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he theme of this issue of ChildLinks is 
| the misuse of alcohol in Ireland and its 

detrimental impact on children, young 

people and families. For many years the major 
focus of concern was on underage drinking 

and there can be no doubt that underage 

drinking is a real and increasing problem as 

indicated by recent research findings. 

° Over half of Ireland's young people begin 

experimenting with alcohol before the age 
of 12. 

° Half of girls and two-thirds of boys age 16 

years old drink regularly. 

° One-third of | 6-year-olds report binge 

drinking (defined as 5 or more drinks in a 
row) 3 or more times a month. 

  

succeeded in getting all political parties to sign 

a pledge that they will always put the interests 

of children first in matters to do with alcohol. 

Other key recommendations of "Families 
Under the Influence" include: 

e An effective and enforced ban on alcohol 

advertising aimed at youth audiences. 

° Substantial resources to fund a range of 

recreational facilities which would provide 

young people with real alternatives. 

° The replacement of alcohol sponsorship 

of sports. 

° A major review and public debate on the 

effectiveness of current under age drinking 
measures. 

  

      
However it also must be acknowledged that 
alcohol consumption in the adult population 
has increased significantly and Dr. Ann Hope 

provides a useful summary of the recent 

research data in her article "Protecting 

Children and Adolescents: Is The Glass Half 
Empty or Half Full?" The Irish are drinking more 

than ever before, many adults drink excessively 

when they drink and the consumption of 

spirits has increased by over 51% mainly due 

to the successful marketing of ‘alcopops’. 
According to Dr. Hope the estimated cost of 

alcohol related problems to Irish society is 

€24 billion per annum, inclusive of health 
services, road accidents, social welfare 

payments, alcohol related crime and lost 

productivity. The €2.4 billion figure does not 

include the personal, emotional and financial 

hardship suffered by individuals and their 

families. 

Barnardos, as a leading provider of child and 

family support services, is only too well aware 

of the detrimental impact of alcohol misuse on 

children, young people and families. In 

December 2002 Barnardos launched the 
"Families Under the Influence" campaign which 
aims to change the deep-rooted and damaging 

culture of excessive drinking in Irish culture. As 

part of the campaign Barnardos has recently 

  SC UO 
In this issue of ChildLinks Dr Ann Hope 

provides an overview of the Department of 

Health and Children's perspective on alcohol 

and children. Dr Shane Butler provides a 

summary of recent research data and debates 

the problem of alcohol misuse in a social and 

cultural context.A member of Al-Anon 

provides interesting insights from personal 

experience and Kerri Smith and Sarah 

Meehan explore the issues from the 

perspective of a child care and family support 

service provider. Dr. Stephen Rowen presents 

an insight into the treatment model offered by 

the Rutland Centre and Dr. Hilda Loughran 

provides a useful outline of 3 major 

theoretical perspectives on alcohol problems. 

A recurring theme referred to by many of the 

contributors is the need for child care/child 

protection services and addiction specialists to 

collaborate. In particular Dr. Shane Butler 

argues for the education and training of child 

care professionals on the management of 

alcohol problems. 

It is hoped that this issue of ChildLinks will 

inform child care professionals and contribute 

to the ongoing debate on the problems of 
and solutions to the misuse of alcohol. 
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Pervasive Alcohol Culture 
In 2001 Ireland ranked third highest in the 

world after Luxembourg and Romania for 

alcohol consumption with a rate of | |.4 litres 

of pure alcohol per capita. The European 

Union, as a region, has the highest 
consumption in the world with an average of 
approximately 9.1 litres per capita'. In lreland 

we are consuming more alcohol than ever 
before and the way we drink means that 

many adults drink excessively when they 

drink. Over half of | 8-to-24-year-olds and 
nearly half of 25-to-34-year-olds binge drink 

(5 or more in a row for female; 7 or more in 

a row for males) when they drink, as do at 

least | in 4 of men in the older age groups.’ 

Spirits consumption has dramatically 

increased (+51%) over the last 6 years which 

is mainly due to the new ‘alcopops’ targeted 

at young adults but also consumed by those 

underage. The desire to get drunk among 

young adults suggests that alcohol is being 

used like other drugs to get a ‘quick fix’. 

During the 

last decade 

the increase 

in alcohol 

consumption 

mirrored 

Increases in 

alcohol-related 

injuries, deaths, 

personal harm 

and mejor social 

problems. 

The drinking culture in Ireland can currently 

be described as ‘very wet’ which means a 

greater amount of drinking results in a greater 

amount of harm. During the last decade the 
increase in alcohol consumption mirrored 

increases in alcohol-related injuries, deaths, 

personal harm and major social problems. The 

alternative activities to the ‘pub culture’ such 

as sporting, musical and other cultural and 

community events across Ireland have strong 

links with alcohol and the drinks industry 

through high visibility sponsorship and 

promotions (Heineken Cup, Guinness All 

Ireland, Heineken Music Road Show). 

The Young 

It is against this backdrop of an all-pervasive 

alcohol culture in Irish society that drinking 

among minors must be viewed. Children and 

adolescents develop beliefs and expectations 

about alcohol use before they ever experiment 

with alcohol. These beliefs are acquired 

through a variety of ways such as 

observation, vicarious learning and cultural 

stereotypes. The commercialisation of leisure, 

the rise of consumerism, the changing 

relationship between parents and children 

and the use of escapism from reality provide 

the broader context for social changes among 

young people.’ In addition, more disposable 

income among adolescents, especially through 

part-time work, with no financial responsibility 

gives them greater purchasing power. The use 

of sophisticated advertising and branding 

techniques ensures that children and 

adolescents respond to the ‘cool’ sell of many 

products including alcohol.* These social 

changes interact with the dynamics of the 

developing adolescent where opportunities 

to experiment in self-discovery and self- 

expression along with the desire to enjoy the 

process are being pursued.’ Therefore, it is to 

be expected that children and adolescents 

will increase their desire and use of alcohol 

given the over reliance on alcohol in society 

for a‘good time’, the style and volume of 

alcohol marketing and the high risk drinking 

among young adults. As noted by the World 

Health Organisation, drinking among young 

people to a large extent reflects the attitudes 

and practices of the wider adult society. 

Drinking Among the Young 

Many children and adolescents experiment 
with alcohol, with rates of experimentation 

increasing steadily with age. The age when 

drinking begins and the pattern of drinking 

are important risk factors for alcohol 

problems. Research shows that young people 

who begin drinking before the age of |5 are 

   
  

  

4 times more likely to develop alcohol 

problems than those who begin drinking at 

age 21.° The Health Behaviour in School-Aged 

Children (HBSC) survey showed that over 

half of Ireland's young people begin 

experimenting with alcohol before the 

age of |2.° In the 9-| | age group about | in 5 

of the boys are current drinkers.’ Survey data 

would suggest that the critical age for an 

increase in the prevalence of drinking occurs 

around the age of |5 years. By the time Irish 

adolescents reach the age of |6 years, half of 

girls and two-thirds of boys are current 

drinkers. Some of these young drinkers are 

consuming large quantities of alcohol. Of 

particular concern is the level of binge 

drinking and drunkenness. One-third of the 

| 6-year-olds reported binge drinking (5 or 

more in a row) 3 or more times in the last 

month and a quarter reported having been 

drunk 3 or more times in the last month. 

Alcohol-related Harm 
The harm that can be done by alcohol 

extends beyond the individual drinker and 

very often has negative consequences for the 

innocent bystander or for vulnerable groups 

such as children and family members. There is 

a continuum of problems, which can affect 

everyone across the community. These 

problems range from a once-off event (fall, 

accident, fight, unprotected sex, violence) to a 

recurring problem (poor school/work 

performance, financial hardship, relationship 

difficulties), chronic illness (cancer, liver 

damage) and to a sustained dependence 

(alcoholic disorder). Social or moderate 

drinkers as well as heavy drinkers contribute 

to these problems. The vast majority of 

alcohol-related harm in Ireland occurs among 

the adult population — drink driving, 

drunkenness, injuries, accidents, hospital 

admissions, violence, alcohol poisoning, 

suicides, homicides, alcohol abuse, alcohol 

dependency, cancers and cirrhosis. But the 

fall-out from these problems are very often 

experienced by children and adolescents. The 

upsurge in the rate of alcohol-related harm 

by adults is also being observed among 

minors although at a much lower level. The 

impact of alcohol-related problems 

experienced by a child as a result of their 

own or someone else's drinking can be much 

more severe given their vulnerability and 

immaturity, with consequences such as 

underachievement or school drop-out, 

personal disability due to injuries or the 

emotional scars. As Barnardos suggests, "every 

childhood lasts a lifetime". 
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National Alcohol Policy 

Framework 

The National Alcohol Policy was 

published in 1996 with the overall aim of 

reducing the level of alcohol-related problems 

and promoting moderation for those who 

wish to drink. In addition, Ireland, as a member 

of the WHO European region, has endorsed 
the European Charter on Alcohol, the 

European Alcohol Action Plan, and the 

Declaration on Young People and Alcohol. 

These documents have provided ethical 

PERSONAL HARM 

lrish research shows the significant role alcohol 
plays in acute harm among young people. In 

the Western Health Board region, over a one- 

year period, |8 teenagers aged 14-17 years 

were treated in the Accident and Emergency 

departments for alcohol overdose and 239 

adolescents were treated by General 

Practitioners for alcohol problems.° 

The link between alcohol use and unintentional 

and unprotected sex has been well 

documented internationally.A major Irish 

research project on crisis pregnancy identified 

alcohol as one of the factors that contributed 

to the incidents of unwanted pregnancies 

where drinking resulted in the non-use of 

condoms, thus increasing risk.’ A study among 

school-going lrish teenagers, reported that 

35% of the sexually active respondents said 

that alcohol was an influencing factor for them 

engaging in sex.'° 

Unprotected sex gives rise to increased risk of 

sexually transmitted infections (STI). Among a 

group of 32 teenage girls attending a sexually 

transmitted disease clinic, nearly half reported 

that they had unprotected intercourse on at 

least one occasion when drunk.'' During the 

last decade sexually transmitted infections have 

increased by | 65% in Ireland. 

SOCIAL HARM 

Excessive drinking increases the risk of 

drunkenness, fights, assaults and violence. 

Alcohol-related offences in adults have 
significantly increased in recent years and this 

principles and goals for advancing alcohol 

policy and a template of strategies for alcohol 

action. lreland has also adopted the EU 

Council Recommendation on the drinking of 
alcohol by young people, in particular children 

and adolescents. The approach taken by the 

Health Promotion Unit (HPU) concerning 

alcohol-related matters is guided by the 

principles outlined in these publications 

Harm Indicators Among the Young 
has been replicated by an increase in juvenile 

offences.'? Between 2000 and 2001 there was 
an 80% increase in juvenile alcohol-related 

offences. Of particular concern is the increase 

in ‘intoxication in public places’ among 

teenagers which increased by 585% since 

1996.The number of juvenile offences for 

‘intoxication in public places’ was 1,418 in 2001. 

However, the figure for the same offence 

among adults was | 7,804. 

MENTAL HEALTH 

Alcohol abuse is a significant risk factor in 

suicide and compounds other factors in 

suicide. There has been a sharp increase in 

male suicides especially among the |5-29 age 

group and overall it is the biggest cause of 

death for men aged |5-35 years." 

UNDERACHIEVEMENT 

Personal and social problems have also been 

experienced by young people as a result of 

their own alcohol use. Poor school 

performance, accidents, relationship problems 

and delinquency problems have been reported 

by Irish | 6-year-olds as a result of their own 

drinking,’ 

THE PRICE 

The estimated cost of alcohol-related 

problems to Irish society is approximately €2.4 
billion per year While these costs include 

healthcare, road accidents, transfer payments, 

alcohol-related crime and lost productivity, it 

excludes the personal, emotional and financial 

hardship suffered by individuals and their 
families. 
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Health Promotion Unit Initiatives 
In response to the problems posed by 

alcohol use and abuse the HPU has 
initiated a wide range of multi-sectoral 

actions. These include partnerships 

between the Health Promotion Unit and 

bodies such the Department of 

Education and Science, Health Boards, 
third-level institutions, non-governmental 

organisations and the Drinks Industry 

Group. 

College Setting 

In response to a growing concern about alcohol 

promotion practices on campus, high risk 

drinking among students and its impact on 

student academic achievement and student 

attrition, the HPU devised A Framework for the 

Development of a College Alcohol Policy in 
association with the Heads of Colleges and USI. 

The framework provides guidelines for a 

comprehensive approach which include 

measures on controlling promotion, 

sponsorship and marketing. The aim of the 

guidelines is to limit harm in the drinking 

environment, increase awareness and education, 

encourage alternatives and choices and provide 

campus support services. Each third-level 

institution is encouraged to adopt the guidelines 

to reflect the needs and aspirations of their own 

campus environment. 

Youth Sector 

The National Youth Council of Ireland, with 

support from the Health Promotion Unit, 

initiated a national project which provided 

opportunities for young people (14-16 years) 

to explore their relationship with alcohol. The 

process culminated in the development of 

resource materials for youth leaders working 

with young people in the non-formal sectorit’s 

Your Choice illustrates creative ways of working 

with young people on alcohol awareness using 

arts and media based techniques. Training is 

provided for youth leaders to ensure the 

implementation of this initiative. 

Schools Setting 

The settings approach, as outlined in the Health 

Promotion Strategy, means combining healthy 

policies, in a healthy environment with 

complementary education programmes and 

initiatives. The development of the national 

curriculum in health education (Social, Personal 

and Health Education — SPHE), the promotion 

of policies on alcohol and drugs, the greater 

involvement of parents and communities under 

the health promoting school concept, ensures a 

comprehensive and effective long-term 

approach in education. Training and resource 

development continue to be integral parts of 

policy. The Departments of Health and Children, 

Education and Science and the Regional Health 

Boards are key players in these initiatives. Of the 

750 post-primary schools, 570 have engaged 

with the Post Primary Support Service for 

SPHE. In the primary sector training has been 

provided for every school in the country. By 

September 2003, all schools must make 

provision for SPHE on the school curriculum. 

Drinks Trade 

The Responsible Serving of Alcohol (RSA) 

programme is a training initiative which was 

developed specifically for those who work in 

the bar trade and hospitality sector. It was 

devised and developed by the HPU in 

partnership with the Drinks Industry Group. The 

aim of the programme is to limit harm in the 
drinking environment by not serving intoxicated 

customers, encouraging the use of age cards to 

prevent underage people from being served 

alcohol and promoting alternative strategies to 

reduce drink driving. 

Research 

The HPU commissioned a number of alcohol- 

related research projects. 

a) The Cost ofAlcohol-related Problems 

in Ireland. 

b) Accident and Emergency Department — 

Alcohol and Injuries Study. The study is 

being conducted in 5 major acute 

hospitals in the country. 

c) Irish College of General Practitioners 

(ICGP) Alcohol Aware Practice Project. 

The main aim of the project is to assist 

the GP's to help patients with alcohol 

problems more effectively. 

Public Attitudes to Alcohol Policies. 

An opinion poll was undertaken to 

evaluate the level of public support for 

the recommendations of the Strategic 

‘Task Force on Alcohol. 

Lifestyle Surveys. The national lifestyles 

surveys SLAN, HBSC and the new 

CLAN college lifestyle survey are 

supported by the HPU. 

f) Impact of Alcohol Advertising on 

Teenagers in Ireland. The HPU 

commissioned a study to examine the 

impact of alcohol advertising on 

teenagers. 

d w
e
 

oO VS 

Alcohol Awareness Campaign 

The Health Promotion Unit is also currently 

running a 3 year alcohol awareness campaign 

entitled Think Before You Drink — Less is More 

(less alcohol... more money, more energy, more 

control). The initial aim of the campaign was to 

raise awareness of alcohol-related issues and 

problems as a public health issue, to highlight 

research findings which demonstrated the 

extent of such problems and to promote these 

issues for public debate. Several awareness 

raising initiatives, such as conferences, seminars 

and discussion groups, were undertaken. 

Advertisement campaigns (posters, radio) 

targeted those who buy/supply/sell alcohol to 

minors. Posters were distributed to 

approximately |2,000 alcohol retail outlets. The 

latest phase of the campaign specifically targets 

the |8-to-29-year-old binge drinkers in the 

settings of colleges, communities and the 

workplace.A national advertising campaign 

(television and radio) highlights the concept of 

excess and provides a backdrop for the more 

important initiatives at local level. The Health 

Promotion Unit has also developed information 

materials (calendars, posters, etc.) to help 

spread the key messages of the campaign. 

Strategic Task Force on Alcohol 

The Minister for Health and Children 

established a Strategic Task Force on Alcohol in 

January 2002 to bring forward 

recommendations on specific, evidence-based 

measures to prevent and reduce alcohol-related 

harm.The Task Force published an interim 

report in May 2002.This report recommended 

measures in 6 key areas for immediate action.'* 

The main thrust was to protect health and 

public safety as well as creating an environment 

that helps people to make healthy choices. Key 

areas included protecting children and reducing 

pressure on adolescents to drink, preventing 

and limiting harm in the drinking environment 

and preventing alcohol-related road accidents 

and deaths. 

To protect children and reduce pressure on 

adolescents to drink the STFA recommended: 

* Reducing the over-exposure of children 

and adolescents to alcohol marketing. 

* Restricting where alcohol advertisements 

can be placed. 

* Ensuring content of advertisement does 

not appeal to children and adolescents. 

* Banning drinks industry sponsorship of 

young peoples’ activities. 

* Restricting children from licensed premises 

after a certain time in the evenings. 

* Having sports organisations promote 

alcohol-free environments for children and 

adolescents. 

A-memorandum relating to the 

recommendations of the Task Force has been 

agreed by Government.The Minister for Health 

and Children will now establish an inter- 

departmental group to co-ordinate responses 

to the recommendations. 
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Challenges 
Ahead 

Moderate our attitudes and 
actions around alcohol 
Children look to their older siblings, parents, 

extended family and members of their local 

community to understand the world around 

them.What type of role models as adults do 
we provide? How do we use alcohol? Do we 

binge drink or get intoxicated on a regular 

basis? Everyone in society needs to 

acknowledge that alcohol is a psychoactive 

agent with mind-altering properties and its use 

is not risk free. Alcohol use among children can 

undermine child development, therefore the 

priority is to delay the onset of alcohol 

consumption among children and adolescents, 

especially those in the under |5 years age 

group." 

We need to recognise that vested interests will 

oppose alcohol policy measures that threaten 

their commercial interests. The Drinks Industry 

Group (DIG) rejected several of the 

recommendations in the STFA Interim Report 

(reduce overall consumption, increase taxes, 

lower BAC) despite the strong scientific 

evidence base for these recommendations.'° 

On the other hand, the DIG called for more 

educational programmes and would like ‘to 

play a significant role in such activities’, yet all 

the evidence shows that education has no 

impact on youthful drinking behaviour. The 

agencies with professional expertise, 

Departments of Health and Education in 

partnership with health boards and the 

National Youth Council of Ireland have 

developed educational programmes and other 

initiatives based on sound educational and 

health promotion principles. The drinks 

industry's support for educational programmes 

for young people is inappropriate and unethical 

given that the audience (those under | 8 years) 
are not legitimate alcohol consumers. The 

drinks industry's prime responsibility is to 

ensure their products are produced, marketed 

and sold in a way that will minimise alcohol 

harm. However, the scale of drunkenness on 

our streets across the country would suggest 

that many individuals are being served alcohol 

to intoxication. 

. Reduce child access to alcohol 

availability 

It is internationally recognised that the key 

strategy areas that help to prevent and 

minimise alcohol-related harm are regulating 

availability and providing deterrence. How easy 

is it for children in Ireland to access alcohol? 

Children have a right to grow up in a society where they are protected from pressures to drink 

and from the harm done by alcohol.While progress has been made in establishing the necessity of 
a pro health alcohol policy, further progress needs to be made by the implementation of the STFA 

recommendations. High priority must be given to the environmental measures to afford greater 

protection to children. 

Many adults buy alcohol for children and 
adolescents and other children are sold alcohol 
in shops, pubs and clubs. Some children have a 
ready-made supply of alcohol at home which 

they share with their friends unknown to their 

parents. The main sources of alcohol supply for 

those under |3 years are the home and older 

siblings or friends buying for them. More 

evenings spent with friends is a strong 

predictor of the likelinood of drunkenness 

among | 3-to-|5-year-olds. By | 6 years the 

main supply of alcohol is from pubs and clubs. 

Are children exposed to reoccurring binge 

drinking and drunkenness in the home or on 

the streets? How much time do children spend 
in pubs? Children are exposed to many forms 

of alcohol promotion that are unnecessary, 

potentially damaging and undermines the aim 

of better health for children. There is strong 

public support (89%) for regulations to ensure 

that children should not be allowed in pubs 

after 7pm." If alcohol becomes more 

accessible and available, it is reasonable to 

assume that those underage will also have 

easier access to alcohol. 

. Reduce child exposure to alcohol 

marketing 

What is the impact of alcohol advertising on 

young people?international research shows that 

alcohol marketing influences young people's 

decision to drink through emotional appeal.A 

report prepared, by research experts, for the 

WHO concluded that "exposure to and 
enjoyment of alcohol advertising predicts 

heavier and more frequent drinking among 

young people".'* Alcohol advertising presents a 

one-sided view of alcohol use, masking its 

contribution to harm. Research undertaken in 

lreland also supports the finding that teenagers 
are strongly attracted to alcohol advertising. 

Most believed the alcohol advertisements were 

targeted at young people depicting activities 

synonymous with their social activities, dancing, 

clubbing, lively music and risqué activities.” The 

study concluded that the most vulnerable 

among adolescents are the | 2-14 age group as 

they perceive the alcohol advertising messages 

as saying "alcohol can help them have fun, make 

friends and become popular and those that 

don't drink are missing out".As one | 2-year-old 
girl put it "It’s (the ad) saying if you don't drink 

you'll be sort of boring". The Minister for Health 

and Children has recently announced his 

intention to introduce legislation around the 

area of alcohol advertising, promotion and 

sponsorship. He said the primary aim of the 

legislation would be "to protect young people 
(especially children) from over-exposure to 

alcohol advertising". There is also significant 
(66%) public support for restricting alcohol 

advertising, Alcohol marketing not only impacts 
on young people but also affects social norms 
about drinking throughout society and 

contributes to an environment hostile to public 

health measures and messages. 

. Involve young people in the 

solutions 
The involvement of young people in youth 

health-related policies is a key tenet of the 

WHO Declaration on Young People and Alcohol 

and the EU Council Recommendation on the 

drinking of alcohol by young people, in particular 

children and adolescents. Giving children a voice 

in matters that affect them is also a key goal of 

the National Children's Strategy and suggests 

mechanisms such as the Dail na nOg forum.The 

opportunity to debate the issue of alcohol and 

young people in this forum could be useful, 

however, more active local mechanisms also 

need to be developed. 

. Provide a supportive community 

environment 

Children are greatly influenced by what they 

see, hear and absorb from their immediate and 

wider environments. The drinking culture 

(access, advertising, tolerance of drunkenness) at 
a local level does help to shape the messages 

that young people receive. Therefore, unless 

environmental changes are made at a 

community level which tackles the community 

dynamics that gave rise to alcohol-related 

problems, new individuals (intoxicated persons, 

underage persons) replace others and no 

sustainable reduction in alcohol-related harm 

will occur 

The alcohol policy area is a prime example of 

the need for an inte-sectoral commitment. At 

national level several government departments 

impact on alcohol issues as do many national 
agencies. At a regional and local level the health 

boards play a vital role in the delivery of health 

services be they prevention, early intervention 

or treatment. Many other key players are also 

involved in alcohol issues — the Gardaf, social 

services, educators, parents, young people and 
community groups including the drink retail 

sector. Children need to be protected and 

nurtured in a supportive environment where 

the message and use of alcohol is consistent and 
the risk of harm minimised. 

   



  

Child “in 

  

What type of role 

models as adults 

do we provide? 

How do we use 

alcohol? Do we 

binge drink or get 

intoxicated on a 

regular basis? 
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Conclusions 

Dramatic increases in alcohol consumption 

and alcohol-related harm in Ireland during the 

last decade have sharply focused the need for 

a public health policy response. Almost all 

communities around Ireland have experienced 

the rise in alcohol-related harm.While 

recommendations can be implemented at a 

national level, the lasting change has to take 

place on the ground in local communities. 

Barnardos and other NGOs can be advocates 

in helping people understand the importance 

of a pro health alcohol policy for a better 

quality of life for communities and to ensure 

our most valuable asset — young people — 

are supported in leading healthy and 

productive lives. 
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Although it may appear to be little more than 

a cliché, it is nonetheless important to start 

this discussion of alcohol consumption and its 

negative impact on children by referring to 

the ambivalence of Irish society — and indeed 

most western societies — towards this mind- 

altering substance. Alcohol is simultaneously 

lreland’s favourite drug, without which much of 

its social and recreational activities would 

seem impossible, and the demon to which is 

attributed an impressive array of social and 

health problems prevalent in this country. It 

seems that Irish people cannot contemplate a 

society without alcohol; yet neither are they 

blind to its role in the creation of problems, 

which for children and young people include 

disrupted family relationships, early school- 

leaving and poor academic performance, 

unplanned and unsafe sexual activity, physical 

and mental disorders, road traffic and other 

accidents, and a host of other difficulties. 

In view of this societal ambivalence, it is not 

surprising that public policy responses to 

alcohol in Ireland and elsewhere are usually 

characterised by a vagueness and ambiguity, 

which is particularly noticeable when alcohol 

policy is compared to public policy on illegal 

drugs. In Ireland, as is becoming the norm in 

EU countries, national drug policy has moved 

decisively in recent years towards clearer 

strategies, based upon horizontal 

collaboration across governmental sectors 

and vertical collaboration between the 

statutory system and the voluntary and 

community sector (Building on Experience: 

National Drugs Strategy 200 !-2008).Attempts 

to implement an integrated national alcohol 

policy based upon health promotional 

principles in this country have not, however, 

had anything like the same success (Butler, 

2001). 

This review of alcohol and its impact on Irish 

children is therefore based upon a pragmatic, 

harm-reduction philosophy. It is accepted that 

alcohol is a culturally acceptable drug, which 

has considerable economic importance in this 

society and which provides pleasure and 

confers benefit on its consumers, so that tt 

would be quite unrealistic to propose policies 

of a neo-prohibitionist type. What is not 

accepted, however, is the fatalistic idea that 

alcohol consumption and its attendant 

problems are somehow beyond the reach of 

public policy, and so must be left to the 

vagaries of the market. Instead, drawing upon 

the authoritative work of the World Health 

Organisation's European Region and an 

impressive body of empirical research (for 

example, Holder and Edwards, | 995), what will 
be explored here is the possibility of using a 

range of logical and evidence-based strategies 

to reduce the harm, and particularly the harm 

to young people, associated with this drug. 

The detrimental impact of alcohol 

consumption on young people will now be 

reviewed from two main perspectives: the first 

is concerned with the negative effects which 

children and young people experience directly 

by virtue of their own drinking, while the 

second deals with the indirect but significant 

effects of parental problem drinking. 

It might be supposed that as a legal drug, 

alcohol poses relatively few health risks for its 

consumers but the truth of the matter is that, 

quite apart from its potential to create 

dependency or addiction, alcohol is a toxic 

substance which is harmful to almost all the 
major physiological systems. These risks are 

greater in the case of consumers 

characterised by physical and psychological 

immaturity, and there is also some evidence 
to suggest that young people who wait until 

the age of 20/21 before starting to drink are 
less likely to develop alcohol-related 

problems during their adult years (Chou and 

Pickering, 1992). In Ireland, as in most 
jurisdictions, policy aimed at protecting young 

people from alcohol has traditionally been 

based upon legal measures which make it an 

offence to sell alcohol to persons below a 

specified minimum ‘drinking age’ or to 

otherwise supply alcohol for public 

consumption to such young people. The 

Intoxicating Liquor Act, | 988, the most recent 

legislation which deals significantly with this 

issue, retains |8 as the legal age at which



alcohol can be purchased or publicly 

consumed in this country, while also making 
provision for a voluntary ‘age card’ scheme 

aimed at making it easier for retailers to 

establish the precise age of young customers. 

It is not an offence, however, for those below 

the age of 18 to drink alcohol provided they 

do so in a private place. 

Despite the clarity of the legislative intent 
underlying the Intoxicating Liquor Act, 1988, 
survey data from this time onwards confirms 

that in this country young people are 

becoming regular and heavy alcohol 

consumers at increasingly younger ages. The 

following are just a few authoritative 

examples of research which confirm this 

trend. 

° Morgan and Grube (1994) reported 
findings from a survey of 2,000 Dublin 
post-primary students conducted in 1991 

involving comparisons with a similar study, 

which they had carried out in 1983. Across 

the full range of post-primary ages (12 to 

19) they reported that four fifths of the 

199] sample had consumed alcohol at 

some time as opposed to two thirds in 

|983.The dramatic decline in abstinence 
was illustrated by comparing | 7-year-olds 

from 1991 with |7-year-olds from 1983: in 

1991 those who were abstainers made up 

only 7% of |7-year-olds, as opposed to 

21% 8 years earlier. 

° Friel, Nic Gabhainn and Kelleher (1999) 

reported findings from their 1998 Health 

Behaviour in School-Aged Children 

(HBSC) study, based on a national sample 

of 8,497 ranging from age 9 to 17.More 

than 50% of the sample reported having 

had a drink prior to ages 9 to | 1; 29% of 

the total sample reported having been 
‘really drunk’ at least once; 8% of boys and 

3% of girls report having been really drunk 
more than 10 times. 

° Hibbel et al (2000) reported findings 

from the European School Survey Project 

on Alcohol and Other Drugs (ESPAD), a 

comparative study of | 6-year-olds in 30 

European countries. The alcohol findings of 

this ESPAD study generally confirm that 

Irish | 6-year-olds are regular consumers, 

with a notable finding that Irish 

respondents had the third highest rate of 

binge drinking (defined as having 5 or more 

drinks in a row) in the 30 days prior to the 

research. 

Even to those unfamiliar with the research 

projects cited these findings are unlikely to 

come as a surprise, since they largely 

correspond with media and popular cultural 

discussion of changed patterns of alcohol use 

by young Irish people — particularly media 

coverage of the drinking rituals which take 

place annually at the publication of the results 

of the Junior and Leaving Certificate 
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examinations. They also overlap with 

anecdotal evidence of teachers on children 

missing school or coming to school with 

hangovers, or of social workers or other 

childcare professionals on the role played by 

alcohol in the behavioural problems of young 

people. How are these trends to be 

interpreted and explained? Why have Irish 

children and young people started to drink 

heavily, regularly and dangerously at a very 

young age? And, most importantly, what can 

be done to reverse this trend or prevent the 

continued growth of problems in this sphere? 

Child welfare professionals, policy makers and 

others who might expect clear and 

unambiguous answers to these questions are 

likely to be disappointed, however, by the 

overall tenor of the interpretation of the data 

and the ultimate conclusions of social 

scientists on this topic. In summary, research 

has failed to identify any specific causal factors 

or influences, which explain changed drinking 

trends amongst young people and which 

might form the basis for effective preventative 

measures (for example, Morgan et al, 1999). 

Vague but popular ideas, such as those about 

the importance of'self-esteem’, ‘peer 

pressure’ or the ‘lack of healthy alternatives’, 

have generally proved unfruitful in 

explanatory terms and to a large extent 

social scientists have been forced back to 

acknowledging the importance of wider 

cultural and environmental factors as 

 



    

influences on the drinking habits of young 

people. Unpalatable as it may be, one of the 

central conclusions is that drinking by young 

people is largely a reflection of drinking by 

adults. In Ireland, alcohol consumption in the 

adult population has increased significantly — 

especially during the years of the so-called 

‘Celtic Tiger’ — and over the past few decades 
there has been a radical decline of temperance 

sentiment. Detailed data on increased 

consumption and on the strength and 
pervasiveness of the drinks industry has been 

presented in two recent health policy 

documents, National Alcohol Policy — Ireland 

(1996) and the Interim Report of the Strategic 

Task Force onAlcohol (2002). 

What all of this means is that it is not surprising 

that young people drink heavily in a society 

which is increasingly tolerant of alcohol 

consumption, where adults also drink heavily, 

and where the drinks industry promotes, 

advertises and retails its products with a 

minimum of statutory restriction. There has 

been periodic controversy about the style of 

alcohol advertising practised in this country, and 

public health advocates have concluded on the 

basis of their own research (Dring and Hope, 

2001) that existing codes are regularly infringed 

by advertising which suggests to young people 

that alcohol consumption is linked to social, 

sporting and sexual success. Drinking is a 

‘normal’ adult behaviour legally and 

commercially facilitated and central to the social 

life and relaxation of Irish adults. It would be 

surprising, therefore, if children and young 

people did not aspire to this badge of 

adulthood and did not have the guile to 

circumvent what can appear to be the 

hypocritical barriers to alcohol put in their way 

by adult society. This implies that effective 

prevention of alcohol problems amongst young 

people is only possible when conducted in a 

broader environmental context, acknowledging 

the detrimental effects of alcohol to society as a 

whole and the necessity to devise and 

implement health-based policy for society as a 

whole, 

Just as problem drinking by young people is 

best understood with reference to its wider 

environmental context, so too would it appear 

that treatment and counselling of young 

problem drinkers is best regarded as a 

legitimate task for a wide range of generic child 

care or youth professionals and services, rather 

than the function of specialist addiction 

services. While specialised addiction facilities 

may play some role in fostering and maintaining 

change in young problem drinkers, it would 

generally seem more profitable for locally- 

based generic workers to acknowledge their 

own capacity to work with these commonly- 

occurring problems. There will be further 

discussion of treatment and rehabilitation issues 

in the next section, which deals with parental 

alcohol problems. 

Some key recommendations for the prevention 

of alcohol problems in young people will be 

presented at the end of this report, but the 
overall thrust of evidence-based policy is as 

follows: 

° [tis unrealistic to expect strategies aimed 

at the prevention of problem drinking by 

young people to succeed if these strategies 

are solely focused on young people and 

ignore the drinking habits of the adult 

population. 

e Environmental or public health 

recommendations as to the prevention of 

alcohol-related problems are usually 

presented in the form of a ‘policy mix’: this 

means that no single strategy or intervention 

on its own is seen as capable of achieving 

desired outcomes, and that success is only 

likely to result from the use of a range or mix 

of strategies all of which are based upon a 
common philosophy (Edwards et al, 1994). 

° Taking school-based alcohol education as 

an example, what this means is that little 

should be expected by way of positive 

outcome of this strategy if the messages 

conveyed in school are not reflected in and 

supported by all the other elements in the 

policy mix (Room, 2002; Morgan, 2001). 

(And at present, of course, messages 

indicating that alcohol is risky are effectively 

contradicted by wider public policy on 

alcohol, which tends to make it more 

accessible and to promote its use). 

Parental Problem Drinking and Its 

Innpact on Children 

In addition to the direct risks posed by their 

own alcohol consumption, Irish children are 

also indirectly affected in a negative way when 

one or both parents are alcohol-dependent or 

have some other alcohol-related problem. 

Parenting, which can be stressful at the best of 

times, is hugely complicated by a parental 

preoccupation with alcohol and by the physical 

and mental problems associated with episodic 

or regular heavy drinking. Family life, to say the 

least, is not enhanced by a parental alcohol 

problem. However, none of the childhood 

difficulties which are causally linked to parental 

alcohol problems are unique to this situation, 

but tend to consist of one or more of the social 

and psychological disorders which would be 

familiar to child welfare and child psychiatric 

professionals generally. For instance: 

© Children of varying ages who have already 

been toilet-trained may start to bed-wet in 

reaction to a parental alcohol problem. 

© Children who have previously been 

performing well in school may, in response to 

parental conflict over alcohol, start to display 

poorer concentration and a reduction in 

their overall academic achievement. 

° Children (mainly boys perhaps) exposed 

to alcohol-related verbal or physical 
aggression may themselves begin to act out 

in an aggressive way and may develop early 

patterns of problem drinking or drug use. 

© Children (mainly girls perhaps) with 

previously good social skills may become shy 

and withdrawn. 

From a child protection and welfare 
perspective, it is commonly observed that 

parental alcohol problems are associated with 
child neglect and, perhaps less frequently, with 

child abuse. Similarly, professionals who work 

with juvenile offenders are likely to identify 

parental alcohol problems as an element in the 

overall package of family dysfunction which is 

likely to accompany this offending behaviour. 

Generally, it would appear that all professionals 

— whether from a health, social service, 

educational or criminal justice background — 

who deal with children cannot fail to be aware 

of the role played by parental alcohol problems 

in childhood disorders. 

It is also commonly suggested (for instance, 

Thombs, |999) that there are quite specific 

family dynamics to be observed where there is 

a parental alcohol problem, and that the main 

features of family culture in this situation include 

a taboo on direct comment upon or discussion 

of the alcohol problem within the family, as well 

as a tendency to conceal the problem from 

people outside the immediate family circle. 

Without denying the current pain or the 

adverse long-term consequences of growing up 

in such families, it is important to point out that 

research on this topic — as opposed to popular 

cultural representations of the ‘alcoholic family’ 
— does not support the stereotyped view that 

all members of these families are pathological 

or dysfunctional and doomed to lifelong 

difficulties. Instead, the picture painted by 

research (such as Bennett and Wolin, 1990; 

Laybourn, Brown and Hill, 1996;Velleman and 

Orford, 2000) is more subtle and mixed, 

indicating the following: 

° Families cope in varying ways, and with 

varying degrees of success, with the presence 

of a serious and ongoing alcohol problem. 

e An important moderating role in 

protecting children from current or long- 

 



  

Child Links 

Alcohol problems are so Common 

and impact so frequently on children that 

child care specialists need to move beyond 

the mystique of addiction specialism and 

develop belief in their capacity to work 

effectively with these problems. 

term adversity may be played by the parent 

who does not have an alcohol problem (and 
also by grandparents, aunts, uncles and other 

members of the extended family) and other 

formal and informal social networks in the 

educational and social spheres. 

© Individual vulnerability also varies, with 

some children demonstrating remarkable 

resilience to the disruption caused by 
parental problem drinking. 

° Children suffer least, both immediately and 

in the long-term, where the parental drinking 

problem is not allowed to disrupt family 

rituals — daily, annual and lifetime — which 

offer stability and continuity in the face of 
potential chaos. 

In Ireland, as perhaps in most countries (Brisby, 
Baker and Hedderwick, 1997; Hampton, 

Senatore and Gullotta, | 998), children of 

problem drinkers tend not to have their needs 

identified and responded to directly or 

coherently, because of the way in which health 

and social service provision is conventionally 

organised. 

Treatment and rehabilitation services for Irish 
adult drinkers usually consist of a mix of 

medical detoxification and addiction 
counselling, whether delivered through the 
statutory health system, a voluntary 

organisation or a partnership between these 

two sectors.What is most significant about 

these services is that their focus is on their 
adult client/patient, with parenting and child 

care issues either ignored or dealt with in a 

peripheral and minimalist way. Understandably, 

adult mental health and addiction specialists see 
addiction treatment as their particular area of 

competence and feel less sure of themselves in 

handling child care issues; the assessment and 

management of child care problems appear to 

demand knowledge and skill not routinely at 
the disposal of addiction specialists, and they 
also raise the unwelcome spectre of statutory 

child protection.Addiction counsellors are 

sometimes fearful that any explicit focus on 
child care — in particular any suggestion that 

clients’ children are being neglected or abused 

— could compromise the therapeutic 

relationships which they see as essential to 
bringing about and sustaining change in 
problematic substance use. 

On the child care side a similar problem arises 

in terms of professional demarcation, since 
specialists in child welfare and protection tend 
to see the management of adult drinking 

problems as being beyond their competence 
and as matters best left to addiction specialists. 

In summary, interventions into families where 

there is a parent with an alcohol problem may 

involve two parallel service systems — one 

staffed by addiction specialists who are unsure 

as to the legitimacy or competence of their 

interventions with children, and one staffed by 
child care specialists who are unsure as to the 
legitimacy or competence of their interventions 

with adult problem drinkers — as a result of 

which the children within these families appear 

to fall between two stools. 

There has been little or no research aimed at 
establishing the precise contribution of parental 

drinking problems to child welfare problems in 

Ireland, and official statistics on this subject — 

both nationally and regionally — are haphazard 

and methodologically suspect (Butler 

forthcoming). There is an obvious need for 
research on this topic, just as there is an 

obvious need to create some kind of bridging 

structures between child welfare and adult 

addiction services. Alcohol problems are so 

common and impact so frequently on children 

that child care specialists need to move beyond 

the mystique of addiction specialism and 

develop belief in their capacity to work 

effectively with these problems. This belief and 
capacity to work with alcohol problems can be 

fostered in primary education and training 
schemes for child care specialists, but it also 

needs to be reinforced and updated through 

management support and in-service training. 

Similarly, addiction specialists should be 
encouraged and persuaded to adopt a more 

explicit child care and parenting focus since so 

many of their clients have alcohol problems 
which contribute to and complicate their child 

care difficulties. 
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The 

Experience 

am avery grateful member of Al Anon 

Family Groups and when | look back to my 

first Al Anon meeting over 5 years ago, | 
am amazed at how much my life has changed 
and proud of how far I've come. | grew up in 

an alcoholic home but it wasn't until | was an 

adult and became romantically involved with 

a drinker myself that | realised how much my 

life was influenced by my father’s drinking. 

  

| am the eldest of three daughters and ever 

since | can remember my father drank heavily, 
which had a knock-on affect to the rest of us. 
My father's drinking was his top priority, it 
came before my Mum, my sisters or me and 

we were expected to accept this as a matter 

of course. It meant that money needed to 
pay bills was spent on drinking first. It meant 

that any of my father’s bad behaviour could 

be excused and explained away by his 

drinking. It meant that my Dad regularly 

blamed his need to drink on us because, 

according to him, we were such an awful 

family; he had to drink to escape us. Looking 

back | can quite clearly see how my Dad 

became the centre of the family which we all 

revolved around; my Mum did everything 

possible to make my Dad happy and brought 

my sisters and me up to do the same, all in 

the hope that he might stop drinking. 

"Keeping the peace" was very important, 

especially when he was suffering from a 

hangover; we tiptoed around Dad, trying not 

to aggravate or disagree with him, doing what 
he said without questioning why. 

We all became very adept at recognising 

how drunk he was as soon as the key turned 

in the door and disappearing to our rooms as 

fast as possible if he had (what my sisters and 

| referred to as) "the mad look in his eye". If 

he telephoned first my Mum would warn us 

of the state he was in so we knew to avoid 

trouble. Even then escaping to our rooms 

was no guarantee that none of us would get 
into trouble; he would often just walk into 

one of our rooms at random and start giving 

out for no reason. It was usually impossible to 

get rid of him unless, in my case, he upset me 

enough to start me crying. If he were very 

drunk he would often play music in the 

middle of the night, so loudly that none of us 

would be able to sleep and we'd all be really 
tired at school the next day. 

When | look back over my childhood | feel 

that a large part of it was spent crying over 

something my father had done or said to me. 

| never knew what to expect, no matter how 

hard | tried to stay on the right side of him; 

he could always find something to give out to 

me about. Sometimes, whether he'd been 

drinking or not, you could have a joke with 

him, but his mood could change in a split 

second, for no apparent reason. Although he 

hardly ever hit any of us, he was a very tall 
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man, with a loud booming voice which he 

raised whenever he was angry, which was 

often, so | grew up detesting my father for 

what he put us through and having as little to 

do with him as possible. My constant crying 
was explained away by my being labelled 

"over-sensitive" and | was made to feel that it 

was my fault for crying "for nothing" and not 
being able to control it. 

Money was a constant source of worry for 

my mother and caused no end of rows 
between my parents, but my father always 

found money to drink, no matter how many 
bills had to be paid. Stories had to be made 

up, excuses made for bills not being paid; bank 

managers telephoning, looking for payment 

had to be fobbed off; something as simple as 

answering the phone was fraught with danger 

for us as my father would refuse to answer 

the phone, in case someone was looking for 

him, but would expect us to deal with the call, 

giving away as little info as possible, lying that 

he wasn’t home when, instead, he was 

hovering in the background listening in on the 
call! This was very stressful and naturally, if we 

did not handle the call sufficiently enough to 

his liking we would be yelled at for not 
knowing the correct thing to say and made to 

feel stupid. 

We were forced to lie in other ways as well, 

even though everyone in my immediate 

family knew that my father drank, it was made 

very clear to us that this was not something 

to be discussed outside of the family. My 
father was extremely paranoid about 

strangers, my Mum was discouraged to invite 

friends of hers over, for example and banned 

from seeing women my father didn't like, 

particularly if they'd suggested to my mother 

that my father’s behaviour was unreasonable. 

My mother got around this by lying to my 

father, agreeing to his demands but continuing 

to remain friendly with these women anyway. 

Naturally, my sisters and | had to lie about 

these arrangements too so that my mother 

didn't get into trouble. | often chose not to 

bring friends back to my place because | 

never knew what mood my Dad would be in 

and | couldn't stand the shame or 
embarrassment of him being drunk in front of 

one of my friends. 

My mother seemed to deal with all of these 
troubles by eternally wearing “rose-tinted 

glasses", complaints to her about my Dad 

were usually met with "he's not that bad" and 
"he loves you very much and just doesn't 

know how to show it" or "he had a terrible 

childhood", platitudes that didn't make me 

feel any better, they often made me feel 

worse because | felt like something was 

wrong with me, | was obviously a terrible 

daughter because | misunderstood my own 

Dad. 

When | was around | 3, my sisters and | did 
tell my Grandmother about what was 

happening at home and she did speak to my 

Mum about it, but we still ended up in trouble 

for being so disloyal to our Dad, and were 

made to feel guilty for disappointing him. | 

think by that stage of my life, | just decided to 

put my head down and avoid thinking about 

what was happening at home. 

By the time | went to College | was making 
plans to go travelling in Europe and, 

consequently, get away from my family. | guess 

my reasoning was that, once | was away from 

them, my problems would be gone; ! would 

be able to be happy. Unfortunately, this wasn't 

the case, | seemed to carry the world on my 

shoulders, and all of the verbal abuse from my 

father had left me feeling very unsure of my 

opinions and myself. | had grown so adept at 

trying to please him, | did it with everyone 

else around me, another person's bad mood 

affected my mood and | let people get away 

with murder because | was too scared to 

stick up for myself and avoided conflict at any 

cost. | vividly remember sitting on a bus in 

London, after a few years away from home, in 
tears because | was, on the outside, leading a 

great life, with a good job, plenty of money, 

good friends, etc and | still wasn’t happy and | 

didn't understand why. Looking back, | can 

really see how this was a crucial time in my 

life to make some changes, start dealing with 

the effects of alcoholism on my childhood, but 
| didn't know what to do, | didn’t know how 

to lift myself out of this depression, | just put it 

down to what I'd been brought up to believe, 

there must have been something wrong with 

me.| didn’t seem to know how to put myself 
first or take care of my needs. 

It wasn't long after that my life really took a 

turn for the worst-! started going out with a 

guy who turned out to have both drug and 

alcohol addictions. | find it quite weird now 

that | missed all of the signs of his problems, 

which were all there at the start of our 

relationship. It was rocky from the outset, with 

a lot of arguing and breaking up, only to get 

back together again because "we couldn't live 

without-each other." Even though | wasn't 

entirely happy with this guy, | seemed to get 

swept away by it all, convincing myself that it 

was a very romantic and exciting relationship 

that was full of passion and drama; it didn't 

matter that he was actually treating me very 

badly and already lying to me about the 

  

extent of his drug and alcohol use and | had 

fallen back into my old patterns of crying 

much of the time or putting my head in the 

sand, pretending that his behaviour was 
perfectly normal. He told me that | was like 

an angel who'd come down on earth to save 

him and | gratefully took on the responsibility 

to take care of him, it felt great to be needed 

so much. My friends watched me fall hard for 

this guy, so quickly, taking all of the terrible 

things he said and did and tried to get me to 

see sense but | somehow managed to explain 

it all away, making the same, tired old excuses 

for him that my mother used to make for my 

father. | can see why | got sucked into it all so 

quickly now; this type of relationship was very 

familiar to me. | was used to being verbally 

abused for making mistakes and emotionally 

abused by being made to feel guilty every 

time | stepped out of line. | was back on the 

merry-go-round of tiptoeing around, trying to 

keep the peace, avoiding conflict at all costs. It 

took me several months, however, before | 

eventually made the connection that my 

boyfriend had a drinking problem; | was 

flicking through a newspaper and noticed a 

letter on the Agony Aunt page written by a 

woman about her husband's drinking. The 

Agony Aunt pointed out that the husband 

was most likely an alcoholic and gave some 

recommendations for how to deal with it. The 

enormity of it all hit me once I'd read the 

letter and everything made perfect sense 

because now | understood the reason for my 

boyfriend's behaviour, that alcohol was his 

priority in life, just like my Dad. In a way it was 

a relief to have an answer for all of the things 

that had been gnawing away at me but | was 

already deeply involved with this man. We'd 

bought property together in Ireland and were 

making plans to move there, so it was also 

very troubling for me to realise that I'd 

puttroubling for me to realise that I'd put 

myself back into the exact same situation I'd 

grown up with.| took up one of the Agony 

Aunt'’s suggestions and called a counselling 

service specifically for women and alcoho! 

and was put on the waiting list. 

Meanwhile, my relationship continued to 

deteriorate; | was no longer the angel sent 

from heaven to help, | had joined the long list 

of people who stood in the way of my 

partner's drinking, instead. | had believed that 

he'd wanted to change so had gradually 
stepped up the nagging and the criticising, 

desperately hoping that | could get him to 

control his drinking. He, in turn, would stop 

drinking for short periods of time, but his 

moods would become so violent that | would 

almost be begging him to start drinking again 

 



  

because the pressure was just too much. 

After spending |0 days on holiday with him 

and dealing with him being drunk for 9 of 

those days, | was at the end of my tether and 

rang the counselling service again, begging for 

them to take me on. Fortunately, a space 

became available and | started sessions once 

a week. These were very intense and | found 

them exhausting, usually resulting in me crying 

both during and afterwards and, now, | can 

remember very little of what was said in 

them, just that they were very painful. Even 
then, for a long time | couldn't see any hope. 

My move to Ireland was coming closer and | 

didn't want to go, but | couldn't seem to see 

any way out of it.My counsellor pointed out 

that | didn't have to go,| could just sell the 

property, but | felt like | had no choice 

anymore, that it was inevitable. 

During our last session, just before my move, 

he told me about Al Anon Family Groups and 

recommended | start attending meetings as 

soon as | arrived in Dublin. | had heard about 

Al Anon before but didn't know very much 

about it at that stage. 

The move proved to be as bad as | feared, 

the drinking and the arguing never seemed to 

let up and my boyfriend would disappear for 

hours on drug or alcohol binges, only to 

show up to our flat in the middle of the night 

with a crowd of people to continue the party. 

| would lie awake in bed at night wondering 

where he was, worrying that he might come 

home with strangers or worrying that he 

wouldn't come home at all. Then, if he did 

come back, I'd lie awake listening to loud 

music, worrying that the people he'd brought 

with him would cause trouble; One night a 

third of my CD collection was stolen by the 

people he'd brought back to our place. | was 

gradually becoming more and more sleep- 

deprived, struggling with making my way ina 

new city, not knowing anyone except for my 

boyfriend, who was proving to be no support 

at all. He didn't care that | was lonely or 

depressed; he just wanted me to be around 

when required and leave him alone to do 

what he wanted. It took me a couple of 

months to finally contact Al Anon Family 

Groups, when | suddenly realised that | was 

becoming a person | didn't like; | had ended 

up in another row with my boyfriend, he was 

drunk, as per usual, and had physically pushed 

me. | had retaliated by grabbing him around 

the neck and, for a few seconds, actually 

contemplated choking him before letting him 

go to storm out. | was left with myself, 

wondering how on earth I'd arrived in this 

place — my boyfriend was an alcoholic but 

what was my excuse for behaving so badly? 

  

At first, | just 

listened to 

the other Al 

Anon members 

sharing their 

stories and 

received 

tremendous 

comfort from 

Knowing that 

lwasn’t alone; 

| had started to 

believe that | 

was the only 

one dealing with 

the problem of 

a loved-one’s 

drinking, it was 

a blessed relief 

to Know that 

| wasn’t. 

| felt like | had nothing left to lose — my life 
was already turning out so badly and decided 
to take up my counsellor’s suggestion; | found 

an Al Anon meeting soon after and started 

attending regularly. 

At first, | just listened to the other Al Anon 

members sharing their stories and received 

tremendous comfort from knowing that | 

wasn't alone; | had started to believe that | 
was the only one dealing with the problem of 

a loved-one’s drinking, it was a blessed relief 

to know that | wasn't. It took me many 

months to actually speak up in a meeting, 

being quite reluctant to speak publicly about 

my home-life, but | did start talking to 
individual members after the meetings and 
reading the literature that was put out each 

meeting. Gradually, | started to take more 
notice of the actual Al Anon programme, it 

had seemed to help a number of members 

who | could relate to when they spoke at 

meetings, so | paid more attention to the 

twelve steps. The first step, "We admitted we 

were powerless over alcohol-that our lives 

had become unmanageable" immediately 
stood out, my life had become completely 

unmanageable. The more | read and listened, 

the more | learnt and, eventually, | started 

changing the way | dealt with my boyfriend. | 

could see that, even though | couldn't do 

anything about his drinking or behaviour | 

could certainly do something about mine. | 

think this is probably one of the greatest gifts 
| received from Al Anon, it helped me to 

bring the focus back onto me; | had wasted 
so much of my time focusing on others, 

especially my Dad, then my boyfriend, and 

neglected myself because of it.| stepped back 

from much of the fighting; | let him get on 

with his drinking and started learning more 

about myself. | developed a support system 

of Al Anon friends who | could call if | needed 

to talk and | eventually became stronger in 

myself. | learnt about "enabling" alcoholics, 

how my willingness to be an "angel" and take 

care of my boyfriend meant that he was able 
to avoid his responsibilities and not face the 

consequences of his excessive drinking. | 

learnt that alcoholism is a family disease and | 

could not change, cure or control anyone 

else, only myself; it was up to my boyfriend to 

do something about himself. 

The more | stepped back and the more | 

learnt about myself, the more | realised | got 

very little pleasure from my relationship; 

rather than adding something positive to my 

life, it was actually affecting me very negatively. 

At first | had hoped that once | found 

recovery, my boyfriend would eventually do 

the same, but gradually it dawned on me
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that his alcohol and drug abuse were actually 
getting worse. They seemed to be taking over 

his personality and, after a particularly scary 

weekend where | felt physically threatened, | 

realised | could no longer stay with someone | 

didn't feel safe with. Ending our relationship was 
a long, drawn-out, painful process, especially 

because | was left to sort out most of our joint- 

financial arrangements, but | had the Al Anon 

programme to help me every step of the way. 

Every time the whole process seemed too 

overwhelming and | thought | was never going 
to get out of this relationship, | was able to fall 

back on the slogans "One Day at a Time" and 

"Easy Does It" to remind me that | just had to 

"God, grant me the serenity to accept the 
things | cannot change, courage to change the 

things | can and the wisdom to know the 

difference" (Serenity Prayer) 

“The AlAnon Family groups are a 

fellowship of relatives and friends of 

alcoholics who share their experience, 

strength and hope in order to solve their 
common problems. We believe alcoholism 

is a family illness and that changed attitudes 
can aid recovery. 

keep moving forward, one step at a time, to 

eventually achieve my goal. Whenever | felt 

really negative or hopeless about my future, | 

had members of Al Anon to talk to, meetings 

to attend, literature to read and, eventually, | 

made my move, selling the apartment, finding 

somewhere else to live and finishing with my 

"ex-boyfriend". Again, Al Anon and the 
programme really helped me to leave him with 

little animosity or anger and see him with 

compassion as a person suffering from a 

disease. 

Over time I've extended some of this feeling of 

compassion to my father. Since coming to 

Al Anon is not allied with any sect, 

denomination, political entity, organisation or 

institution; does not engage in any 

controversy, neither endorses nor opposes 

any cause. There are no dues for 

membership. Al Anon is self-supporting 

through its own voluntary contributions. 

Al Anon has but one purpose: to help 
families of alcoholics. We do this by 
practising the Twelve Steps, by welcoming 

and giving comfort to families of alcoholics, 

  

aAl Anon and re-visiting my childhood 

memories, | am better able to see how not 

only my Dad, but my Mum, my sisters and | all 

suffered from the disease of alcoholism; it 

truly is a "family disease". Working the Al 
Anon programme has helped me to free up 

some of the good memories of my childhood 

and balance it out. ! am well-aware that, if | 

don't continue to take care of myself and 

keep the focus on myself, | could slip back 

into bad habits again but Al Anon has taught 
me to see that | have many tools at my 
disposal if only | am willing to use them. 

and by giving understanding and 
encouragement to the alcoholic." 

-The Suggested Preamble to the Twelve 
Steps 

You can get information about meetings or 

purchase literature by contacting the 

Al Anon Information Centre, 5 Capel St, 

Dublin | or telephone (01) 873 2699 
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arnardos works with many families 

ree children and young people are 

experiencing physical or emotional 

neglect.While there are many different 

causes for this, an emerging reason has been 

identified that parents or carers may be 

unable to provide appropriate care for their 

children due to the effects of addiction, in 

particular alcohol. 

Alcohol is an everyday part of Irish society — 

it is clearly linked with our past, present and 

future. All celebrations, social gatherings and 

mourning are focused around drink, 

Alcohol has become part of our cultural 

heritage — we are known worldwide as "the 

drinking, fighting Irish", we are acknowledged 

for our hospitality and craic. Travelling across 

the country one is struck by the 

predominance of "pubs" in Irish cities, towns 

and villages — in fact they play such a vital role 

in the way of Irish life, they are now 

marketed and sold worldwide — practically 

every city, town or village in the western 

world boasts an "Irish pub". 

Ireland's relationship and tradition with 

alcohol make it very difficult for us to see the 

negative aspects — we ignore the facts. Ireland 

is ranked second in alcohol consumption per 

capita in the EU. Alcohol consumption has 

increased by 41% per capita in the last 10 

years alone. 60% of | 5-to-| 6-yearolds drink 
regularly — the evidence of over indulgence 

or alcohol misuse is present in every town in 

Ireland on a weekend night. As society 

struggles to come to terms with effects of a 
nation in denial with its addiction to alcohol 

we need to look at its effects on families, 

individuals and, in particular, children. 

The effects of alcohol misuse within a family 

are well known. Parents who engage in 

alcohol misuse come from all walks of life, it 

effects both sexes and can result in ill-health, 

relationship difficulties, domestic violence, 

aggression towards others, road accidents, 

financial difficulties, inconsistent parenting, 
emotional dysfunction, children being put in a 

position of inappropriate responsibility, 

depression and isolation. Children living in 

such situations may suffer fear, anxiety, 

isolation, low self-esteem and emotional 

problems. These children are more at risk of 

material, physical and emotional neglect. 

Children from families where there is a high 
exposure to alcohol misuse are more likely 

to be engaged in alcohol use at an early age, 

this can have an adverse effect on their ability 
to perform well in school. Children who are 

under the influence of alcohol are more at 

risk of assault, underage sex, teenage 

pregnancy and involvement in crime. 

Taking all the above information into context 

it is obvious the effects of alcohol use and 

misuse will present as an emerging need for 

children and families attending family support 

services. This short paper is focusing on the 

effects of alcohol misuse on parents and 

young children, as experienced through the 

work in Barnardos Family Centre, Dun 

Laoghaire. 

Parenting, which can be stressful at the best 

of times, is made more difficult when one is 

preoccupied by alcohol. Consistency,
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boundaries, security, safety, economic stability 

and emotional support are essential elements 

to successful parenting — parents misusing 

alcohol may find many of these key elements 

impossible to provide. Children living in such 

situations can present with behavioural issues, 

aggression, poor concentration, delayed 

academic and emotional development, low 
self-esteem, secrecy and poor social skills 

because their needs are not being met due to 

their parent's alcohol dependency. This can 

manifest in children finding it difficult to cope 
with group settings. While obviously needing 

consistency and boundaries, when presented 

with limits they can find it very challenging 
and may respond in an aggressive and out of 

control way. The impact of such behaviour can 

be very difficult to respond to in services 

such as early years, pre-school and after 

school groups.Very often attendance is 

sporadic and this affects the child's 
development within a group structure and 

can impede their ability to mix or form 

relationships with peers. Poor attendance can 

also make it difficult to engage children and 

parents in extra supports that may be crucial 

for their development; an example of this is 

missing speech therapy and assessment 

appointments. 

The effect of alcohol misuse and addiction on 

children manifest in many different ways. 

It can begin with FAS (Foetal Alcohol 

Syndrome) and end with bereavement, 

leaving behind a damaged development of 

emotions and behaviour in childhood that can 

last a lifetime. 

Children’s needs are very basic; they require 

what every human requires: 

° Shelter 

¢ Nourishment 

¢ Stimulation 

° Security 

e Routine 

° Fresh air 

° Love 

° Friends 

Where there is alcohol misuse or addiction in 

a family these needs may not be sufficiently 

met — this can be gradual and varied but will 

impact on the child’s development. By nature 

alcohol misuse and addiction are long-term, 
so the long-term effects of a child’s basic 

needs not being met become increasingly 
critical. For example, lack of adequate 

nutrition can become malnutrition. Lack of 

adequate shelter can become temporary 

accommodation, homelessness or living in an 

environment that may put the child's safety at 

risk. Therefore, it is necessary that there is 

appropriate intervention and support to 

prevent children being put at risk. 

Anxiety and low self-esteem are common 

characteristics in children of parents misusing 

alcohol, their lifestyles are often unpredictable 

and the parent's behaviour towards them 

changeable and inconsistent according to how 

they are dealing with their problem. There 

may be intermittent periods when a parent is 

capable and loving, which then changes, 

confusing the child and delivering mixed 
messages of their worth and validity. 

Children present symptoms of these effects in 

many different ways, most evidently in their 

behaviour. A parent with an alcohol 

dependency may not always be focused on 

the child, or provide them with the love and 

encouragement they need to build self- 

confidence and self-worth, often only noticing 

them when they are demanding or in cycles 

of negative behaviour. 

Children seek attention, even if it is negative 

attention, and will learn ways of gaining it. 

They will quickly realise that if they do not co- 

operate with a parent's request or 

expectation of conduct, the parent is likely to 

react and therefore they will repeat the 

behaviour. Children display challenging 

behaviour and are responded to, which 

confirms for them that this is the way to 

behave. This will then effect their success in 
forming relationships with siblings and peers, 

and their ability to participate in a social 

environment. This cycle of negative and 

attention seeking behaviour needs an 

immediate response when children access 

family support services. This requires a very 

co-ordinated and planned response — 
children need to be receiving very clear 

messages about acceptable behaviour within 

a group setting. In our experience some 

children will require one-to-one support in 

order to be able to cope in a group setting. 

This resource requirement can put a lot of 

strain on a staff team. The unpredictable 

nature of addiction means that programmes 

may need to be planned on a daily basis in 

order to respond effectively to the needs of 

children. An example of this is a child arriving 

into a group exhausted because they have 

been out until late at night in a pub with their 
parent. This child is tired, anxious, hungry and 

upset. Their ability to be able to fit into the 

normal daily routine is impaired and staff have 
to provide appropriate responses while also 

addressing the needs of the other children in 

  

the group. 

In trying to address this issue with parents, 

staff will usually come across avoidance, denial 

or resistance, thus making the job of 

supporting children even more difficult. 

Children attending early years services and 

pre-school services often find it difficult 

therefore to cope in a group and to settle 

into a structured environment. Their 

experience of play is often very limited and 

therefore they have a minimal concentration 

span and find it difficult to focus on an activity. 

A key principle to the work in Barnardos 

Family Support Centre in Dun Laoghaire is 

parental involvement — our statement of 

ethos is "In Barnardos Family Centre in Dun 

Laoghaire we believe in the vital role that 

parents/carers have in their children’s lives. 

We want to work with parents in a way that 

is respectful, honest and accepting, listening to 

and communicating with you. Recognising that 

each family is unique, we aim to provide 

support and services which will meet the 

needs of children and their carers”. 

While our aim is to work closely with 

parents, this can be difficult to achieve when 

one or both parents are presenting with 

addiction issues, particularly alcohol because 

in our experience it is much more hidden 

than illicit drug misuse. The chaotic and 

secretive nature of alcohol misuse makes 

work with parents extremely challenging, at 

times leaving staff feeling frustrated and 

demoralised. We have found it difficult to 

engage the support of other agencies when 

we have concerns, even if they are of a child 

protection nature. For example, there tends 

to be a more active response to concerns 

about children who are in the care of their 

parents/carers who are suspected of misusing 

illicit drugs as opposed to alcohol. The effects 

of parental alcohol dependency can manifest 

in physical or emotional neglect for children. 

Concerns of this nature are some of the most 

difficult to validate, it can take a long time 

before a picture of neglect is built. Staff need 

to be very vigilant, recording details, discussing 

children and families regularly as a team so 

that no signs are missed. Sometimes long- 
term neglect can lead to children being 

removed from their parent's care. 

While concerns are being picked up at an 

early stage and preventative responses are 

put in place by family support models, it can 

take a crisis before other agencies will engage. 

This leaves staff supporting children and 

families in an isolated position. Delivering 

family support in collaboration with other 

agencies is essential. 

 



  

While alcohol consumption is culturally 

acceptable, alcohol dependency is very often a 
hidden issue. We experience many parents 

who are not willing to admit to the level of 

their drinking and the consequential impact 

this has on their parenting. While policies and 

procedures are very clear when it comes to a 

parent/child arriving on the premises under 

the influence, it is the ongoing, chaotic and 

deceptive nature of alcohol misuse that 

impedes positive progress in the work with 

parents, and therefore the impact on their 

children’s lives. 

The impact of alcohol misuse is felt across the 

whole range of services available to 

parents/carers and children attending family 

support centres. Staff can address some of the 

needs described previously through a variety 

of programmes such as early years, pre-school 

and afterschool groups, individual and group 

work for children and parents, assigning key 

workers and working with other relevant 

agencies to provide integrated responses. This 

approach is supportive and preventative, but it 

is not intended to actually address addiction 

itself This can only be done by 

engaging/referring clients to appropriate 

treatment services. This can be a very daunting 

experience and people may require a huge 

amount of support in order to take this step. 

As a lot of the families we work with are 
already experiencing a huge level of need, 

they may not have the resources available to 

them in order to engage in treatment or 

alcohol detox programmes. Many 

programmes consist of residential treatment, 

which, while may be beneficial to the long- 

term goals of recovery, can put too much 

pressure on families in the short term. Issues 

such as childcare arrangements can make it 

impossible for a lot of parents to seek 

treatment. 

People struggling with a variety of needs such 

as homelessness, isolation, violence, poor 

parenting skills, debt and low self-esteem, can 

find it very difficult to prioritise the need to 

seek support for their addiction. For those 

that do, very often the other issues that they 

are coping with will impede their recovery. 

This means that many children experience 

very unpredictable lives, periods of stability 

and hopefulness interchanged with chaotic 

and negative cycles. For those supporting such 

parents and children the effects of alcohol is 

clearly evident in their work. The need for a 

response which incorporates both family 

support models and addiction services is 

obvious, in order to provide a holistic and 

realistic answer to an issue being faced by 

many parents and children in Ireland today. 

People struggling with a 

variety of needs such as 

homelessness, isolation, 

violence, poor parenting 

skills, debt and low self- 

esteem, can find it very 

difficult to prioritise the 

need to seek support for 

their addiction. 
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A Training Programme for Future Disaster or 

An Opportunity for National Recovery’? 

Stephen Rowen, Director, Rutland Centre 
  

riting about the destructive 

power of alcohol in Ireland should 

be easy. Many would say that it is 

an "old story" that really does not need to be 
told again and again. Yet there are so many 

stories to tell. Rarely does one meet an Irish 

family where there is not some relative 

somewhere whose life has been damaged 

significantly by what we used to call 

alcoholism. Most addiction specialists today 

prefer the term alcohol dependent to the 

term alcoholic, which still conjures up the 

image of the "down and out" street person. 

Without doubt, the vast majority of people 

who have a significantly life damaging 

relationship with alcohol over a protracted 

period of time hold jobs, share their homes 
with others and in many ways live perfectly 

ordinary lives. But the fear shame and 

loneliness of addiction to alcohol causes 

immense suffering for themselves and other 

people. Today, we also know more about 

alcohol abuse, which typically is highlighted by 

alcohol induced high-risk behaviours (but 
without the ongoing features of actual 

dependency or addiction). But whether one is 

looking at long-term addiction or at the more 

acute pattern of alcohol abuse, it is difficult to 

live and work in this country without seeing 

evidence of a people's use of alcohol 

wreaking havoc upon the lives of so many. 

But the crisis concerning alcohol in Ireland 

today is very real and very different from 

what was true in the past. For generations, 

the Irish both here and abroad had the 

reputation of drinking heavily. However, the 

stereotype of yesteryear was more extreme 

than the reality. In the early years of 

membership in the EU, lreland’s per capita 

consumption of alcohol was less than the 

average in other European countries. Today, 

we rank either first or second among the 
fifteen countries of the European Union 

depending on whose statistics one examines. 

The electronic and print media are 

continuously highlighting new trends in 

alcohol and drug consumption but the people 

of Ireland seem to collectively react as a 

family in addiction might — somewhat aware 

of the facts but in complete denial about the 

severity of the problem and the need to react 
urgently to this national crisis. 

By the end of 2001, Irish people were 

drinking on an average 49% more than was 

the case in 1989.Why? The most accurate 

answer to this question is "we don't know 

why". But we can make some reasonable 

guesses. One factor is the issue of prosperity. 

Although we used to blame alcoholism on 
the hopelessness of poverty, we now view 

alcohol abuse and alcohol dependence as 

arising from a pattern of drinking "too much, 
too often". Such high consumption levels 
costs money. Clients in treatment in the 

Rutland Centre often describe a night's 

drinking as costing well over € 100 (including 

something to eat and a taxi home). Despite 

the economic slowdown of the past 18 

months, Ireland's economy remains strong 

and the pubs are full. 

Another reason appears to be, paradoxically, 

decreased cost.Although drink is expensive 
when consumed in volume, the cost of a 
drink in relation to disposable income is 

actually less than it was 15 years ago. 

A hugely significant concern but one that 

cannot be measured is the loss of the moral 

authority of the traditional family and the “fall 

from grace" of the major religious institution 
of most of the people. Those two forces used 

to hold individuals’ behaviours somewhat in 

check. This is no longer the case. 

   



  
  

  

Young adults are moving to Dublin and 

congregating in pubs as their "home away 

from home". (The Director of the Irish 

Immigrant Centre in Boston, USA reported 

an identical pattern of congregating in Irish 

bars by both legal and illegal young Irish 

immigrants in that city.) Young people today, 

even those who are still in adolescence, are 

more uninhibited in what they say and in 

what they do.When this is translated into the 

world of choices surrounding alcohol and 

drugs, the results are often quite frightening. 

The Health Promotion Unit of the 

Department of Health and Children, An 

Garda Siochana, and other government 

agencies have highlighted some important 

trends in just the past few years. For example, 

the dramatic increase in alcohol consumption 

has been paralleled by a major increase in 

public order offences. Assaults of all kinds 

have more than tripled. Sexual assault is 

commonplace. The recent upsurge in 

popularity of cocaine among the 25-to-35- 

year-olds has given drinkers the energy with 

which to increase their intake of alcohol. The 

A & E departments of one major hospital in 

Dublin (The Mater) are reporting that alcohol 

abuse is responsible for 25% of all A & E 

admissions (and over 50% of all admissions 

after midnight). Women are seeking out the 

morning after pill, not because they had sex 

the night before but because they can't 

remember what happened the night before. 

Why? Physicians tell us that it is because of 

blackouts (a form of alcohol induced 

temporary amnesia) due to extreme 

intoxication. Underage drinking is up as the 

ESPAD report (The European School Survey 

Project of Alcohol and Drugs, published in 

Stockholm in 2001) places Ireland near the 

top of the league in binge drinking for both 

boys and girls aged 16 & | 7. In Ireland alone, 

binge drinking by adolescent girls matches 

binge drinking in boys. The 1999 SLAN 

Survey reports that | 8-to-24-year-old 

women are exceeding the recommended 

upper limit of alcohol intake per week (60% 

of women) more often than is true for their 

male counterparts (at only just over 50%). The 

drinking levels in every age bracket through 

the end of 2001 are up, but the drinking levels 

for young adults show the greatest level of 

increase. 

Can these terrifying trends by reversed? Will 

we as a nation, collectively come to our 

senses, do what the chronic alcoholic does, 

"hit rock bottom" and then make changes for 

the better? Or will this nation go from bad to 

worse with more and more of our younger 

generation being raised by parents so plagued 

by chemical abuse that we won't be able to 

reverse the negative patterns of national self- 

harm? 

We will probably do some of both. We 

currently have, what | call, a "training 

programme" in alcohol dependence. Young 

people, both above and below the legal 
drinking age are targeted by the drinks 

companies. For example, when a first year 

university student is welcomed to UCD in the 
autumn, the name in large letters over the 

entrance to the orientation tent is 

“Budweiser”. No wonder that our | 8-to-24- 

year-olds are in trouble with alcohol. But we 

would be foolish if we were to believe that 
banning the promotion of drink for university 

students alone would make more than a slight 

difference. Youngsters see thousands of beer 

advertisements on their television screens 

throughout all the years of their growing up. 

The association of drink with athletic and 

sexual success is beyond belief. Liberalisation 
of pub opening hours, the easy availability of 

licenses for late openings, non-enforcement of 

existing laws forbidding licensed premises 

from serving drink to an already intoxicated 

individual, the easy availability of illegal drugs 

such as cocaine and ecstasy in pubs and clubs 

all contribute to the escalation of this most 

serious of crises. 

But profound change is also possible. 

Prevention programmes in schools can and 

do make a difference, particularly when 

combined with stricter enforcement of laws 

that protect the public from alcohol-related 

harm.The ICGP decision to commit significant 

resources for more training for physicians on 

how to identify alcohol abuse patterns earlier 

rather than later has been an important 

initiative of recent years. Outpatient and 
inpatient treatment is truly awesome in what 

can be achieved for those who are already in 

deep trouble with alcohol addiction. 

Treatment, when the individual in trouble 
does the work that they need to do, is the 

final "safety net", for it is here alone that the 

individual in trouble with alcohol is best 

challenged to carefully examine the issues 

connecting the core of that individual to 

alcohol itself. 

Treatment 
As the Director of the Rutland Centre, this 

writer has the opportunity to see broken 

individuals who have been deeply wounded by 

life and by their own addiction create a 

different future both for themselves and the 

people they care about. 

How does it work? First of all, either the 
person with addiction or someone close to 

that person (ie. partner/family 

member/employer/physician) has to recognise 

that a problem exists. Sometimes an individual 

begins to finally listen to that inner voice that 

says: "I'm in trouble with alcohol and things 

need to change". This is often followed by a 
stop and start cycle in which the person with 

alcohol dependence attempts to "control" what 

is essentially an out of control situation. These 

efforts never seem to work with the truly 

alcohol dependent person but can sometimes 

be successful with someone who is caught up 

in a process of situational alcohol abuse. 

Most addiction specialists believe that 

controlled drinking efforts are bound to fail but 

going through this process is often a hugely 
valuable learning experience, as with 

disappointment and failure the alcohol 
dependent person eventually decides they 

need to stop altogether. On the continuum of 

progress, this is a favourable development (if 

they survive the minefield of obstacles along 

the way) but one that may or may not be 

successful. For those clients who eventually find 

the way into Rutland Centre, the goal of 

stopping and staying stopped has clearly not 

worked. 

Individuals who have typically gone through the 

process of limited success blended with 

multiple relapses are paradoxically closer than 

ever to "hitting rock bottom" and to a true and 

lasting recovery. 

But what happens when the serious problem 

drinker does not recognise the need for 

change? As the reader can imagine this is very 

common in the lives of alcohol dependent 

clients. In order to "protect" their all-important 

relationship with alcohol, the heavy drinker 

blames all his/her problems on other people — 

an angry wife, needy youngster at home, an 

unreasonable boss and so forth — thereby 

avoiding the need for change in their drinking. In 

such cases, intervention needs to occur in an 

 



  

C h ild Links 

effort to raise the drinker's awareness and begin 
to break the denial concerning the destructive 
power of alcohol in the life of the drinker. 

Intervention is not new. Partners have often 

issued ultimatums: "you can have either me or 
the alcohol, you can’t have both". Employers have 

sometimes been willing/able to challenge the 
drinker with a parallel challenge: "either control 

your drinking or you can't work here anymore". 

Such strategies can and do work but only if the 
individual hearing such a challenge accepts that 

the partner or supervisor at work truly means 

business and is willing and able to follow through. 

However, there is another approach that is 

referred to at the Rutland Centre as Intervention 

and Family Mobilisation. This approach, which was 
developed by DrVernon Johnson of the Johnson 

Institute in Minneapolis, USA in the 1970's, 

involves a carefully prepared and co-ordinated 

version of what was described above. Rather 

than reacting to the heavy drinker in an angry 

and frustrated fashion with ultimatums, a formal 

Intervention and Family Mobilisation process 

carefully planned out. This usually involves 
preparing a minimum of 3 individuals close to 
the alcohol dependent person, to challenge the 

drinker in a manner that is loving, supportive, 

clear and firm in its focus with treatment as its 

goal. This process is not meant to be punitive, but 
in order to be effective it typically includes 
serious consequences for the drinker if she/he is 

unwilling to follow through with treatment The 
10 to 20 hours of preparation usually required 

to carefully plan and carry out the intervention 

typically results in treatment for the alcohol 
dependent person and always results in success 

for all others involved as it moves them towards 

their own recovery. 

Regardless of how treatment happens — through 

the client initiating change directly or because of 
family/employer intervention — treatment itself is 

avery intense and powerful experience. One 
might imagine that those who come into 

treatment highly motivated have a better chance 

at long-term recovery than those who come in 

under duress. Not so! Individuals who are hostile 
and resentful at the beginning of treatment often 
do as well or even better than those who seem 
eager to change but who are unwilling to do all 

the deeper work that recovery demands. 

What happens in treatment? At the Rutland 
Centre residents are welcomed into a 

therapeutic community that is designed to 
provide support, learning and personal 

awareness in every aspect of the day.At the core 

of treatment is twice-a-day group therapy. The 
larger community of 24 clients is divided into 3 

treatment groups of 8 each. Each set of 8 clients 

then works with a treatment team of 2 
counsellors who facilitate the group process 

whereby clients identify with and challenge each 

other regarding the entire process of taking 
ownership of both addiction and their recovery. 

A popular phrase among group therapists is that 

to sit in a therapy group is like "being in a room 

full of mirrors". By seeing how individuals at first 

avoid and deflect responsibility and then 

gradually become more aware of the impact of 

their own alcohol dependence on themselves 

and others is a critical ingredient in the early 
change process. This is usually followed by 

opportunities to "speak the unspeakable" in 

group therapy as participants unburden 

themselves of a past that has often been so toxic 

to them. Each week | or 2 new arrivals get to 

see and learn how this works not only from the 

counsellors but also from more settled clients 
who can attest to their own progress. New 
insights are followed by increased awareness and 
acceptance as well as by the relief that comes 

from "getting it". 

This very powerful group process is assisted 

greatly by the actual participation in the group 

work by partners, parents, family members, 

colleagues from work, social workers and others 

living with or working closely with the family. 

Rutland Centre and most other treatment 

centres today do this not only to deepen the 

intensity of the treatment experience for the 

alcohol dependent person but also to assist the 

family members and other concerned persons 

with their own recovery from all that has gone on. 

Resident clients are expected to invest all 

available energies in their recovery. Television and 

newspapers are limited to weekends only. 

Residents are typically not allowed to leave the 

grounds (except for medical and family 
emergencies) in an effort to provide a milieu that 

is free from distraction (it also reduces the 

chances of residents being tempted to obtain 

drink/drugs while off the property). Individual, 

couple and family counselling supplement group 

therapy in assisting everyone concerned to deal 

with vitally important issues. Lectures, community 

meetings, therapeutic duties as well as reading and 
writing assignments all contribute to raising 

awareness and facilitating change. 
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Individuals in early recovery from alcohol 

dependence are continuously challenged by peers 

and by professional staff to examine their addictive 

attitudes and behaviours in an effort to change 

their lives. Clients think, talk, read, and write about 

their own core issues of addiction and what 

obstacles exist in their lives that block ongoing 

recovery. 

After years and usually decades of heavy drinking, 

individuals in early recovery often do not know 

how to feel their own feelings. Uncomfortable 
feelings in the past were denied or suppressed 

with alcohol. When the enormity of what has 

happened with one's life becomes clear, 

participants often feel worse before feeling better: 

But they also learn that one can begin to view life 

differently, experience relief when one unburdens 

oneself from the guilt and shame of what has 

occurred, learn to forgive oneself (and others) and 

then rediscover hope for a better future. 

The Rutland Centre, like all treatment centres 
based on the Minnesota Model, relies heavily on 

the concepts and principles of the |2 Step 

Fellowships including AA. In addition to the critically 

important services outlined above, treatment at 

the Rutland Centre introduces participants to the 

fellowship of Alcoholics Anonymous. Treatment 

itself is sometimes referred to as the process of 

discovery whilst AA and the other fellowships are 
meant to be programmes for living and are 

referred to as the process of recovery. 

For those readers unfamiliar with the programme 

of Alcohol Anonymous, spirituality is at the core of 
the programme. Members of AA will often talk 

about the "hole in the soul" that they.experience in 

active addiction. Abstinence from alcohol over time 

will usually heal the body, therapy assists greatly in 

understanding one's feelings of shame, fear anger 

hurt and loneliness but spirituality seems to be the 

place where deep, lasting recovery occurs. Essential 

in this process is the "coming to believe" that there 

is a power greater that the self that can assist the 

individual in genuine life long change. For many this 
"higher power" is the God of Judeo-Christian 
tradition, for others this same higher power is the 

serenity and hope that they see in others who 
have travelled a similar path of self-destruction. 

Spirituality is also about coming to believe in a 
higher or deeper sense of self. It will include a 
dedication of self to becoming a more honest 

  

  

person and by being of service to others. It is 

about achieving self-worth through a deep level of 

acceptance, honesty, and profound respect for self 

and others. 

The Rutland Centre does not use 

mind/mood-altering medications such as 

tranquillizers and anti-depressants. This is so, in 

part, because not only are some medications 

(e.g. valium) are highly addictive but also 

because even non-addictive anti-depressants 

often interfere with an individuals ability to 

break the pattern of turning to a chemical in 
order to feel better: Clients sometimes 

describe themselves as "depressed" but it is 

difficult for the most experienced physician to 

know if the depression is clinically based on a 

biochemical imbalance or if it is a reaction to 

the alcohol induced chaos in one's life and the 

alcohol's effect on the central nervous system. 
The Rutland Centre's protocol encourage 

individuals to wait at least a year of unbroken 

sobriety before seriously considering 

medication for a mood disorder and only 

then with the utmost of care. 

 



Child Link«< 

Family 
Programme 

Much has been learned in recent decades 
about the impact of alcohol and other 
addictions on partners and family members. 

Sometimes children of alcoholics become 

chemically addicted themselves (most heroin 

addicts in Dublin have alcoholism in their 

background). Others become co-dependent 

people pleasers, destined to become overly 

responsible, angry and hurt and very 

controlling as they encounter life. 

The family programme at Rutland Centre 
offers information and education about 
addiction and co-dependency as well as 

group support and therapy for processing 

and accepting what has occurred and how 

one can detach from someone else’s addiction 

and live a life that has a deeper level of 

meaning, freedom and serenity whether or not 

the alcoholic maintains their sobriety. 

Residential treatment centres vary in their 
approach to providing support services to 

families. The Rutland Centre makes every 

effort to view every admission into their 

treatment programme as a two track event: 

an in-patient programme for the person in 

addiction and an out-patient programme for 

everyone else close to the residential client. 

Towards this end, at least one concerned 

person is invited into the assessment 

interview to determine if the alcohol 

dependent client will or won't go forward for 

admission. The Rutland Centre is currently 

initiating a family support group let by an 

experienced addiction counsellor who will 

provide both individual counselling and group 

therapy to concerned persons with alcohol 

dependence who is not ready to go forward 

with treatment at this time. 

Conclusion 
It is impossible to overstate the destructive 

power of alcohol in Irish society. The process 

we used to call alcoholism is usually referred 

to today as alcohol dependence. This life- 

threatening disorder causes immeasurable 

harm to the individuals directly involved: the 

drinker and his/her loved ones as well as to 
the greater community. Children are the most 

vulnerable victims of a process that causes so 

much pain to all concerned. However, as a 
society we must come to terms with the 

  

If the individual with addiction to alcohol does 

enter residential treatment, Rutland Centre 

offers the following services: 

° Lectures on the nature and progression 

of alcohol dependence and other 

addictions. 

° Group therapy that includes both the 

alcohol-impaired person and the 

concerned person in order to challenge 

alcohol related behaviour of the past and 

the residue of negative addictive attitudes 

right up to the present. 

° Additional group work just with other 

partners/family members to address the 

process of enabling, denial, co-dependency 

and other harmful patterns in the life of a 
concerned person. 

° Saturday workshops — a | -day event 

designed to outline the nature of addiction 

and the principles of early recovery. 

° Aftercare groups — there are 2 distinct 

aftercare formats for concerned persons, 
with and without the person with addiction 

present. Both of these processes provide 

opportunities for additional insight and 

support during the early phases of 

recovery. 

° Child focused family counselling — this is a 

new feature of the family programme at 

the Rutland Centre. It is an opportunity for 

families with school-age children to enter 
into a family counselling experience with 

the priority given to providing youngsters 

with the opportunities to give voice to a 

complex set of needs and feelings in early 

recovery. 

undeniable reality that as a nation we are in 

serious trouble with alcohol and that we must 

make significant changes. Major changes in 

public health policy can assist us in an 

important shift in terms of how we "train" our 

young people to respond to alcohol. But in 

order to achieve lifelong change for those 

addicted to alcohol, and in order to achieve a 

significant reduction in the amount of alcohol- 

related harm, we must adopt a new attitude 

reflecting a new standard of what is and what 

is not acceptable. We as a people must be 

willing to change. The responsibility is ours. 
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Introduction 

Alcohol use has finally been recognised as a major public 

health issue. We are no longer concerned only with that 

relatively small percentage of drinkers who develop an 

addiction to alcohol, usually referred to as alcoholism. It is clear 

that problems of alcohol range from harmful use, hazardous 

use, binge drinking, to a more serious level consistent with 

addictive use. Concern for children living with problem 

drinkers has tended to focus on those whose parent(s) could 

be diagnosed as alcoholic. However, dealing with children's 

issues has become more problematic because of the 

expansion of concerns connected to other levels of alcohol 

abuse. 

It is very simplistic to say that children are damaged by 

exposure to parental alcoholism. In reality we are still very 

unclear about the nature and extent of such damage. Indeed 

more recent studies have focused on attempts to understand 

the factors that protect children from the worst aspects of 

harm related to parental alcoholism (Steinglass et al ,1989, 

Hunt, 1997 and Velleman and Orford, 2000). Hunt (1997) 

compared children of ‘alcoholics’ with children of non alcoholic 

parents and found few differences between these groups. An 

appreciation of factors within families which may provide 

protection from the worst effects of parental addiction would 

enhance our ability to prevent harm and protect children by 

creating a safer environment for them. In order to understand 

current thinking on the impact on children of parental 

alcoholism it is essential to consider the theoretical influences 

on how we construct ideas about alcohol addiction within the 

family. This article will address three major theoretical 

perspectives on alcohol problems: the traditional disease 

approach; cognitive behavioural; and systems-based ideas 

(including the life cycle model). It will discuss how each of 

these deals with the impact on family, specifically children, and 

finally consider some issues about treatment alternatives.  
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The Disease Concept of 

Alcoholism 

The idea that alcoholism is a disease is based 

on a traditional understanding of alcohol 
problems. It supports the view that alcoholism 

may be genetically transmitted and that once 

you have the disease it is both progressive and 

predictable. There is no cure and abstinence is 

the only appropriate response. The disease 

concept of alcoholism placed particular 

emphasis on the individual in both theory and 

practice. It did attempt to embrace concerns 

for families affected by the alcoholic. Within 

the disease framework, alcoholism was 

reconstituted as a family disease. The belief that 

genetic factors may contribute to the 

transmission of the disease inevitably raised 

concerns for children of alcoholics. This 

movement became known as ‘Adult Children 

of Alcoholics’ (ACOA) and concerned itself 

with all children of alcoholic parents, whether 

or not they themselves demonstrated the 

signs and symptoms of alcoholism. 

This dominant discourse is also committed to 

the idea that all the family members are 

effected by alcoholism, it is a family disease. The 

impact on spouses is a study in itself This 

article is concerned with the ideas about the 

impact on children specifically. In this 

perspective, children with alcoholic parent(s) 

are perceived to be at risk in many different 

ways. Children with an alcoholic parent are 

caught up in the denial that is symptomatic of 

alcoholism, the disease. Traditional theory, in its 

attempt to explain the impact on children, 

tends to pathologise the experience. "Many 

problems of adolescence, including anorexia, 

bulimia, school-related disorders and 

unplanned pregnancies, mask parental 

alcoholism” (Krestan and Bepko, 1989: 500). 

Alcoholism is defined as a primary disease 

(Johnson, 1986: 5).The problems of the 

children are viewed as a result of the primary 

disease, parental alcoholism. Hence one of the 

major problems is seeing through the possible 

array of family problems since they may hide 

or distract from the alcoholism.The idea is that 

family members will be in denial, unable and/or 

unwilling to name alcoholism as the problem. 

This denial will facilitate the continuation of the 

alcoholism and so block interventions to deal 

with the real problem. This view may 
underestimate the vulnerability of families to 

the experience of multiple problems. There is a 

need to distinguish between families who are 

troubled by a range of difficulties and those for 

whom alcoholism is actually the central/key 

problems. 

From a traditional perspective, it could be 

argued that since the family disease is 
alcoholism, then the alcoholic stands at the 
centre of family problems. One might even 

suggest that alcoholism has caused an array of 

family difficulties. This is an oversimplification of 

the complex relationship between alcoholism 

and family development. 

Treatment engagement is the primary goal of 

the intervention.The intervention lends further 

emphasis to the negative impact on children 

by suggesting the inclusion of the "chemically 

dependent person's children". Johnson (1986: 

67-8) explained, "as a very general guideline, 

we recommend that the children are asked to 

participate and be at least eight years old. They 

should be able to verbalise their feelings and 

describe the behaviours they have seen (and 

the disappointments they have experienced). 

The spouse (concerned person) is encouraged 

to convey details of his/her experiences. These 

may include perceived damage to the children 

because of the alcoholics’ behaviour".A study 

by Liepman et al (1989) found that the success 

rate of such intervention was about 86%. 

Success is defined as an alcoholics engagement 

in treatment. However, they point out that only 

29% of families who considered intervention 

actually went ahead with the interventions. 

In summary then, concern for children is 

fostered in traditional theory of addiction. 

Damage to children is seen as a direct 

consequence of exposure to parental 
alcoholism. Confrontation with the detailed 

account of that damage may contribute to 

engaging the alcoholic in treatment. Traditional 

ideas about alcoholism still dominate in the 

context of Irish society (Butler, 1994). Since 

the aspect of damage to children is so 

embedded in those ideas, it is safe to assume 

that people dealing with alcohol problems will 

be influenced by this interpretation of the 

effects of alcoholism. 

Traditional alcohol treatment employs-concern 

for children as an intervention strategy to 

motivate ‘alcoholics’ to change. This may be a 

short-term measure which underestimates its 

potential to promote marital divisiveness. 

Where it is not established that both parents 

accept joint agency for parenting, it may appear 

that the alcoholic parent carries a more 

exclusive responsibility for damage to children.



  

  

Cognitive Behavioural Theory 

What, if anything, does this school of thought 

have to offer the discussion on concern for - 

children? As with the traditional perspective, 

cognitive behavioural theory emphasises the 

importance of identifying the consequences of 

drinking, if any. Therapeutic interventions drawing 

on cognitive behavioural theory would identify 

and highlight the negative consequences of 

drinking behaviour Within this context, damage 

to children would be explored.An appreciation 

of the impact of negative consequences would 

form the basis of motivation to change. 

The motivational interviewing approach uses the 

term "cognitive dissonance" to explain this 

phenomenon. The clinician attempts to explore 

with the client the ways in which alcohol use has 

caused problems, "the less good things" about 

alcohol use (Miller and Rollnick, 1991: 207).On 

the one hand, a client may value the role of 

parent; on the other they may be behaving in 

ways that undermine that value. The discrepancy 

between behaviour and values can be amplified 

in order to elicit a commitment to change (Miller 

and Rollnick, 199 1:57-8). 

The motivational interviewing approach 

attempts to elicit concerns from clients. It is 

important to the approach that those concerns 

are expressed by the client rather than imposed 

by the worker In this model, concern for children 

would only be developed if it were put forward 

by the client as a key issue for them or if the 

worker was able to elicit self motivating 

statements related to an ambivalence regarding 

the children.A theoretical position held by the 

worker that children are always damaged by the 

alcohol problems of the parent would not be 

relevant. 

In summary, cognitive behaviour theory would 

support the exploration of negative 

consequences on children. The theory supports 

a view that there may be a direct link between 

abuse of alcohol and negative consequences on 

children such as behavioural and or emotional 

problems. Interventions informed by cognitive 

behaviour theory might identify this link as a 

strategy to emphasise the need for change. The 

motivational interviewing approach would also 

support such a strategy. In the case of enhancing 

motivation to change, it would be critical that 

concern for children was a meaningful issue for 

the client and not an interpretation imposed by 

clinicians. This would suggest that the client was 

able to make links between alcohol use and their 

parenting role. If alcohol use is seen as interfering 

with parenting and parenting is held as 

important then this might be helpful in 

supporting change. 

Systems-Based Approaches 

(Family Life Cycle) 

The family life cycle perspective applies a 

developmental construct to family life. Carter 

and McGoldrick (1989: 4-5) explained their 

position on family life cycle. They said ‘in our 

view family stress is often greatest at transition 

points from one stage to another of the family 

developmental process, and symptoms are most 

likely to appear when there is an interruption or 

dislocation in the unfolding family life cycle." 

There is a relationship between the 

maturational crisis of crisis theory and family life 

cycle in Carter and McGoldrick (1989). Both 

refer to transitional phases that can be 

predicted in the progression of family life. Even 

though the phases can be predicted, it is not 

possible to fully anticipate how individual families 

will cope with the transition from one stage to 

the next. 

The arrival of the first child, subsequent children, 

toddlers, pre-teens, adolescents and young 

adults are all predictable transitions in family life. 

Any or all of these may increase stress within 

the family to a point of crisis. The family 

response to crisis depends on a variety of 

factors. Previous coping, personal experiences of 

dealing with similar transitions, positive models 

for coping, social and family support networks 

may be significant variables. The personality of 

individuals and their relationships may also be 

important factors for successfully overcoming 

transition-engendered stress. These same 

variables are relevant where the crisis of stress is 

induced by the unpredictable. This family life 

perspective involves the interplay of predictable 

transitional family life phases and the 

unpredictable. Life phases may be made more 

difficult by the onset of an unpredictable 

stressor, for example alcoho! dependence. 

Alcohol use may be a coping mechanism for 

one person and an increased stress for another. 

So alcohol problems or dependence must be 

conceptualised both as a coping mechanism and 

also as a crisis trigger This interpretation 

captures some of the key elements of looking at 

the family as a system. The view that alcoho! 

dependence is the primary problem (Johnson, 

1986) is challenged. It is replaced with an 

uncertainty about where the problem and 

solutions begin and end.This perspective directs 

one to consider not just the immediate 

diagnostic criteria that define alcohol 

dependence, but also to attempt to place that 

assessment in a time frame of family life cycle 

activity. 

The convergence of crisis theory and family life 

cycle offers a unique contribution to developing 

amore inclusive framework for understanding 

alcohol problems and the impact on children. 

Krestan and Bepko (1989) and Loughran 

(1995) elaborated this point. 

Systems Theory as Applied to 

Alcohol Problems 

Systems theory would also support the view 

that children are affected by alcohol use in the 

family. The major contribution of systems thinking 

regarding children could be seen to be the 

development of the ‘Adult Children of Alcoholics’ 

movement (Wegscheider, | 981, Seixas and 

Youcha, | 985,Woititz, |983). Wegscheider 

(1981) applied some of the systemic ideas about 

rules and roles within family systems and families 

with an alcoholic member Her work was very 

influential and started a movement that became 

well established in Ireland. Wegscheider 

borrowed from Satir’s (1972) earlier ideas about 

communication in the family. Wegscheider 

developed a model for understanding the impact 

of alcoholism on children, in which she 

distinguished four different roles that children 

adopt to cope with parental alcoholism. Her 
description of the hero, scapegoat, mascot and 

lost child as four responses to life with an 

alcoholic parent. She placed emphasis on the 

detrimental effects on emotions and 

communication wrought by these highly 

patterned and inflexible interaction styles 

adopted by children in order to survive. She also 

incorporated the enabler role, which was 

predominantly adopted by the spouse — this is 

reminiscent of the traditional disease concept. 

This development exemplifies some of the 

difficulties experienced in establishing 

systematically informed ideas about addiction. 

Wegscheider (1981) drew heavily on traditional 

explanations. Her work reflected the assumption 

that alcoholics’ drinking behaviour damaged 

children. The coping strategies she described 

stressed the potential for dysfunction and future 

difficulties. The resilience displayed by children in 

such circumstances was not identified or 

explained. Earlier attempts to place alcoholism in 

amore systematically interactive context 

(Paolino and McCrady, 1977) were not evident 

in her work. 

Steinglass et al (1987) produced a very 

significant breakthrough in terms of the 

application of systemic ideas to alcoholism. In 

their work on the alcoholic family, they were 

able to define specific distinguishing features of 

family functioning. Their research clearly 

indicated that it was not enough to address the 

drinking behaviour of the alcoholic. In order to 

fully appreciate family dynamics, and therefore 
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the impact on children, one had to consider the 

interaction between all family members. Their 
results indicated that not all children are 

damaged by the experience of parental 

alcoholism and that some families coped well 

with the experience. One of the factors that 

supported a more positive outcome for children 

was the degree of independence of the family 

from the alcoholic parent. Many aspects of the 

less damaged family revolved around the 

activities and attitude of the non-drinking parent. 

This has relevance to the co-dependency 

debate. 

In their work, Steinglass et al (1987) proposed 

that there were two types of family systems in 

relation to alcohol.The first they called "the 

alcoholic family". They made the distinction that in 

this type of family, alcohol played a central and 

organisational role.Alcohol use disrupted and 

shaped the majority of family activities. They 

offered a second family form which they referred 

to as a "family system with an alcoholic member’. 

This family also experienced the difficulties of 

having an active alcoholic in its midst. However, 

the family in this case adapted and 

accommodated the alcoholics’ membership of 
the family but significantly according to Steinglass 

et al (1987) the presence of the problem did not 

disrupt ‘normal’ family activities in the same way 

as was witnessed in the ‘alcoholic family’. 

Steinglass et al (1987: 332-333) commented on 

the confusing issue of family systems ideas and 

family disease thinking about alcoholism. Two 

aspects of the treatment process best illustrate 

the differences between a family systems-based 

approach and the more traditional family- 

orientated approaches to alcohol treatment. 

These are, the importance of differentiating the 
alcoholic family from the family with an alcoholic 

member (as the critical step in the diagnostic 

phase of treatment), and the implications of a 

family-level developmental perspective in the 

BIBLIOGRAPHY 

Butler, S (1994) ‘Social Work With Alcohol and Drug 
Problems’ Irish Social Worker. | 2: Summer: 4-5 

Carter, B and McGoldrick, M (eds) (1989) The Changing 

Family Lifecycle:A Framework for Family Therapy (2nd ed.). 

Boston: Allyn and Bacon 
Hunt, M (1997) ‘A Comparison of Family of Origin 

Factors between Children of Alcoholics and Children of 

Non Alcoholics in a Longitudinal Panel’ The American 

Journal of Drug and Alcohol Abuse. 

Nov: 597-613 

Johnson,V (1986) Intervention, How to Help Someone 

Who Doesn't Want Help. 

Minneapolis: Johnson Institute Books 

Krestan,] and Bepko, C (1989) ‘Alcohol Problems and 

the Family Lifecycle’ in Carter, B and McGoldrick,M 

(eds) The Changing Family Lifecycle -A Framework for 

Family Therapy 

(2nd ed.). Boston:Allyn and Bacon: 483-5 | | 

identification of treatment goals and the design of 

the treatment plan itself’ (Steinglass et al, 1987: 

332-3). 

For Steinglass et al (1987: 333), the alcoholic 

family was distinguishable by its tendency to 

organise itself around the alcoholic member. The 

family with an alcoholic member succeeded in 

keeping intact regulatory behaviours and 

organisation within the family. The family with an 

alcoholic member maintained family rituals and 

daily routines and while dealing with the 

problems of alcoholism avoided developing an 

alcoholic family identity. This systems view of 

family accommodated an acknowledgement of 

the interaction of both parents in creating family 

rules. The alcoholic parent was not the only 

influence to be considered. The findings of this 

study offered a serious challenge to traditionally- 

based treatment. Steinglass et al (1987: 364) 

stated, "we have also described instances in 

which individually-based treatment had been 

imposed on alcoholic families and the workers 

had been unaware that though their 
interventions were seemingly leading to a 

positive therapeutic outcome for the alcoholic 

individual, they were having a profound and 

negative effect on the family as a group." This 

view, that interventions designed to address one 

aspect of the whole context may inadvertently 

have a negative impact on the overall outcome, is 

relevant to the interpretation of the data in this 

current study. 

Steinglass et al (1987) concluded that where 

families were able to maintain family rituals, such 

as birthdays, routine meal times, independently of 

drinking activities, they were more likely to 

provide an environment from which members 

could emerge intact (ie. with less likelihood of 

becoming alcoholic or demonstrating other 

"dysfunctional" symptoms). This model could 

legitimately be viewed as a structural 

examination of the alcohol problem. 
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Conclusion 
It seems clear that children living with parental 

alcoholism do indeed face some difficult 

challenges in life. The insecurity and uncertainty 

that often comes with addictive behaviour 
create an unhealthy environment for children. 

However, it is less clear if children living with 

alcoholism are any worse off than children faced 

with other forms of difficulties such as parental 

mental health problems, poor physical health or 

social deprivation. Minimal differences have been 

found, in some studies between children with 

alcoholic parents and those with non alcoholic 

parents (1997). One of the variables identified in 

the literature is that of resilience. Factors which 
support resilience in children were identified as: 
the continuity of family rituals; the presence of at 

least one adult seen as a stable influence on the 

child; the extent to which family organisation 

functions independently of the alcohol use; and 

the adoption by the child of a determination 

not to replicate the alcoholic family dynamic or 

structure (Steinglass et al 1987,Wolin and 

Waolin, 1993). Palmer (1997) supports the need 

to incorporate a reliance approach into work 

with children of alcoholics. Her Differential 

Resiliency Model (1997) offers a framework for 

the development of a nonpathological approach 

to helping children in this situation. 

The concern for children living with alcoholic 

parents should not be dominated by theoretical 

approaches which emphasise the negative 

effects. From both a policy and intervention 

perspective it is important to avoid the further 

victimisation of children by focusing only on the 

difficulties and damage they may experience at 

the expense of acknowledging the amazing 

ability of many to emerge from such 

experiences as strong, healthy and intact adults. 
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NEW TITLES 
April 2003 

BEREAVEMENT 

Bereavement Information Pack: 

Information for People Bereaved 

Through Suicide or Other Sudden 

Death 

South Eastern Health Board, 2002 

BULLYING 

Focus on Bullying: Guidance and 
Resources for Post-primary 
Schools 

Save the Children, 2002 

CHILD WELFARE 

The Early Years: Assessing and 
Promoting Resilience in Vulnerable 

Children 

Jessica Kingsley, 2002 

The School Years: Assessing and 

Promoting Resilience in Vulnerable 

Children 2 

Jessica Kingsley, 2002 

Adolescence: Assessing and 
Promoting Resilience in Vulnerable 

Children 3 

Jessica Kingsley, 2002 

CHILDCARE 

Choosing Childcare: A Parent's 

Guide (Video) 

Western Health Board Pre-School 

Services Office, 2002 

CHILDREN 

Childhood and Its Discontents: The 

First Seamus Heaney Lectures 

Liffey Press, 2002 

This list is a selection of resources recently added to NCRC 

stock; for a fuller list of resources on a specific topic, please 

contact your local NCRC. 

CHILDREN'S RIGHTS 

Hearing Young Voices: Guidelines 

for Consulting Children and Young 
People in Relation to Developing 

Public Policy and Services in Ireland 

Open Your Eyes to Child Poverty 

Initiative, 2003 

CURAM LEANAI 

Ag Roghnu Curaim Leanai: Treoir 
do Thuismitheoiri (Video) 

Western Health Board Pre-School 

Services Office 

DISABILITY 

The Barcelona Declaration Project 

2002-2004: Facilitating Local 

Authorities in Creating a More 

Inclusive Society 

The Barcelona Declaration Project, 

2002 

DISADVANTAGE 

Learning To Make Do Won't Do: A 

Survey on Educational 

Disadvantage 

Society of St. Vincent De Paul, 2003 

EARLY CHILDHOOD CARE AND 
EDUCATION 

Unlearning Discrimination in the 

Early Years 

Trentham Books, 2002 

Children Starting School: A Guide to 
Successful Transitions and 

Transfers for Teachers and 

Assistants 

David Fulton Publishers, 2002 

Best Practice Guidelines for 

Childminders 

Lagan Family Daycare Network, 2003 

LEARNING DIFFICULTIES 

Helping Children Cope With 

Dyslexia 

Sheldon Press, 2002 

PARENTING 

Parenting in Poor Environments: 

Stress, Support and Coping 

Jessica Kingsley, 2002 

PARENTING EDUCATION 

Raising Resilient Children: A 

Curriculum to Foster Strength, 

Hope and Optimism in Children 

Paul H. Brookes Publishing, 2002 

TEENAGE PREGNANCY 

At Seventeen: Teenage Pregnancy 

(Video) 

RTE, 2003 

TRAVELLERS 

Clotty Malotty and All Her Friends: A 

Collection of Rhymes With Artwork 

by Children from Finglas, County 

Dublin, Ireland 

Kids’ Own Publishing Partnership, 2003 

YOUTH 

Youth Perspectives: The Report 

Blanchardstown Youth Service, 2003



Clotty Malotty and all her Friends 
A collection of rhymes collected and illustrated by children, 
for children. Illustrated in full colour throughout. 
Price 10 + 92 cent postage 

Supporting Quality 

Guidelines for Best Practice in Early Years Services 

Fully revised and updated edition of these guidelines which will 
enhance quality provision in early childhood services. 
Free + €2.50 postage 

Publications 

To order contact your local NCRC 

River Court, Golden Island tei line aca Christchurch Square 41 — 43 Prospect Hill 10 Sarsfield St 

Athlone oli bye) tas) EEN Limerick 
Tel: 090 6479584 Tel: 021 4552100 Tel: 01 4549699 Tel: 091 565058 Tel: 061 208680 

Fax: 090 6479585 Fax: 021 4552120 Fax: 01 4530300 Fax: 091 565060 Fax: 061 440214 

ncrc@athlone.barnardos.ie nerc@cork.barnardos.ie nerc@barnardos.ie ncrc@galway.barnardos.ie ncrc@midwest.barnardos.ie 

Barnardos’ National Children’s Resource Centre 

Training Events Summer 2003 

10 May Wexford Understanding Stages of Development 
SPW nell taste) co Supporting Parenting Group Facilitators 

28 May Dublin PTE Ca uicedirlhCe eA ee ele i 

4June Cork Developing Policies and Procedures for a Childcare Setting 
6June Galway Working with Children with Special Needs 

18 June Carrick-on-Shannon An Introduction to High/Scope 
23 June Dublin a ale) ole) ad 

Cost of each event €100 

BOOKING FORM AND FURTHER DETAILS AVAILABLE FROM 

Martina Dumpleton 
Barnardos’ NCRC 
Christchurch Square 
Dublin 8 
Tel: 01 4530355 
Fax: 01 4530300 
Email: martina.dumpleton@barnardos.ie 

Details of external Irish and overseas events are available on our website at www.barnardos.ie/ncrc/training  



“At the weekends 

we have to be 
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Cos daddy has his headache” 
Niamh age 6 
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