?

R |
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CHAPTER 3
METHODOLOGY
Study Design

This critical ethnographic study of lesbians’ experiences in
recovering from alcohol problems incorporated ethnographic-style
interviewing and critical analysis in the generation of knowledge.
Conceptual and operational definitions of central terms used in the
study can be found in Appendix C. Because of the need for flexibility
and reflexivity in critical ethnographic studies, various strategies for
accessing participants, interviewing, data analysis and dissemination of
findings were explored throughout the research process. Those
strategies that were actually used are discussed here. As the
components of the methodological design are outlined in the following
pages, issues concerning rationale, ethics, the population of interest,
the researcher, and rigor in ethnographic studies are examined.

Ethnography is a tool for understanding a given area of human
experience, including the environment that surrounds it, the history
that precedes it, the intent of the persons who create it and the
pattern that gives it form (Agar, 1980; 1986). Ethnography is a
description of a subculture from member’s point of view (Cohen &
Tripp-Reimer, 1988; Werner & Schoepfle, 1987). Examining descriptions
of real-world situations in terms of motives, goals and values, aﬁd
envisioning a more emancipated future are definitive elements of
critical ethnography (Clifford, 1986; Cohen, 1985). Critical
ethnography validates and interprets descriptive data through comparison
to broader social, economic and political environments. In order to

address emancipatory issues in field research, investigators improvise
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with situational demands. Innovative methods, gathered from a variety
of sources and tailored to the particular needs of the research
situation, are employed (Reinharz, 1983).

This study design required some innovation in terms of making the
research process acceptable and credible for lesbians, who have
historically suffered from the process and conclusions of pathologizing
research. For example, the demographic questions were finely edited to
avoid heterosexual assumption, using words such as "partner" and
*significant other" rather than "spouse" or "husband." Flyers were
Placed in specific locations which would let potential participants know
that the researcher was familiar with lesbian social contexts. The
investigator used self-disclosure selectively to meet participants’
needs to know what memberships and identities were shared by
investigator and participant.

Setting and Sample

The setting of the study was the lesbian communities of the San
Francisco and Berkeley-Oakland areas. Recruitment was from a
community-based population. No recruitment of patients from mainstream
bio-medical health services was done. Inclusion criteria for volunteers
indicated that they be: (a) at least 21 years of age, (b)
self-identified as lesbians, (c) self-identified as having problems with
alcohol, and (d) at least one year into their recovery from alcohol
problems. The last criterion was based on an assumption that women who
have been in recovery for at least a year are able to be reflective
about their own recovery process. Their perceptions and interpretations
about their use of alcohol and strategies for recovery, therefore,

contain a self-analysis beyond the mere reporting of past events.
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Volunteers for participation needed to identify themselves as having an
alcohol problem, but there was no requirement that they label themselves
as "alcoholic" or "addicted,” nor did they have to be members of AA. A
total of 35 women recruited through purposive sampling participated in
interviews during several months of 1990 and 1991.
Recrujtment of Participants

Initial participants were recruited through research notices
posted in selected contexts in local lesbian communities (e.g., women'’s
book stores, The Women’s Building, women'’s cafes and coffeehouses,
lesbian owned businesses) and research notices mailed to lesbian
organizations (see Appendix D). The flyers described the study and
particularly invited the participation of low-income lesbians, lesbians
of color and older lesbians. It was made clear that involvement in AA
or any other mutual help group was not required of participants; non-AA
members were sought to provide a basis of comparison, and to more
accurately represent the diversity of experience within the study
population. Those interested in participating contacted the
investigator by phone and received more information. At that time,
interviews were scheduled with those who agreed to participate.

A second wave of participants was generated by word-of-mouth
referral by initial participants in a snowball fashion (Becker, 1978;
Biernacki & Waldorf, 1981; Burgess, 1984). Eleven women, 31% of the
total sample, responded by telephone after seeing the posted flyers.
Nine women (26%) responded to flyers that were mailed to lesbian
organizations and had been passed along by co-workers and organization
members. Fifteen women (43%) were recruited through snowball sampling.

Recruitment was facilitated by the personal efforts of many individuals
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in the lesbian community, several of whom were never in direct contact
with the investigator. The study was apparently perceived as valuable
and appropriate by many women and word of it was passed along.

Several members of the lesbian community were enlisted as
informants to: (a) help recruit participants, especially those from
ethnic/racial minority groups, (b) provide feedback in response to
selected analyses of the data in terms of its validity and (c) assist in
decisionmaking regarding political, ethical and theoretical dilemmas in
the research process. Informants are generally those persons who share
a narrative understanding of the research situation with the
investigator (Bruner, 1986) and report information about the communities

to which they belong, rather than about themselves (Zelditch, 1962).

Study Participants

Demographic Profile
A demographic profile of the sample of 35 lesbian participants is

provided in Table 1. Twenty-four (68%) identified themselves as
Euro-American, six (17%) as African-American, three (9%) as Latina, one
(3%) as Asian-American and one (3%) as Native American. Ages of
participants ranged from 24 to 54; the mean was 37. The mean length of
time in recovery from alcohol problems was 5.7 years, with a range of 1
to 25 years. Number of years of education varied from 12 to 22, with a
mean of 16.3. All participants had graduated from high school or had
completed equivalency requirements. Twelve (34%) had attended some
college. Twenty-one (60%) had college degrees; among these, 11 had

masters degrees and 2 had doctorates.
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Demographic variable Mean *(SD) Range Frequency

Race

Euro-American 24

African-American

Latina

Native American

Asian-Pacific
Age 37 (7.2) 24-54
Years of education 16 (2.4) 12-22
Annual Income ($000) 27 (12) 9-50
Years in recovery 5.7 (5) 1-25

=W o

Occupation
Business
Counselor
Clerical
Nurse
Social Worker
Laborer/Service
Community Organizer
Student
Homemaker
Teacher

=DM W WS B U

Performer

68
17

26
15
11
11

W W W oN 6O

Note. N = 35,
*SD = Standard deviation.
PThree subjects were unemployed at the time of the interview.

Participants’ incomes were remarkably low relative to their

educational levels. In terms of yearly income, 12 (34%) of the

participants reported less than $20,000, 11 (31%) reported incomes of

between $20,000 and $29,000, 6(17%) reported incomes of between $30,000

and $39,000, and 6 (17%) had incomes between $40,000 and $50,000.
range of yearly income was $9000 to $50,000; the mean was $27,000.

matter of comparison, the average annual pay for 1990 in the San

The

As a
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Francisco metropolitan area was $30,325 (U.S. Department of Labor,
1991) .

Class backgrounds were determined by participants’
self-definitions: 8 (23%) impoverished, 16 (46%) working-class, 10 (28%)
middle-class, and 1 (3%) affluent. By comparing current incomes to
participants’ self-descriptions of economic circumstances in the
households of their youths, 12 (34%) were downwardly mobile, that is,
living at a lower economic standard now than at the time they were
growing up. Eleven (32%) had approximately the same standard of living
when compared to their family of origin and 12 (34%) were categorized as
upwardly mobile.

Figure 1 illustrates the occupational profile of participants.
Thirty-four percent were employed in health occupations, many of them in
HIV services or substance abuse fields. The subject matter of the
research was obviously a factor in this occupational distribution; in
addition: (a) women are more often employed in help-related fields, (b)
lesbians choose HIV-related work in solidarity with women and gay men

living with HIV, and (c) entering the substance abuse counseling field

Busliness 26% Homemaker 3%

3% Counselor 42%
Performer A€ HERlth D4%
1% Nurse 33%
Clerical 25%
Teacher 3% Soclal Worker

Student 6% og 6% Community Organizer
Laborer/Service

Figure 1 Occupational profile
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in recovery may solidify one’s commitment to growth or provide a change
from work one considers incongruous with recovery.

Of the 35 participants, 16 (46%) reported being in a partnered
relationship with another woman at the time of the interview. Since
these women did not have access to their partner’s income or benefits,

and in only about half of the cases did they share a residence,

categorization of yearly income reflects the participant’s income alone.

Eight (23%) of the total had borne one or more children, five of whom
had one or more dependent children living at home at the time of the
interview. All of the women who were parenting dependent children had
yearly incomes below the average annual pay for San Francisco. Eleven
(31%) of the participants had been married or had long term male
partners at some time in the past; all of these women were between 36
and 47 years of age. None were in marriages or partnered to men at the
time of the interviews.

Twenty-two (633%) of the participants reported that they had no
current religious affiliation. The 13 (37%) who identified current
religious affiliation stated them as follows: 3 Catholic, 2 Jewish, 2

Unitarian, 2 Wicca, 1 Protestant, 1 Zen Buddhist, 1 Metaphysical and 1

New Age.

Addiction and Abuse Histories

All 35 reported problems with alcohol use, which was a criterion
for inclusion in the study. Many participants reported more than one
addictive problem, as shown in Figure 2. Only three participants (9%)
Sstated that alcohol was their only addictive problem. The other 32
(91%) were polydrug abusers, consistent with current trends among

Problen drinkers in general. Drugs used other than alcohol included
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2 Problems
31%
‘ 1 Problem
% 9%
<
‘z. xxx'
RN 4 Problems
14%
3 Problems
48%
Figure 2 Number of addictive problems reported by each : e
participant (N=35) -’
; it
cocaine, marijuana, amphetamines, LSD, heroin, and laxatives. Twelve
s
(34%) of the total reported difficulties with food, eight (23%) with -
i
"codependency," four (11%) with sexual compulsivity, and two (6%) with i “;}
compulsive spending. e f”;:
Twenty-one (60%) participants reported that their primary ;“‘“::;J”
addictive problem was alcohol. Figure 3 depicts the other addictive j JQw\u,;;
-
mm L

problems participants prioritized as the most problematic for them.

Twenty-six (74%) reported being children of at least one problem
drinking parent, commonly referred to in twelve-step vernacular as Adult
Children of Alcoholics (ACA). Twenty-two (63%) reported that as
children they experienced some form of abuse including physical, mental
and/or sexual. Sixteen (46%) reported a specific history of childhood
sexual abuse (CSA). Only five women (12%) in the sample had neither a
problem drinking parent nor a history of childhood abuse. Remarkably,
all participants reporting three or more addictive problems also
reported histories of ACA, childhood abuse or both. Of the 16

participants reporting childhood sexual abuse (CSA), 14 reported at

least three addictive problems.

D
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Al .
cohol 60%
Gocaine 7%
Food 1%
Relationshipe 0%
Other Drugs ]ﬁ“ . ‘ :
1 ) L LI T ] L) s
0% 10% 20% 30% 40% 50% 60% 70% < °
Peroentage of Particlpants
H ) l“’
b
Figure 3 Primary addictive problem reported by each participant R
(N=35) L
l.“:.“:-‘ * :‘. 1
The figures on abuse histories represent only those cases in which e o <
~ wWSvenes T
disclosure of such abuse was volunteered in the midst of the interviews, g -
Iy S z
since this information was not directly solicited in the demographic or L
I

interview questions. These figures may be underestimates of actual
incidence in this group. Dissociation is a common defense mechanism in
those who suffer childhood abuse, therefore it is possible that some
participants who did not report abuse may not have been aware of having
experienced such abuse at the time of the interview. Among those who
Vere aware, some may have been unwilling or unable to initiate
conversation about it in a research interview.
Urinking Patterns

Standard alcohol use questions were used to ascertain the degree
°f heavy drinking, drunkenness and related problems that occurred during
the last 12 months of participants’ alcohol use (see Appendix E). These

ltems were adapted with permission from general population surveys of

y
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drinking practices and alcohol problems used by the Medical Research
Institute, Alcohol Research Group at University of California, Berkeley.
Because of a perception in the lesbian community that psychometric
research may be used to reinforce pathologizing theories about lesbians
(Hawkins, 1976), the number of forced-choice items was kept to a minimum
in this study.

For some women the last year of their drinking had occurred only
one year prior to the interview, while for some others it was 10, 15 or
even 25 years earlier. Variability in memory for these events
diminishes the reliability of their estimates. Thirty-three informants
answered these questions; two participants declined because they

believed the questions were irrelevant to their experience.

Almost daily
3-4 x/week
16%
1-2 x/week
3%
Daily
12%

>=2 x/day
43%

Figure 4 Frequency of alcohol use in last
year of drinking (N=33)

In describing their frequency of alcohol use in the last year of
drinking, all participants drank at least a few times a week and half

drank at least daily (see Figure 4).
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Frequency of drunkenness (self-defined) in the last year of
drinking is illustrated in Figure 5. Seventy-two percent reported
drunkenness at least 3 times per week. Cross referencing reported
frequency of drinking with frequency of drunkenness, 21 (64%) of these
33 participants would be termed heavy drinkers with frequent drunkenness
in their last year of drinking. No participants could be categorized as
light drinkers. Clearly, the amount of drinking reported reflects

patterns seen among problem drinkers rather than social drinkers.

>=3 x/week
45%

<=once a month
12X

>=2-3 x/month
16%

Figure 5 Frequency of drunkenness in last
year of drinking (N=33)

Table 2 details reported consequences of alcohol problems during
the last year of drinking, which included families or friends expressing
concern, losing friends, missing work, receiving warnings from health
care providers, and losing partners. Table 3 lists the alcohol
problem-related resources contacted during the last year of drinking

including health care personnel and services as well as law enforcement.
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Table 2

aque (N=35)
Consequences Frequency ]
Family/friends concerns 25 76
Loss of friends 16 48
Illness resulting in work absenteeism 13 39
Warnings from health care providers 9 30
Loss of partner 6 18

Table 3

. Contgct With Resources in Last Year of Drinking (N=35)
Resource Frequency %
Therapist 17 48
Alcohol treatment program 13 36
Police 8 24
Mental health center 7 21
Hospital/emergency room 6 18
Judicial system 5 15

Data Collection
Interview Process
The task of ethnographic research is to gain an understanding of
insiders’ views, and to identify problematic features of the social
world in question (Denzin, 1978; Wiseman, 1970). Meanings members
derive from their experiences are the bases for their actions, thus they
are analysts of their own perceptions (Schwartz & Jacobs, 1979).
Furthermore, there are natural means for transmitting insiders’
knowledge to outsiders; by role-taking researchers merely tap into these
Processes (Lofland, 1971). This requires immediacy and intimacy in a

face-to-face situation, like in the interviews for this study. In
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addition to being a data gathering technique, interviewing is a social
act in which interviewer and interviewer coparticipate (Briggs, 1986).

All interviews were conducted by the investigator between April
1990 and February 1991. An interview guide was used in interviews,
which lasted on the average about 2 hours (see Appendix F). Generally,
participants were invited to talk about self-recognition of alcohol
problems, patterns of helpseeking, pathways to sobriety, strategies for
recovery, avoidance of relapse, barriers to recovery, and perceptions of
professional treatment and twelve-step groups.

A goal in interviewing was to elicit narratives, which are stories
having a temporal structure of beginning, middle and end. Even where
ansvers to interview questions appeared to be unrelated, the participant
was allowed to continue with a minimum of interruption (Mishler, 1986).
Interview questions were relatively non-standardized, that is, fixed in
meaning but not in wording. Broad questions were preferred over
specific ones (Gorden, 1980). Defensiveness in stigmatized groups was
minimized by the use of "how" rather than "why" questions (Becker,
1978). The investigator attempted to avoid questions that suggested a
specific "party line® answer (Agar, 1980).

The interview is one of the major means of data collection in
nursing practice and research. Too often, however, the interview
remains an unexamined aspect of qualitative research. Usually errors in
interview research involve the imposition of one set of communication
Norms on a community that organizes talk differently from the
Iesearcher’s community. The interviewv must be seen as a communicative

event , not a neutral vehicle for observation (Briggs, 1%26; Mist.ler,

1986) . Attention to the unseen context, the shared idiosyncratic
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knowledge on which the interaction is based, is needed in order to
interpret interview data. The structure of a story or episode may be as
revealing as its content (Agar, 1980). The construction of a standard
format for interview assessment in a given study is a means of
systematically analyzing context (Briggs, 1983).

This study used three means of assessing the interview process
itself. First, at the conclusion of every interview, participants were
asked to give feedback about the relevance and inclusivity of interview
questions, their general perceptions of the interview, and their ideas
about how it might be improved. Their suggestions and comments were
used to guide subsequent interviews. Second, the investigator devised
and used a systematic interview assessment guide to record fieldnotes
about each interview (see Appendix G). The systematic interview
assessment guide prompted the investigator to record nonverbal
communication in the form of gesture, posture, and body language
(Mehrabian, 1981). Power dynamics, redefinition of questions by
participants, hesitation, resistance, and interruptions were also noted.
Special emphasis was given to determining motivations of participants
and researcher, and the consequent definitions they gave to the
interview situations. For example, in some cases it was apparent from
the inquisitiveness of participants that understanding the research
Process itself and ensuring the accurate preservation of their stories
in that process was a salient motivation. The interview assessments
were helpful in corroborating the presence of ideological tension by
Pinpointing areas of anxiety and ambivalence. For example, when asked
about negative aspects of AA, some participants became hesitant or

resistive because as AA members they believed the AA program should not
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be questioned or criticized. Field notes about interview processes were
helpful in data analysis. For instance, in the case of accounts that
were relatively abbreviated, providing a minimum of information, field
notes provided information about setting and emotional interaction,
ruling out possible environmental conditions that could have affected
disclosure in these interviews. Third, a research diary was kept
throughout the period of the study in which the investigator documented
her reflections, emotional reactions, and theoretical insights on an
ongoing basis. Impressions of interview processes made in the research
diary were used later to identify commonalities and differences among
the interviews during data analysis activities.
ew cedu
Potential participants contacted the investigator by telephone or

were contacted via telephone by the investigator after referral by key
informants or other participants. The investigator described the study
briefly, answered questions and negotiated an interview time.
Interviews were scheduled for a time and place of the participant’s
choosing that was adequately private. Most interviews were conducted in
Participants’ homes. A few were done in women'’s coffeehouses. Upon
meeting informed consent was obtained. An information sheet was
Provided to all participants as well as a verbal explanation of the
Procedure and purposes of the study (see Appendix H). Volunteering by
verbal agreement constituted consent to participate; no written records
containing names or signatures were kept. It was clarified in plain
laﬂsllage that participants could choose to answer all, some, or none of
the questions asked in the interview. They were told that they could

termi mate participation at any point they so desired, without any
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repercussions. The information sheet also informed participants of the
risks of their involvement, primarily the effects of emotional
vulnerability experienced in talking about alcohol-related problems and
in recalling painful episodes.

The information sheet bore the investigator’'s name and telephone
number in case of: (a) questions or concerns that might arise after the
interview, (b) desires to share additional insights not discussed in the
interview and (c) referrals of study volunteers. Participants were

offered the option of filling out a small card with name and address in

order to receive a summary of the study results. These cards were added

to a general mailing list and kept separate from other study materials.
Each interview meeting began with a series of demographic
questions (see Appendix I). Then the alcohol use assessment was done
(Appendix E) followed by the ethnographic interview. At the end of the
interview the investigator spent 10-15 minutes with each participant in
order to: (a) address questions or concerns arising from the interview
process, (b) observe that participants were not emotionally distraught
or exhausted as a result of their participation and (c) reinforce the

investigator’s availability by telephone should any concerns about the

interview arise later. A few times participants declined to answer an

interview question or to provide a piece of demographic information. No

Participant terminated her interview. On several occasions participants
became emotionally distressed and tearful in response to material they
were disclosing, but in none of these instances did the distress exceed
an understandable expression of feeling, nor was an intervention needed
othex than active listening on the part of the investigator. The

intexviews were taped via a standard audiocassette recorder; no
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participants objected to this recording. Field notes of the content and
process of the interview were handwritten by the investigator
immediately after the interview and typewritten within the subsequent
two weeks.

Data Analysis

Analysis of the interview data was oriented toward moving beyond
mere description to integrate participants’ accounts within the larger
historico-political framework (Bruner, 1986; Denzin, 1978; Mishler,
1986). Ethnography can be seen as a narrative with a particular kind of
structure. Contemporary narratives often depict the past as
*exploitation" and the future as "emancipation." Temporally,
ethnographic data represents the present in that narrative story
(Bruner, 1986; Mishler, 1986). Hence, the personal becomes historical
(Geertz, 1973). The narratives from individual accounts in this study
were considered to also be communicating a collective story (Richardson,
1988). Critically reflexive ethnography reaches its conclusions within
historical contexts, thereby facilitating unity between theory and
practice (Webster, 1983).

Initial data analysis began simultaneously with initial
interviews, thus subsequent data provided theoretical comparisons (Agar,
1980; Hammersley & Atkinson, 1983; Schwartz & Jacobs, 1979). The
investigator discussed emergent themes with colleagues in women'’s health
and with informants representing various segments of lesbian communities
throughout the period of the research. Repeated auditing of interview

tapes wvas a key basis for the analysis (Mishler, 1986). The
inve stigator listened to the interview audiotapes multiple times in the

early analysis period. Later in the analysis the audiotapes were
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consulted selectively for clarification purposes. The audiotapes
remained the primary data record. Written texts of the interviews were
also generated for constant comparative coding and narrative analysis
through verbatim transcription accomplished by the investigator.

General Analytic Strategies
Three general analytic strategies were used in dealing with the
data as a whole: constant comparison, narrative analysis, and matrix
analysis. Their use is described in the following sections.
Constant Comparison
The data were coded, using constant comparison (Glaser, 1965;
Glaser & Strauss, 1967) to explore antecedents, conditions, consequences
and characteristics, organizing these data according to a code book.
Initial coding served to organize topics, and focused codes were used to
define categories. Codes were constructed to represent participants’ in
vivo categorization schemes and assumptions as well as to make note of
ideas that were missing in the data (Charmaz, 1983). For example, it
was noted that returning to social drinking was not a topic referred to
by participants. Coding schemes were arranged to accommodate diversity
vithin the participant group, rather than to "homogenize" the data and
obgscure intragroup differences. For example, rather than assuming that
"hitting bottom" was a fairly standard experience for those having
alcohol problems, in the analysis this phenomenon was broken down into
more specific concrete behaviors and thought processes about which there
were variable experiences and opinions.
Narxative Analysis
Narrative analysis includes consideration of the temporal order of

eévents, individual and group differences, story structures,
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discontinuities in discourses, and coherence within stories (Agar &
Hobbs, 1982; Bruner, 1986; Mishler, 1986). The following questions
informed narrative analysis in this study: What kinds of stories were
told? What ideologies are embedded in these stories about lesbians and
alcohol? Who are significant characters in these stories? What
contradictions exist within and between the various accounts?

The initial narrative analysis depended heavily on ways of
representing each woman’s interview as a whole. This was accomplished
by constructing visual and written synopses of each account that could
be compared and contrasted for common themes, differences and patterns.
Pictures and diagrams were drawn to assist in this process. Adequate
paraphrases (Polanyi, 1985; Stevens, Hall, & Meleis, 1992) were also
constructed. This narrative technique allows one to write a shortened
version of the interview that contains the main plots and contexts in
which actions occurred, the characters involved, and participants’
evaluations of story events.

Time lines were constructed, representing each participant’s
history of coming out, alcohol and other drug use, transition to
recovery, significant recovery events, health problems, health care for
alcohol problems, use of mutual help groups, individu<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>