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CE-2638: Course Exam Questions
These Exam Questions are based upon the information presented in the course material. You
should choose the best answer based upon the information contained within the course
material. A score of at least 70% correct answers is required to receive Course credit.
GOOD LUCK!

1. According to this study, stigma is defined as a negative appraisal of an individual
based on a particular characteristic, including:
a. Drug abuse
b. Religion
c. Sexual Orientation
d. Social Stature
2. Which type of stigma is NOT relevant for characterizing the experiences of ACoA
(according to this study):
a. Discrimination stigma
b. Disclosure stigma
c. Negative aspect stigma
d. Positive aspect stigma
3. Positive aspect stigma occurs when individuals believe their experiences have
made them:
a. Socially isolated
b. Resilient
c. Guilty
d. Optimistic
4. Which of the following is NOT a predictive factor of stigma?
a. Severity of alcohol dependency
b. Avoidance about alcoholism
c. Frequency of alcoholism
d. None of the above
5. ACoA tend to have lower self-esteem possibly due to:
a. Feeling excluded
b. Positive aspect stigma
c. Their own addictions
d. None of the above
6. What refers to the ability of an individual to positively overcome unfavorable
conditions?
a. Optimism
b. Avoidance
c. Experience
d. Resilience
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7. Types of protective factors for children do NOT include:
a. Support from family
b. Support at school
c. Support from local services
d. Support from sports teams
8. What items combined to measure the severity of a parent’s alcoholism?
a. Days per week of drinking
b. Drinks per sitting
c. Child’s characterization of severity of alcoholism
d. All of the above
9. Positive aspect stigma was positively associated with:
a. Discrimination stigma
b. Self-esteem
c. Resilience
d. Both B and C
10. What could potentially help promote more positive outcomes for ACoAs?
a. Frequent exercise
b. Characterizing alcoholism as an illness
c. Ongoing discussion
d. Characterizing alcoholism as a character flaw
11. What is one potential limitation of this study?
a. The majority of the sample was already seeking help
b. The majority of the sample were themselves alcoholics
c. The majority of the sample were men
d. The majority of the sample participated for financial gain
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ABSTRACT

Alcoholism is a highly stigmatized condition, with both alcohol-dependent individuals and family
members of the afflicted experiencing stigmatization. This study examined the severity of a parent’s
alcoholism and family topic avoidance about alcohol as two factors that are associated with family
members’ perceptions of stigma. Three dimensions of stigma were considered: discrimination stigma,
disclosure stigma, and positive aspect stigma. In addition, this study assessed associations between
perceived stigmatization and individuals’ experiences of depressive symptoms, self-esteem, and resilience. Adult children of alcoholics (N = 622) were surveyed about family conditions, perceived stigma,
and their emotional and psychological well-being. Regression analyses revealed that the severity of a
parent’s alcoholism predicted all three types of stigma for females, but not for males. In addition, family
topic avoidance about alcohol predicted all types of stigma for males and discrimination stigma and
positive aspect stigma for females. With few exceptions, the three types of stigma predicted depressive
symptoms, self-esteem, and resilience for both male and female adult children of alcoholics. The results
are discussed in terms of their implications for promoting a family environment that mitigates stigma
and encourages emotional and psychological well-being.
In 2012, approximately 3.3 million deaths worldwide were due to the harmful use of alcohol (World
Health Organization [WHO], 2014). Individuals who abuse alcohol are susceptible to a variety of negative
health outcomes (Rehm et al., 2009) and display inappropriate social behaviors (Klingemann, 2001;
Schomerus et al., 2011a). General societal perceptions tend to characterize alcohol-dependent individuals as irresponsible and lacking in self-control (Schomerus et al., 2011b). Research in the United
Kingdom found that 54% of the population believes alcohol-dependent individuals are personally to
blame for their own problems (Crisp, Gelder, Goddard, & Meltzer, 2005). In the United States, a person’s
own bad character or the way they were raised are more likely to be identified as reasons for alcoholism
than they are for other types of mental illness (Schnittker, 2008). In addition, people prefer greater social
distance between themselves and alcoholics than between themselves and people with mental illness
(Crisp et al., 2005). The negative social perceptions of alcoholics likely contribute to feelings of stigma
(Room, 2005). Not only does stigma affect the afflicted individual, but also members of his or her family
(WHO, 2014). Children of parents with an alcohol dependency may be reluctant to discuss a parent’s
alcoholism with others if they feel pressured to keep it a secret or to avoid negative stereotypes (Afifi &
Olson, 2005; Burk & Sher, 1990; Caughlin & Petronio, 2004; Lam & O’Farrell, 2011). Thus, the stigma of a
parent’s alcoholism may prevent children from addressing concerns and coping with their surroundings.

The first goal of this study is to identify features in families of
alcoholics that may be associated with increased perceptions
of stigma among adult children of alcoholics (ACoA). The
first condition that is likely associated with greater stigmatization is the severity of a parent’s alcoholism. Parents with more
severe alcoholism are likely to possess traits and enact behaviors that make it difficult for children to conceal their parent’s dependency (Velleman & Templeton, 2007), thereby
exposing themselves to greater scrutiny and potential stigma.
The second condition is the extent to which family members
avoid discussing the topics of alcohol and alcoholism.
Children growing up in families that embrace conversation
demonstrate fewer adjustment problems, better social skills,
CONTACT Marie C. Haverfield
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and increased self-esteem compared to children whose
families discourage discussion (Rueter & Koerner, 2008;
Tajalli & Ardalan, 2010). Families that avoid communicating
about alcohol dependency reinforce perceptions that alcoholism is a taboo and embarrassing condition worthy of stigma,
whereas those that encourage discussion about the illness
might allow family members to express concerns, take ownership of their situation, and grapple more publicly with their
circumstances. Thus, we investigate the severity of a parent’s
alcoholism and family topic avoidance regarding alcohol as
predictors of stigma for ACoA.
The second goal of this study is to examine the relationship
between stigmatization and ACoA’s emotional and
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psychological well-being. Studies have shown that stigma in
various social contexts is associated with emotional distress
(Almeida, Johnson, Corliss, Molnar, & Azrael, 2009; Miller &
Kaiser, 2001). For example, individuals who encounter stigma
related to HIV-AIDS tend to experience increased depressive
symptoms and anxiety (Gonzalez, Solomon, Zvolensky, &
Miller, 2009; Lee, Kochman, & Sikkema, 2002). In addition,
individuals with schizophrenia tend to report decreased selfefficacy and difficulty coping with stressors (Kleim et al.,
2008). Along these lines, we examined depressive symptoms,
self-esteem, and resilience as potential emotional and psychological outcomes of stigmatization for ACoA. The following
sections articulate our logic and report the results of a study
designed to test our predictions.
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Antecedents and outcomes of stigma for ACoA
Stigma can be broadly defined as a negative appraisal of an
individual based on a particular characteristic, including
disorders, ethnicity, drug abuse, or disability (Goffman,
1963). The concept of stigma has evolved to focus on specific
aspects of stigma including perceived stigma, experienced
stigma, and self-stigma (Brohan, Slade, Clement, &
Thornicroft, 2010). Perceived stigma describes how stigmatized individuals think others view their condition (Van
Brakel et al., 2006). Experienced stigma refers to stigmatized
people’s encounters with discrimination (Van Brakel et al.,
2006). Self-stigma is the internalization of being stigmatized,
which can manifest as shame, guilt, and fear (Corrigan &
Miller, 2004; Corrigan et al., 2010). Because this study is
interested in the perceptions and experiences of stigma
held by family members of the stigmatized, we sought to
identify variables that encompassed each of these aspects of
stigma. In addition, some individuals find that coping with a
stigmatizing condition can be an empowering experience
(Stuart, 2014), so we were motivated to include a variable
that accounted for strength in character as a result of being
stigmatized.
With these goals in mind, three particular types of stigma
were most relevant for characterizing the experiences of ACoA:
discrimination stigma, disclosure stigma, and positive aspect
stigma (Dinos, Stevens, Serfaty, Weich, & King, 2004; King
et al., 2007). Discrimination stigma is the negative behavior
that results from prejudice toward a person with a socially
undesirable condition (Corrigan, 2005; King et al., 2007).
Examples of discrimination stigma include job loss, and condescending attitudes and behaviors from others. Disclosure
stigma refers to people’s reluctance to discuss or otherwise reveal
their undesirable condition due to fears of being embarrassed or
rejected. Individuals experiencing disclosure stigma are typically
aware of the stigma associated with their condition or circumstances and refrain from disclosure because they feel embarrassed or guilty about it. Positive aspect stigma occurs when
individuals perceive that a difficult situation has made them
stronger and developed desirable character traits. Those who
perceive positive aspect stigma believe that their exposure to
difficult circumstances has made them more empathetic and
resilient, and therefore less susceptible to negative stigma. In

the sections that follow, we examine the antecedent conditions
and outcomes of stigma for ACoA.

Antecedent conditions that promote or inhibit
stigma for ACoA
The social stigma that alcohol-dependent individuals face has
been well documented (Crisp et al., 2005; Link, Phelan,
Bresnahan, Stueve, & Pescosolido, 1999; Schomerus et al.,
2011b); however, stigma is not limited to the afflicted individual. Family members may also face stigma as a result of
sharing their home with an alcohol-dependent individual,
but significantly less is known about the factors that may
contribute to perceptions of stigma among the family members of alcoholics. Identifying features of the family environment that may exacerbate stigma is important for helping
families promote more positive circumstances to forestall
children’s stigmatization. We identify two features of the
family context that may correspond with perceptions of
stigma for ACoA: the severity of a parent’s drinking problem,
and topic avoidance about a parent’s alcoholism.
The first factor that may predict stigma for ACoA is the
severity of a parent’s alcohol dependency. Given that social
alcohol consumption is a normative behavior in most cultures,
children are less likely to feel stigmatized if their parent’s alcohol
consumption falls within the norms of socially acceptable drinking behavior (cf. Room, 2005). In situations where a parent’s
drinking is more severe and nonnormative, however, that parent
is likely to enact behaviors that make his or her condition more
visible and less acceptable to outsiders. For example, people with
a severe alcohol dependency have the potential for abusive
behaviors and higher relationship distress (Murphy, O’Farrell,
Fals-Stewart, & Feehan, 2001; WHO, 2014). Thus, the increased
severity of a parent’s alcoholism makes it riskier for children to
engage in behaviors that may reveal their parent’s dependency to
outsiders, such as inviting friends into their home, bringing the
parent to school events, or talking about their family situation
with others. In turn, these experiences are likely to be associated
with feelings of marginalization and exclusion for ACoA and an
inability to disclose information about their family out of fear of
embarrassment or rejection (e.g., Keyes et al., 2010; King et al.,
2007). Moreover, embarrassment or prejudice toward ACoA
because of their parent’s drinking problem may make it difficult
for them to find any silver lining in their circumstances.
Accordingly, we advance the following hypothesis:
H1: The severity of a parent’s alcoholism is positively associated with discrimination and disclosure stigma and negatively associated with positive aspect stigma.
The second factor that may influence perceptions of stigma
among ACoA is a family’s topic avoidance about alcoholism.
Although experiences may vary, alcoholic families often
encounter high levels of conflict, communication problems,
inconsistent messages, a failure to maintain rituals, and a lack
of cohesion (Connor, Donovan, & DiClemente, 2004;
Klostermann & O’Farrell, 2013). Alcohol-dependent individuals often communicate to their families with denial and
aggression, which may make family members reluctant to
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broach topics that may elicit a negative reaction (Straussner &
Fewell, 2011). In fact, family members are often discouraged
from communicating about the topic of alcohol to avoid
upsetting the alcohol-dependent parent (Black, 1982).
Families of alcoholics may experience a chilling effect due to
the coercive power of the alcoholic parent, where members
refrain from expressing concern for fear of negative consequences (Afifi & Olson, 2005; Solomon, Knobloch, &
Fitzpatrick, 2004). Children may be particularly vulnerable
to pressures to conceal family secrets due to the imbalance
of family power structures (Afifi, Merrill, & Davis, 2014).
Consequently, discouraging communication alcohol establishes the topic as taboo (Roloff & Ifert, 2000), which reinforces perceptions that a parent’s alcoholism is something that
is embarrassing, shameful, and not to be discussed.
Suppressing conversation can lead to psychological issues
detrimental to ACoA’s long-term well-being (cf. Schrodt,
Ledbetter, & Ohrt, 2007). In addition, avoiding discussion
about a variety of topics can lead to loneliness, impulsivity,
stress, and relationship dissatisfaction (Afifi et al., 2014;
Caughlin & Golish, 2002), which is unlikely to make ACoA
feel as though they were strengthened by their circumstances.
Thus, we advance the following hypothesis linking topic
avoidance about alcoholism with stigma:

emotional and psychological well-being, this study examines
three potential outcomes of stigma: depressive symptoms,
self-esteem, and resiliency.
One potential emotional outcome of stigmatization is
depressive symptoms. Those who experience depressive symptoms often describe negative feelings that include sadness,
anger, and loss (Cassano & Fava, 2002). Depressive symptoms
have been identified as a relevant mental health concern for
many ACoA (Rangarajan & Kelly, 2006). Notably, perceived
stigma is associated with increases in depressive symptoms
(Grov, Golub, Parsons, Brennan, & Karpiak, 2010). The
experience of discrimination stigma is also associated with
an array of mental and physical health conditions (Ahern,
Stuber, & Galea, 2007). Individuals who feel stigmatized
often feel isolated or alone (Dinos et al., 2004), which are
factors that also contribute to depressive symptoms (Kim,
Thibodeau, & Jorgensen, 2011; Link, Struening, Rahav,
Phelan, & Nuttbrock, 1997). As a result of stigmatization,
individuals are less likely to seek treatment for their mental
health issues (Eisenberg, Downs, Golberstein, & Zivin, 2009),
which may exacerbate depressive symptoms. Thus, perceptions of stigma may add to the depressive symptoms experienced by ACoA. Accordingly, we advance the following
hypothesis:

H2: Topic avoidance about alcoholism is positively associated
with discrimination and disclosure stigma and negatively
associated with positive aspect stigma.

H3: Discrimination and disclosure stigma are positively associated with depressive symptoms and positive aspect stigma is
negatively associated with depressive symptoms.

Emotional and psychological outcomes of
stigmatization
Perceptions of stigma may correspond with individuals’ ability to cope with their condition, situation, or environment.
Experiences of stigma are associated with emotional distress
(Miller & Kaiser, 2001; Rüsch et al., 2009), low self-efficacy
(Kleim et al., 2008), anxiety (Lee et al., 2002; Norman,
Windell, Lynch, & Manchanda, 2011), depressive symptoms,
and decreased self-esteem (Johnson & Stone, 2009). These
findings suggest that the stigma associated with having an
alcohol-dependent parent may predict children’s emotional
and psychological well-being. Moreover, alcoholic families
tend to have a strong conformity orientation (Rangarajan &
Kelly, 2006), which means that the family discourages independent thought and conversation, especially about topics
that are considered taboo. Children from high-conformity
families tend to demonstrate more anxiety, more communication apprehension, and lower self-esteem than children from
less conformity oriented families (Afifi et al., 2014; Fitzpatrick
& Ritchie, 1994), which may stem from their inability to
promote an individual identity that is distinct from the stigmatizing conditions of their family. On the other hand, some
individuals who experience stigma report a sense of strength
from overcoming adversity (Shih, 2004; Stuart, 2014).
Similarly, some ACoA have demonstrated the capacity to
positively adapt to adverse family circumstances and display
resilience (Johnson, Gryczynski, & Moe, 2011; Palmer, 1997).
To further explore relationships between stigma and ACoA’s

ACoA’s self-esteem may also be associated with their perceptions of stigma. Self-esteem refers to an individual’s perception of their self-worth (Baumeister, 1993). Individuals
with high self-esteem tend to have increased self-confidence,
whereas individuals with low self-esteem tend to experience
feelings of inadequacy. In previous research on individuals
with serious mental illness, stigma was associated with
decreased self-esteem (Ilic et al., 2012; King et al., 2007;
Link, Struening, Neese-Todd, Asmussen, & Phelan, 2001).
Among ACoA, feeling excluded or silenced as a result of a
parent’s alcohol dependency may be associated with diminished self-esteem (Barnard & Barlow, 2003). In general, ACoA
do tend to have lower self-esteem than children raised in
nonalcoholic homes (Beesley & Stoltenberg, 2002;
Rangarajan & Kelly, 2006). In contrast, individuals who
experience positive aspect stigma may have a more positive
self-image because they have witnessed their own capacity for
overcoming adversity (Shih, 2004; Stuart, 2014). Accordingly,
we advance the following hypothesis:
H4: Discrimination and disclosure stigma are negatively associated with self-esteem and positive aspect stigma is positively
associated with self-esteem.
A final aspect of ACoA’s psychological well-being that may
be related to stigma is their capacity for resilience. Resilience
refers to the ability of an individual to positively overcome
unfavorable conditions (Goldstein & Brooks, 2005; Palmer,
1997). The objective in achieving and maintaining resilience is
the ability to overcome psychological risk (Friedman &
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Chase-Lansdale, 2002). Children often develop resilience
based on protective factors in their environment that compensate for their exposure to negative conditions or experiences (Velleman & Templeton, 2007). Types of protective
factors include support from the family, support at school,
or support from local services. Although some individuals feel
empowered by overcoming stigma (Shih, 2004; Stuart, 2014),
others may struggle to overcome the hardships and setbacks
from being stigmatized. For example, one study found that
discrimination stigma among individuals living with HIV/
AIDS is negatively associated with their capacity for resilience
(King & Orel, 2012). Thus, ACoA who experience discrimination and disclosure stigma may struggle to become resilient,
whereas those who experience positive aspect stigma may
demonstrate more resilience because they are able to see
how their circumstances have contributed to their strength.
Following this logic, we propose the following hypothesis:

Procedures
The researchers posted announcements about the study in
online listservs and websites with a link to complete the online
survey. Individuals who were interested in participating in the
study were instructed to follow the link, where they were asked
to provide their consent to participate in the study and complete
an online survey. The survey included measures to assess the
severity of a parent’s alcoholism, family topic avoidance about
alcoholism, perceptions of stigma, depressive symptoms, selfesteem, and resilience. At the end of the survey, participants were
instructed to e-mail a completion code to the researchers if they
were interested in receiving a $15 gift card.3 The survey was
launched in October 2012 and ended in December 2012.
Measures

H5: Discrimination and disclosure stigma are negatively associated with resilience andpositive aspect stigma is positively
associated with resilience.

All multi-item scales were subjected to a confirmatory factor
analysis to ensure unidimensionality, internal validity, and
external validity (Hunter & Gerbing, 1982). Criteria for a
good fit factor structure were set at χ2/df < 3.0, CFI > .90,
and RMSEA < .10. All scales achieved an acceptable model fit.
Composite scores were computed as the mean of scale items.

Method

Severity of a parent’s alcoholism

To investigate our hypotheses, we developed an online survey to examine the associations between the severity of a
parent’s alcoholism, family topic avoidance about alcoholism, perceived stigma, and ACoA’s emotional and psychological well-being in adulthood. Participants were recruited for
the study through listervs and websites geared towards providing support for family and friends of alcoholics (e.g.,
www.ncadd.org; www.al-anon.alateen.org; www.breining.
edu). Individuals were eligible to participate in the study if
they were 18 years of age or older, were a self-proclaimed
child of an alcoholic parent, and had Internet access. The
first 200 individuals to complete the survey received a $15
gift card to a national retailer.

Three items were combined to establish a comprehensive measure of the severity of a parent’s alcoholism. The items
included: (a) “On average, how many days per week does/did
your father/mother drink?”; (b) “On average, how many drinks
does/did your father/mother have in one sitting?” (a drink is
defined as = one 2-oz shot of liquor, OR one mixed drink with
one 2-oz shot of liquor, OR 12 ounces of beer, OR one 4-ounce
glass of wine); and (c) “How would you characterize the severity of your father’s/mother’s alcoholism?” (with options of
functional alcoholic, intermediate alcoholic, and chronic severe
alcoholic). The number of days a parent drank each week was
positively correlated with the number of drinks he or she had
in each sitting (r = .19, p < .05) and the characterization of
severity (r = .20, p < .05), and the number of drinks in each
sitting was positively associated with the characterization of
severity (r = .29, p < .001). Given that the individual items
were positively correlated, we created a composite variable for
the severity of a parent’s alcoholism that averaged the z-scores
across the three items (M = .02, SD = .61).

Sample
The sample consisted of 622 ACoA (537 female, 85 male).
Participants ranged in age from 18 to 87 years (M = 47.96,
SD = 14.41). Most of the respondents were White or
Caucasian (91.5%), with others identifying as Hispanic/
Latino (4.3%), Native American (2.2%), African American
(2.2%), Asian-Pacific Islander (1.4%), Middle Eastern (0.2%),
and 1.4% other. Respondents lived in 48 different states, as
well as Canada and the Virgin Islands.1 The majority of
participants had an alcoholic father (76.6%), with relatively
fewer alcoholic mothers (23.4%).2
1

Topic avoidance about alcohol
We developed items to measure the extent to which the family
discussed or avoided the topic of alcohol. Participants
responded to four items on a 7-point scale (1 = strongly disagree, 7 = strongly agree): (a) “In my family, we were open

Even though the sample is skewed, participants are representative of the support groups from which we recruited; for example, Al-Anon membership is
86% female and 91% Caucasian (Al-Anon Family Groups Membership Survey, 2012).
2
The original sample consisted of 968 respondents. In that sample, 346 individuals indicated that both parents were alcoholics. These individuals were
eliminated from the sample for this particular article to allow for more parsimonious analysis of the severity of a parent’s alcoholism as a predictor of
stigma. This resulted in a sample of 622 individuals.
3
After the 200 gift cards had been distributed, we posted an announcement at the start of the survey indicating that all of the available gift cards had been
claimed but that individuals were welcome to still complete the survey without receiving compensation.
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about the topic of alcohol” (reverse coded); (b) “In my family,
we avoided the topic of alcohol”; (c) “I felt comfortable talking
to my alcoholic parent about his/her alcoholism” (reverse
coded); and (d) “My siblings and I avoided the topic of our
parent’s alcoholism” (M = 4.91, SD = 1.56, χ2/df = 1.12,
RMSEA = .01, CFI = .99, α = .68).
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Stigma
We used the King et al. (2007) stigma scale to measure
perceptions of stigma. The stigma scale was originally developed to assess perceptions of stigma related to mental illness,
so the items were revised to reflect stigma associated with
being an ACoA. Average reliability for the scale in various
studies ranged from α = .84 to α = .89 (Garg, Chavan, & Arun,
2012; Mizock & Mueser, 2014). Respondents used a 5-point
scale (1 = strongly disagree, 5 = strongly agree) to report their
perceptions regarding three types of stigma: discrimination,
disclosure, and positive aspect. Discrimination stigma was
measured with four items: (a) “Sometimes I feel that I am
being talked down to because of my parent’s alcohol problems”; (b) Very often I feel alone because of my parent’s
alcohol problems”; (c) “I would have had better chances in life
if I had not had an alcoholic parent”; and (d) “ Having an
alcoholic parent makes me feel that life is unfair” (M = 3.61,
SD = 1.56, χ2/df = 1.19, RMSEA = .02, CFI = .99, α = .68). Five
items measured disclosure stigma: (a) “I worry about telling
people I have an alcoholic parent”; (b) “I do not feel embarrassed because of my parent’s alcoholism” (reverse coded); (c)
“I avoid telling people about my parent’s alcoholism”; (d) “I
feel the need to hide my parent’s alcoholism from my
friends”; and (e) “I find it hard telling people I have an
alcoholic parent” (M = 3.22, SD = 1.61, χ2/df = 1.27,
RMSEA = .02, CFI = .99, α = .82). Finally, three items
measured positive aspect stigma: (a) “Having an alcoholic
parent has made me a more understanding person”; (b)
People have been understanding of my parent’s alcoholism”;
and (c) “My parent’s alcohol problems have made me more
accepting of other people” (M = 4.48, SD = 1.55, χ2/df = 1.35,
RMSEA = .02, CFI = .99, α = .67).

Depression
Depressive symptoms were measured by the Center for
Epidemiologic Studies Depression Scale (CESD-R; Wood,
Taylor, & Joseph, 2010). Reliabilities in various studies have
ranged from α = .85 with general populations to α = .90
among psychiatric populations (Edwards, Cheavens, Heiy, &
Cukrowicz, 2010; Sowislo & Orth, 2013). Participants
responded using a 6-point scale (1 = strongly disagree,
6 = strongly agree) indicating agreement with statements
that described their feelings in the past week. Six items measured depressive symptoms: (a) “I felt depressed”; (b) “I
thought my life had been a failure”; (c) “I had crying spells”;
(d) “I felt sad”; (e) “I could not get going”; and (f) “I am
happy with how I look” (reverse coded) (M = 3.04, SD = 1.28,
χ2/df = 1.64, RMSEA = .04, CFI = .99, α = .84).
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Self-esteem
To assess self-esteem we used items that assessed the degree of
confidence in one’s personal values and self-image (Blascovich &
Tomaka, 1991). Reliabilities in various studies have ranged from
α = .86 to α = .92 (Kernis, Lakey, & Heppner, 2008; Seery,
Blascovich, Weisbuch, & Vick, 2004). Respondents reported
their agreement with items on a 5-point scale (1 = strongly disagree, 5 = strongly agree). Five items were adopted to measure selfesteem: (a) “I feel that I am a person of worth, at least on an equal
plane with others”; (b) “I feel that I have a number of good
qualities”; (c) I take a positive attitude toward myself”; (d) “All
in all, I am inclined to feel that I am a failure” (reverse coded); and
(e) “I am able to do things as well as most other people” (M = 3.86,
SD = .91, χ2/df = 1.42, RMSEA = .03, CFI = .99, α = .88).
Resilience
Resilience was measured by items that assessed the degree to
which participants believe they have the ability to cope with
adversity, have the ability to maintain life balance, and have a
positive outlook (Wagnild & Young, 1993). Reliabilities in various studies have ranged from α = .70 to α = .87 (Abiola &
Udofia, 2011; Sagone & De Caroli, 2013). Participants indicated
their level of agreement with six items using a 6-point scale
(1 = strongly disagree, 6 = strongly agree): (a) “Keeping interested
in things is important to me”; (b) “I can usually find something
to laugh about”; (c) “My belief in myself gets me through hard
times”; (d) I can usually look at a situation in a number of ways”;
(e) “When I’m in a difficult situation, I can usually find my way
out of it”; and (f) “I have enough energy to do what I have to do”
(M = 4.58, SD = .93, χ2/df = 2.4, RMSEA = .06, CFI = .98, α = .82).

Results
To assess alcoholism severity and topic avoidance as factors that
predict perceptions of stigma, and how perceptions of stigma
predict depressive symptoms, self-esteem, and resiliency, we
conducted preliminary and substantive analyses using two-tailed
tests of statistical significance and an α of .05. Given that our
sample was heavily skewed with female participants, we were
concerned that the results with a combined sample might reflect
the experiences of daughters of alcoholics but not generalize to
the experiences of sons of alcoholics. Thus, we divided the
sample by sex and ran our analyses on males and females
separately to be able to assess the relative strength of the associations for each sex. Based on a sample size of 537 females, power
to detect small effects (r = .10) was .64 and power to detect
medium (r = .30) and large (r = .50) effects exceeded .99 (Cohen,
Cohen, West, & Aiken, 2003). Based on the sample size of 85
males, power to detect small effects (r = .10) was .15, power to
detect medium effects (r = .60) was .82, and power to detect large
effects (r = .50) exceeded .99 (Cohen et al., 2003).
Preliminary analyses
As a starting point, we assessed all of the bivariate correlations
among our variables for males and females (see Table 1). For
females, alcoholism severity was positively associated with
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Table 1. Bivariate correlations.
V1:
V2:
V3:
V4:
V5:
V6:
V7:
V8:

Severity of alcoholism
Topic avoidance
Discrimination stigma
Disclosure stigma
Positive aspect stigma
Depressive symptoms
Self-esteem
Resilience

V1

V2

V3

V4

V5

V6

V7

V8

—
−.06
.21**
.12*
.01
.08
−.07
.01

.11
—
.13**
.06
−.10*
−.04
−.05
−.05

.04
.41**
—
.40**
−.20**
.32**
−.34**
−.23**

−.07
.33**
.65**
—
−.30**.19**
−.24**
−.17**

.07
−.27*
−.26*
−.28*
—
−.19**
.24**
.22**

.09
−.06
.43*
.28*
−.02
—
−.52 **
−.51**

.02
−.10
−.58*
−.39**
.32**
−.57**
—.63**

−.12
−.11
−.28*
−.20
.29*
−.23
.57**
—
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Note. Female (n = 537) scores are reported below the diagonal; male (n = 85) scores are reported above the diagonal.
*p < .05. **p = .01.

discrimination stigma and disclosure stigma. Topic avoidance
was positively associated with discrimination stigma and negatively associated with positive aspect stigma. Discrimination
stigma and disclosure stigma were positively associated with
depressive symptoms and negatively associated with self-esteem
and resilience. Finally, positive aspect stigma was negatively
associated with depressive symptoms and positively associated
with self-esteem and resilience. For males, topic avoidance was
positively associated with discrimination stigma and disclosure
stigma. Discrimination stigma was positively associated with
depressive symptoms and negatively associated with self-esteem
and resilience. Disclosure stigma was positively associated with
depressive symptoms and negatively associated with selfesteem. Finally, positive aspect stigma was positively associated
with self-esteem and resilience.

associated with discrimination and disclosure stigma for
females, but none of the associations were significant for
males. Thus, H1 received partial support for females but was
not supported for males. Regarding H2, family topic avoidance about alcoholism was positively associated with discrimination stigma and negatively associated with positive aspect
stigma for females, and it was positively associated with both
discrimination stigma and disclosure stigma and negatively
associated with positive aspect stigma for males. Thus, H2 was
partially supported for females and fully supported for males.
Taken together, alcoholism severity and topic avoidance about
alcoholism accounted for 7% of the variance in discrimination
stigma for females and 17% of the variance for males,
accounted for 2% of variance in disclosure stigma for females
and 12% variance for males, and accounted for a nonsignificant portion of variance in positive aspect stigma for females
and 8% variance for males.
The second set of analyses examined depressive symptoms,
self-esteem and resilience as outcomes of stigma (see Table 3).
Each emotional or psychological outcome was treated as a
dependent variable, alcoholism severity and topic avoidance
about alcoholism were entered as covariates at step 1, and
because the three types of stigma are highly correlated we
entered each type of stigma as a predictor in separate models
at step 2. Discrimination and disclosure stigma were positively
associated with depressive symptoms for both males and
females, and positive aspect stigma was negatively associated
with depressive symptoms for females; thus, H3 was supported for females and partially supported for males. The
three types of stigma accounted for 4% to 11% of variance
in depressive symptoms for females and 11% to 25% of
variance for males. When self-esteem was the outcome variable (H4), discrimination and disclosure stigma were negatively associated with self-esteem and positive aspect stigma
was positively associated with self-esteem for both females

Tests of hypotheses
We conducted regression analyses to test our hypotheses. The
first set of analyses contained each of the three stigma types as
dependent variables with alcohol severity and topic avoidance
about alcoholism entered as independent variables (see
Table 2). The severity of a parent’s alcoholism was positively
Table 2. Alcoholism severity and topic avoidance as predictors of stigma.
Discrimination Stigma
Females
R2 Δ β
Step 1
.07***
Alcoholism severity .22***
Topic avoidance
.15***

Disclosure
Stigma
Males Females Males
R2 Δ R2 Δ β R2 Δ β
.17*** .02*
.12**
−.00 .12*
−.11
.41*** .07
.35**

Positive Aspect
Stigma
Females Males
R2 Δ β
R2 Δ β
.01
.08*
.01
.10
−.11*
−.28**

Note. Females, n = 537; males, n = 85. Cell entries are R2 Δ statistics and
standardized β coefficients.
*p < .05. **p < .01. ***p < .001.

Table 3. Stigma as a predictor of emotional and psychological well-being.
Depressive Symptoms
Females
Step one
Alcoholism severity
Topic avoidance
Step two
Discrimination stigma
Disclosure stigma
Positive aspect stigma

R2 Δ β
.01

R2 Δ β

R2 Δ β
.01

.08
−.04
.11***
.04***
.05***

.34***
.18***
−.21***

Self-Esteem

Males
R2 Δ β

Females
R2 Δ β
.01

.10
−.08
.25***
.11**
.00

.55***
.37**
−.05

.11***
.05***
.05***

R2 Δ β
−.07
−.06
−.34***
−.23***
.23***

Resilience
Males

R2 Δ β
.01

R2 Δ β

Females
R2 Δ β
.00

.03
−.10
.36***
.14***
.09*

Note. Females, n = 537; males, n = 85. Cell entries are R2 Δ statistics and standardized β coefficients.
*p < .05. **p < .01. ***p < .001.

−.67***
−.41***
.32*

R2 Δ β

Males
R2 Δ β
.02

R2 Δ β

.07*
.04
.08*

−.29*
−.21
.31*

.12
−.05
.05***
.03***
.05***

−.24***
−.17***
.22***

−.11
−.09

HEALTH COMMUNICATION

and males; thus, H4 was fully supported. The three types of
stigma accounted for 5% to 11% of variance in self-esteem for
females and 9% to 36% of the variance for males. Finally,
consistent with H5, discrimination and disclosure stigma were
negatively associated with resilience and positive aspect
stigma was positively associated with resilience for females,
whereas only discrimination stigma and positive aspect stigma
predicted resilience for males. The three types of stigma
accounted for 3% to 5% of variance in resilience for females
and 7% to 8% of the variance for males.
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Discussion
The goals of this study were (a) to identify features of families
of alcoholics that promote perceptions of stigma and (b) to
examine the emotional and psychological outcomes of stigmatization for ACoA. Results indicated that the severity of a
parent’s alcoholism and family topic avoidance about alcoholism are both significant predictors of stigma for females, but
only family topic avoidance is a significant predictor of stigma
for males. In addition, results indicated that, with few exceptions, both male and female ACoA who feel stigmatized
experience increased depressive symptoms and decreased
self-esteem and resilience. These results suggest that mitigating stigma is an important step in promoting emotional and
psychological well-being for ACoA, and they point to features
of the family system that can be manipulated to manage
perceptions of stigma among family members of an alcoholic.
Alcoholism, family topic avoidance, and stigma
There are a variety of reasons why individuals coping with
alcohol dependency may feel stigmatized. Individuals with an
alcohol use disorder are often viewed as irresponsible
(Schomerus et al., 2011b) and face implicit and explicit discrimination that can lead to the internalization of stereotypes
(Corrigan et al., 2010) and fear of rejection (Room, 2005).
Less is known about the experience of stigma among close
friends and family members of those afflicted with alcoholism.
Our results point to two factors that are associated with
stigma.
First, our findings indicate that the severity of a parent’s
alcoholism is positively associated with discrimination stigma
and disclosure stigma for female ACoA. Given that severe
drinking dependencies are likely to have more visible symptoms
(Klingemann, 2001; Schomerus et al., 2011a), children of alcoholics likely struggle to keep their parent’s alcoholism a secret.
They may also witness their parent being stereotyped or stigmatized, resulting in a heightened awareness of the stigmatizing
effects of alcoholism (Burk & Sher, 1990; Koschade & LyndStevenson, 2011). The results for male ACoA, however, showed
no significant association between the severity of a parent’s
alcoholism and perceived stigma. The males’ effect sizes for
disclosure stigma and positive aspect stigma were similar to or
larger than the female effect sizes, but the small sample size for
males may have limited our ability to detect significant effects.
Notably, the males’ effect for disclosure stigma was also in the
opposite direction of the effect for females. If that effect is robust
and significant in larger samples, we wonder why males may be
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less prone to disclosure stigma than females under especially
severe conditions of alcoholism. One explanation may be that
males tend to disclose less than females to begin with (Dindia &
Allen, 1992). If males are unlikely to want to disclose information about their family in general, perhaps they experience
disclosure stigma less acutely than females. Notably, the association between the severity of alcoholism and positive aspect
stigma was nonsignificant for both sexes. This finding suggests
that silver linings are neither more nor less apparent to ACoA
with particularly severe family alcoholism. One explanation for
this result is that ACoA may become desensitized to their
circumstances when dealing with a parent’s alcoholism that is
especially severe. To the extent that ACoA accept alcoholism as
the family norm and possibly distance themselves from a parent
with severe alcoholism (Rubin, 1996), they may feel as though
they are coping with their family situation but not particularly
strengthened by the experience.
The second feature in families coping with alcoholism that
influences stigma is topic avoidance about alcoholism. For
females, topic avoidance about alcoholism was positively associated with discrimination stigma and negatively associated
with positive aspect stigma. For males, topic avoidance was
positively associated with both discrimination and disclosure
stigma and negatively associated with positive aspect stigma.
Prohibiting discussion about alcohol in the family may suppress
one’s ability to express concern, understand what is going on,
and cope with the effects of having an alcoholic parent (Smart &
Wegner, 1999). The results for positive aspect stigma imply that
when families allow for discussion about alcoholism, children
may have a clearer understanding of their parent’s illness and
their own role within the family. The ability to talk about
alcoholism provides an opportunity to express needs or request
support (Derlega, Metts, Petronio, & Margulis, 1993; Gewirtz &
Gossart-Walker, 2000), which may buffer children from suppressing stressful experiences (Bareket-Bojmel & Shahar, 2011;
Pennebaker, 1985). Notably, there are a variety of reasons why
topic avoidance might be functional for families of alcoholics
(Afifi, Caughlin, & Afifi, 2007); for example, individuals may
not want to burden other family members with distressing
information or may fear that discussing particular topics will
elicit aggressive behaviors. In addition, collective agreement to
hide an illness from individuals outside the family unit may
establish a functional boundary that bolsters family cohesion
(Caughlin & Petronio, 2004). Nevertheless, it is important that
families try not to declare alcoholism a taboo topic in the event
that people need to discuss it. Feeling like you cannot talk about
the issue makes it more taboo and, therefore, more
stigmatizing.
Emotional and psychological outcomes of stigma
Perceptions of stigma may be both positively and negatively
correlated with individuals’ well-being. ACoA are known to
experience low self-esteem and high levels of depressive
symptoms (Johnson & Stone, 2009). Studying perceptions of
stigma may help to illuminate why negative emotional and
psychological characteristics are common among ACoA. Yet
ACoA have also been able to demonstrate resilience and
strength in coping with their circumstances (Johnson et al.,
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2011). Thus, understanding the role of positive aspect stigma
may help ACoA to find the silver lining in their family
experiences.
Recall that discrimination stigma and disclosure stigma
were both positively associated with depressive symptoms
and negatively associated with resilience and self-esteem,
with only one exception for males’ disclosure stigma not
significantly predicting resilience. These findings suggest that
ACoA who consider their parent’s alcoholism to be embarrassing, damaging, secret, or taboo will struggle to overcome the
hardships associated with alcohol dependency. Notably, children of alcoholics have a greater likelihood of becoming
substance abusers themselves as compared to children of
nonalcoholic parents (WHO, 2014). Thus, helping ACoA to
overcome feelings of prejudice, discrimination, and shame
may help to improve their mental well-being, as well as their
physical health. Although family members have limited control over the severity of their loved one’s dependency, finding
ways to reframe the illness may be instrumental to promoting
more positive outcomes. For example, characterizing alcoholism as an illness, rather than a character flaw, may help ACoA
to recognize that their parent has little control over his or her
condition. Just as children of cancer patients are unlikely to
feel ashamed or embarrassed of their parent’s illness, perhaps
ACoA who are able to reframe alcoholism as an uncontrollable disease will experience less stigma.
This study also examined positive aspect stigma as a
unique form of stigma that reflects the ways in which individuals are strengthened from having suffered hardship. Our
results indicated that positive aspect stigma was negatively
associated with depressive symptoms for females and positively associated with self-esteem and resilience for both sexes.
Finding empowerment and strength through a difficult
experience may have several implications for ACoA. First,
the ability of ACoA to separate themselves from the negative
family environment and demonstrate awareness of their parent’s illness may prevent them from subscribing to the similar
habits and characteristics of the substance abuser (Johnson
et al., 2011). In addition, ACoA who have been resilient to
stigmatization may be a good source of support for ACoA
who are still struggling to cope. Practitioners working with
ACoA should encourage them to view their situation through
a lens of empowerment rather than victimization in order to
encourage more positive emotional and psychological outcomes for ACoA in adulthood.
Although we reasoned that the conditions in families of
alcoholics predict perceptions of stigma, which in turn predict well-being for ACoA, we are not arguing for a causal
model and we recognize the potential for reciprocal effects.
ACoA who are resilient to their circumstances and have high
self-esteem may be less likely to feel stigmatized, whereas
individuals who suffer from depressive symptoms may feel
doubly stigmatized due to their own mental health and their
family situation (Schomerus et al., 2011b). Similarly, individuals who feel stigmatized may refrain from discussing their
health condition out of shame or embarrassment (King et al.,
2007). The possibility of reciprocal relationships among our
variables highlights the potential for a downward spiral in
families of alcoholics, such that the severity of a parent’s

alcoholism and the inability of families to discuss it contribute to feelings of stigma that diminish ACoA’s emotional
and psychological well-being, which in turn contribute to
increased stigmatization and more reluctance to discuss their
situation. Longitudinal research is needed to tease out the
direction of these effects and the potential for reciprocal
influence.
Strengths, limitations, and future directions
There were several strengths to this study. One strength of the
study is its relatively large sample size. By tapping into online
support resources for family members of alcoholics, we were
able to recruit a rather large group of ACoA from across the
country. Second, we examined both the antecedents and outcomes of stigmatization among ACoA. Although most
research on stigma takes for granted that various conditions
are stigmatizing, we looked at features of the alcoholic family
that might promote more or less perceived stigma among
ACoA. Finally, we considered three different types of stigma
rather than general perceptions of stigmatization. Focusing on
the root sources of discrimination, disclosure, and positive
aspect stigma may help to better understand how specific
experiences in alcoholic families are related to stigmatization.
There are also some limitations to this study. First, the
sample was largely recruited through online support programs, so the majority of the sample was already seeking
help to cope with a family member’s alcoholism; therefore, it
is unlikely that our study attracted individuals who were
feeling particularly distressed or stigmatized by their circumstances. To identify differences in the perceptions of stigma,
it may be beneficial to conduct a similar study among a nonsupport-seeking population of ACoA. Another limitation of
this research was that the majority of participants were
female. Although separate analyses for males and females
still uncovered many significant effects for male ACoA,
future research on stigma and ACoA should attempt to
incorporate an equal number of male and female participants to better compare and contrast perceptions and
experiences across genders. Similarly, the majority of alcoholic parents in this study were fathers, which limits the
generalizability of these findings to families with an alcoholic
mother. Future studies should attempt to obtain a more
balanced sample of ACoA with alcoholic fathers and alcoholic mothers. Furthermore, our effect sizes were relatively
small, thereby limiting our ability to make recommendations
for policy or interventions, but the hope is that these results
shed light on an interesting pattern of associations that
require further investigation and may have important implications on ACoA well-being. The reliance on self-reports,
gathered at one point in time, is also a limitation of the
study. Although self-reports have value, ACoA were asked to
reflect on past experiences that may not be as salient as they
once were. Another shortcoming of self-reports is the various interpretations that individuals may make as they read
and reflect on survey questions. Therefore, these participant
reports are subject to some common biases by asking them
to reflect on previous experiences about nonspecific events.
Constructing a study design that asks participants to
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evaluate their current family situation over the course of
several weeks may help to reduce such biases.
Based on the results of this study, there are several avenues
for future research. First, future studies may want to obtain
information from more than one member of an alcoholic’s
family. Examining the perceptions of multiple family members and the ways in which their experiences are interrelated
can provide important insight into the functioning of the
family system as a whole. It may also reveal how relationships
with a nonalcoholic parent and/or siblings can mitigate perceptions of stigma and various emotional and psychological
outcomes for ACoA. In addition, future research should do
more to examine the ways that ACoA cope with the stigma
they experience. By gathering personal accounts of how ACoA
manage stigma, researchers may gain a clearer understanding
of what skills aid in bolstering positive aspect stigma and
mitigating discrimination and disclosure stigma. Finally,
future research should also consider observing actual communication behavior within the family to see if other factors
besides topic avoidance promote stigmatization. Various communication features, such as openness, positivity, conflict
management, or aggressiveness, may be influential in shaping
experiences of stigma for ACoA.
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