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Susan Haggerty
George A. Clum, Chair
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(ABSTRACT)

The present study assessed 351 undergraduate subjects on
dimensions of parental alcohol abuse, childhood family
environment, childhood social support, current coping style,
current negative life experiences, current psychological
symptomatology, and current indices of drug and alcochol
abuse. Results indicated that, while paternal alcohol abuse,
in and of itself, was not related to any of the outcome
measures, maternal alcoholism was correlated with one
measure of alcohol abuse and three measures of drug abuse,
and was independently predictive of a portion of the
variance of one alcohol abuse measure among subjects. Early
environmental factors (family environment and low levels of
social support), as well as current coping sty;e and current
negative life experiences, were found to be related to
psychological symptomatology and to indices of drug and
alcohol abuse. Coping style was also found to be related to
early family environment and to childhood social support,
suggesting that coping style may have its developmental

roots in early environmental factors. An interaction between



paternal alcohol abuse and disengagement coping style was
shown to be predictive of a portion of the variance of
subjects' alcohol abuse. Interactions between maternal
alcoholism and low level of social support were predictive

of a portion of the variance of subjects' drug abuse.
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PARENTAL ALCOHOLISM, EARLY SOCIAL SUPPORT, AND
FAMILY ENVIRONMENT AS PREDICTORS OF CURRENT ADJUSTMENT
REVIEW OF THE LITERATURE

Reviews of the literature regarding the adjustment of
children of alcoholics (COAs) reveal substantial ambiguity
in documenting the characteristics common to this population
(Russell, Henderson, & Blume, 1985; Sher, 1991; West &
Prinz, 1987). What is known is that COAs are over-
represented in caseloads of medical, psychiatric and child
guidance clinics, the criminal and juvenile justice systems
and among victims of child abuse (Russell et al, 1985; Sher,
1991; West & Prinz, 1987). COAs are often reported to share
a number of maladaptive characteristics, including greater
hyperactivity (Sher, 1991), higher levels of behavioral
undercontrol and neuroticism (Sher, Walitzer, Wood, & Brent,
1991), and increased psychopathology (e.g., West & Prinz,
1987), in comparison with individuals whose parents are not
alcoholic.

Reviews of the empirical literature of clinical and
non-clinical COAs indicate that the vast majority of the
offspring of alcoholics do not evidence psychopathology
(Sher, 1991; West & Prinz, 1987). Further, non-significant
differences have been found when comparing COAs and non-COAs
on a variety of maladaptive characteristics including self
teem (Churchill, Broida, & Nicholson, 1990; Clair & Genest,
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1987; Werner & Broida, 1991), locus of control (Callan &
Jackson, 1986; Werner & Broida, 1991), and alexithymia
(Finn, Martin, & Phil, 1987; Sher, 1991).

Failure to find consistent differences between COAs and
non-COAs may be due to any number of methodological
limitations of the studies. For example, employment of
assessment instruments with limited reliability and validity
undoubtedly compromises the obtained results as well as the
generalizability of the findings (c.f. Sher, 1991). Also,
basing research on children of alcoholic parents who are in
treatment, or upon anecdotal information obtained from self-
report groups such as Adult Children of Alcoholics (Adult
Children of Alcoholics World Service Organization, 1987) may
lead to over-pathologizing (Heller, Sher, & Benson, 1982),
as the majority of alcoholics and COAs do not seek treatment
(West & Prinz, 1987). Additionally, studies typically
consider parental alcoholism in a dichotomous manner (e.qg.,
Sher et al, 1991; Dinning & Berk, 1989), rather than
assessing severity of alcoholism along a continuum.
Employment of a strict cut-off point may erroneously group
individuals into the wrong categories, thus confounding the
results. Another factor which may lend itself to the
ambiguity in findings is the tremendous variability among
families. Just as non-alcohol abusing families vary greatly
on multiple dimensions including socio-economic status
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(SES), communication style, parent-child relations,
discipline, affection, religious and cultural values, all of
which differentially impact the offspring, families in which
alcohol is abused also differ in these ways (Callan &
Jackson, 1986; Werner & Broida, 1991; West & Prinz, 1987).
Therefore, it may not be alcoholism, per se, but a host of
other related early childhood environmental variables, such
as lack of a supportive social network and overall family
dysfunction which are the causal mechanisms in the
development of psychopathology in the offspring (cf.
Churchill et al., 1990; Jacob, Krahn, & Leonard, 1991;
Reich, Earls, & Powell, 1988). Along these lines, West and
Prinz (1987) reviewed the literature between 1975 and 1985
and concluded that "parental alcoholism does not occur in a
vacuum" (p. 283). They refer to multiple risk factors
associated with parental alcoholism such as family
disorganization (discord, separation, divorce, multiple
marriages), socioeconomic status, the child's relationship
with the nonalcoholic parent, parental criminality, and the
avai}ability of alternative sources of support. "Designs
that ignore the role of other risk factors could yield group
differences that are due to non-alcohol-related factors;
conversely, variation due to these other influences could
obscure group differences. Within the population of
children with alcoholic parents, the ignored dimensions
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could be responsible for exacerbation or mitigation of the
effects of parental alcoholism" (p. 283). The present study
proposes to investigate the early childhood environmental
influence of parental alcoholism, while simultaneously
examining childhood social support and family dysfunction,
as they relate to current adjustment in college-age COAs. It
further proposes to examine the effects of these early
factors on current coping style, as well as on current
substance abuse and indices of psychological symptomatology
-- postulated mediating factors between these early factors
and current adjustment.
Substance Use Among COAsS

Following a review of the literature between 1975 and
1985, West and Prinz (1987) concluded that although findings
are not consistent across studies, there is a documentable
relationship between parental alcoholism and adolescent
substance abuse. According to Cotton (1979), as adults,
COAs are between three and five times more likely than
others to become alccholics. Russell (1990) indicates that
COAs are "consistently found to have higher rates of
alcoholism and alcohol-related problems than are children
whose parents are not alcoholic" (p. 32). However, a recent
study by Wright and Heppner (1991) compared the self-
reported drinking practices of 40 non-clinical college age
COAs with a matched control group whose parents are non-
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alcoholic. Contrary to typical findings, this study found
no group differences in drug and alcohol consumption (nor on
any of the other measures assessed, including problem-
solving appraisal, perceived social support, shame, and
suicidal ideation). One potential explanation for these
null results is that the Children of Alcoholics Screening
Test (CAST; Jones, 1981) was employed for assessing parental
alcoholism. Although this is a commonly used measure, it
assesses whether the offspring have experienced various
"life events" associated with parental alcoholism, such as
feeling embarrassed at the parent's drinking, rather than
more objective indices related to actual consumption and/or
problems parents encountered as a result of their drinkiﬁg.
Furthermore, as the researchers indicated themselves, they
did not assess family functioning, which may have eliminated
between-group differences. That is, some of the individuals
from the non-COA group may have been raised in highly
dysfunctional families and may have experienced childhood
environments similar to those of the COAs, thus contributing
to the absence of statistically significant results.

Typical of most findings regarding COAs, Chassin et al
(1993) recently conducted a community study assessing
substance use among 454 adolescents aged 10.5 to 15.5 years
(average age = 12.7 years), 246 of whom were COAs, with the
remaining 208 demographically matched non-COAs. Their
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results revealed that when compared to the non-COA group,
the COAs were 2.17 times more likely to use alcohol, were
3.96 times more likely to use illicit drugs, and were 3.33
times more likely to report negative consequences or
dependence symptoms from drug and alcohol use. These
researchers investigated hypothesized causal mechanisms in
the link between parental alcoholism and substance use among
COAs. "Results suggested that parental alcoholism
influenced adolescent substance use through stress and
negative affect pathways, through decreased parental
monitoring, and through increased temperamental emotionality
(which was associated with heightened negative affect)" (p.
3). Interestingly, decreased pérental monitoring was
related to a lifetime diagnosis of alcoheolism in the
offspring, rather than to more acute effects of current
alcohol consumption. One potential explanation offered by
these researchers was the possibility of an alcohol-related
impairment of the parent-child felationship which would have
a lingering negative impact on the parent's ability to
effectively control the child's[behavior. This sample of
adolescent COAs was also shown to have increased negative
affect which included a negative self-evaluation component.
Thus, with regard to COAs associating with a deviant peer
group, Chassin et al referred to Kaplan's (1980) self-
derogation theory which indicates that adolescents with
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negative self-evaluations seek out deviant peer groups in
order to obtain more positive messages about the self.
According to Chassin et al (1993), substance use and other
delinquent behaviors are more acceptable in these peer
groups. When combined with lower parental monitoring of the
teen's behavior, substance use has the potential to become a
well-practiced behavior.

A meta-analysis conducted by Pollock, Schneider,
Gabrielli, and Goodwin (1987) indicated that the sex of the
parent who is the alcoholic impacts whether sons or
daughters develop alcoholism. Paternal alcoholism is
correlated with the development of alcoholism in both sons
and daughters, whereas maternal alcoholism is correlated
only with the development of alcoholism in daughters.
Daughters of alcoholic mothers are three times more likely
to become alcoholic than daughters of non-alcoholic mothers
(Bohman, Sigvardsson, & Cloninger, 1981).

As indicated previously, Clair and Genest (1987) found
that the adolescent offspring of alcoholics reported greater
use of emotion-focused coping strategies including drinking
alcohol, when compared with the comparison group. COAs
appear to respond differentially to the stress-dampening
effects of alcohol, with even greater response related to
extent of alcoholism in the family. In one such
prototypical study, Finn and Pihl assessed two groups of 10
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non—-alcoholic male COAs (average age 24.i years) -- those
with either a uni-generational history (UGH) of alcoholic
backgrounds (only their fathers were alcoholic) or a multi-
generational history (MGH) of alcoholic backgrounds (their
fathers, grandfathers, and at least one other paternal
biological relative were alcoholic). Each subject was
exposed to an unavoidable shock procedure under alcohol and
no-alcohol consumption conditions. Results revealed a
number of group differences. First, the MGH group's digital
blood alcohol volume (DBAV) during the shock procedure was
significantly higher than that of the UGH group, indicating
greater physiological reactivity to an unavoidable
stressor. Additionally, following alcohol consumption, the
MGH group's heart rate and DBAV were significantly lower
during the shock procedure, indicating notable stress-
dampening effects of alcohol in non-alcocholic individuals
with a multi-generational history of alcoholism. Of
particular interest, the MGH group's post-alcohol
consumption heart rate was lower than baseline during the
shock procedure. If individuals physiologically react more
strongly to stressors in the environment they perceive as
unavoidable, and differentially respond more strongly to the
stress-dampening effects of alcohol, use of alcohol as a
coping response may reflect an at least short-term adaptive
attempt at coping among these individuals.
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An ambitious 4-year longitudinal study conducted by
Sher, Walitzer, Wood, and Brent (1991) also investigated a
variety of characteristics and revealed a number of COA
group differences, when compared with non-COA controls. The
COAs reported heavier alcohol and marijuana consumption,
more negative consequences and dependence symptoms from
alcohol and marijuana, and greater likelihood of receiving
a lifetime alcohol and drug abuse-diagnosis. The COAs also
reported stronger expectancies for positive reinforcement
from alcohol regarding tension reduction, social
lubrication, and performance enhancement. Additionally, the
COAs reported higher levels of "behavioral undercontrol", as
measured by various personality characteristics such as
hyperactivity, impulsivity, extraversion, aggressiveness,
antisociality, and sensation seeking, which, according to
Sher (1991), have been linked to the etiology of alcoholism.
The COA group was also rated as being significantly more
neurotic and having more psychiatric distress, and‘they also
evidenced lower academic achievement and less verbal ability
than non-COAs.

In summary, children of alcoholics do appear to use
drugs and alcohol with greater frequency, report
experiencing more negative consequences from their drug and
alcohol use, respond more to the stress-dampening effects of

alcohol, report stronger



expectancies for tension reduction from alcohol, and are
more likely to receive a lifetime diagnosis of alcohol
and/or drug abuse and dependence than their non-COA
counterparts. Studies linking parental and child substance
abuse have not focused on the independent contribution of
parental alcoholism, family environment, and the mediating
factors of coping style and social support. These
limitations will be addressed in the present study.
Family Environment

Steinglass (1987) defines an alcoholic family as "any
family in which alcoholism has become a central organizing
principle around which family life is structured" (p. 161).
Recent estimates indicate that apéroximately 10% of the
population of the United States, or about 28 million
individuals, are children of alcoholics (COAs) (Woodside,
1986). Of those, 22.2 million are over 18 years of age and
about 6.6 million young children and adolescent COAs still
live in their alcoholic homes (Russell et al., 1985).

Assessment of Parental Alcoholism. Method of assessment
of parental alcoholism has varied across studies and ranges
from a one-item global assessment question, i.e., "Do you
think your parent now has, or has had, an alcohol abuse
problem?" (cf. Sher & Descutner, 1986; Werner & Broida,
1991); to questionnaires such as the Children of Alcoholics
Screening Test (CAST), which assesses the child's impression
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of how the alcoholic parent's drinking has éffected his or
her life (Jones, 1981); to determination of alcoholism by
inpatient treatment status (e.g., Callan & Jackson, 1986).
This variability in assessment may account, at least in
part, for failure to find consistent effects of parental
alcoholism on the subsequent adjustment of COAs, as
individuals may have been erroneously grouped in
inappropriate categories. Additionally, limiting subjects
to COAs whose parents are in treatment has been criticized
because the vast majority of alcoholics do not obtain
treatment, (e.g., West & Prinz, 1987) and because children
of alcoholics who are in treatment are considered a non-
representative sub-sample of the entire COA population,
potentially resulting in over-psychopathologizing this group
of individuals (Heller, Sher, & Benson, 1982). Further,
while it is desirable to validate offsprings' reports of
parental drinking, COA report of parental drinking has
demonstrated acceptability when validation is unfeasible or
unreasonable (e.g., Sher & Descutner, 1986). Sher (1991)
reports that approximately 70 percent of subjects employed
in his research refuse to give permission to contact parents
in order to validate parental drinking practices, and only
about 60 percent of those parents contacted agree to provide
details regarding their own drinking.

Thus, method of assessment of parental alcoholism can
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unwittingly impact research findings and will be carefully
undertaken in the present study.

Characteristics of Alcoholic Families. Once this
assessment challenge has been surmounted, family environment
has consistently been found to be associated with the
development and/or mediation of subsequent psychopathology
in the COA. Many homes in which one or both parents are
alcoholic are characterized by a lack of consistent role
models of adulthood or of healthy relationships (O'Brien,
Woody & McLellan, 1983; Stark, 1987). Similarly, Reich,
Earls, & Powell (1988) concluded that homes of alcoholic
families "are characterized by marital conflict, parent-
child conflict, poor adaptive functioning on the part of the
parents, and in some cases, physical abuse" (p. 831).
According to Sher (1991), behavior problems in COAs are
mediated in part by family conflict and poor parental
disciplining practices but the direction of causality is
unclear because both are often assessed concurrently.
Seilhamer and Jacob (1988) note that "alcoholic parenting is
often characterized by an inadequate affectional bond,
inconsistent discipline, and poor social modeling. Dinning
and Berk (1989) assessed COAs on the relationship scales of
the Family Environment Scale (FES; Moos & Moos, 1981) and
found that higher endorsement of parental alcoholism was
significantly related to low family cohesion, high family
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conflict and low overall family support. Moreover,
alcoholism is a particularly detrimental factor because of
its tertiary role in the genesis and perpetuation of other
family stressors such as marital conflict and dissolution,
social isolation, unemployment, and financial hardship" (p.
175).

Childhood Stress. Stress is an oft-found correlate of
current adjustment and can be expected to be a factor in the
adjustment of COAs. "A central characteristic of human
development involves coping with physical, psychological and
social stress" (Compas, 1988, p. 208). Milgram (1989)
defines stress as "an imbalance between stimulus demand and
response supply". Stressors are "aspects of the stimulus
situation perceived as threatening and as taxing one's
adaptive capacities". Children residing in alcoholic
families which are characterized by low family cohesion,
high family conflict and low overall fami;y support (Dinning
& Berk, 1989) could conceivably experience some measure of
stress which might tax their adaptive capabilities.

According to Milgram, all stressors are not equal.
Certain classes of stressors bring about more severe, long-
lasting consequences. "Stressors that originate within the
family, that impinge directly on the child as primary
victim, that last a long time, that are irreversible in
context, and that ensue from purposive, human behavior are
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prime examples." Additionally, different people will react
differently to the same stressor (interpersonal
differences), and the same person will react differently to
stressors over time (intrapersonal differences). Milgram
suggests that some of the differences in reactivity to
stressors may be due to (1) intrapersonal resources such as
high self-esteem, psychological hardiness, cognitive and
behavioral coping strategies and skills, self regulatory
competencies, and self--efficacy based on success
expectancies; and (2) interpersonal support (i.e., stable
social netwofks across situations, such as a cohesive
extended family, or situation-specific social support
systems such as members of the nuclear family, school or
neighborhood friends, or religious groups).

Similarly, Compas (1987) conducted an extensive review
of the literature regarding coping with stress during
childhood and adolescence and identified three factors which
promote resiliency to stress: (a) dispositional and
constitutional characteristics of the child, including
temperament, high self—es;eem, internal locus of control,
and a sense of autonomy; (b) a supportive family
environment, including parental warmth, cohesiveness,
closeness, order, and organization; and (c) a supportive
individual or agency that provides the child a support
system to aid in coping, and positive models with whom to
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identify. The present study will investigate two factors
which Compas has identified as promoting resiliency or
invulnerability to stress: childhood family environment and
childhood social support, and will also assess current
stressors.

Following Sher's review of the literature (1991)
he reported that "disturbed family interaction was not
specific to alcoholic families (at least when the alcoholic
is not intoxicated) and tended to characterize other problem
families" (p. 28). Additionally, while parental alcoholism
may impact later adjustment, it is by no means always the
case that it does (c.f. Sher, 1991). It has been
demonstrated that when alcoholic families adhere to certain
family rituals, for example, such as the manner in which
they observe Sunday dinners, or celebration of holidays, the
COAs are less likely to become alcoholic themselves (Wolin,
Bennett, & Noonan, 1979) and are less likely to evidence
behavior or emotional problems (Bennett, Wolin, & Reiss,
1988). While parental alcoholism has been found to be
associated with other negative aspects of family
environment, it is at this point unclear whether parental
alcoholism and family environment have separate or
overlapping roles in the determination of later adjustment.
We turn now to coping style, another factor which is
theorized to moderate the impact of children's early
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environment.
Coping

Coping is defined as cognitive and behavioral efforts
to manage specific external or internal demands (and
conflicts between them) that are appraised as taxing or
exceeding the resources of a person (Lazarus & Folkman,
1984). Coping involves primary appraisal (what has occurred
and what is necessary to manage the situation?) and
secondary appraisal (comparing the resources available with
the resources perceived as necessary to manage the
situation). Lazarus (1991) suggests that coping directly
follows an initial appraisal of harm, threat or challenge,
and is often directed at the reqgulation of emotional
distress. Lazarus and Folkman (1984) described two styles
of coping: 1.) Problem-focused coping, in which the
individual takes action to ameliorate the source of stress
and distress (e.g., asking an intoxicated parent to speak
quietly at night so that one's sleep is not disturbed); and
2.) Emotion-focused or cognitive coping, because the
strategies involve mainly thinking rather than acting to
change the person-environment relationship. With emotion-
focused coping the individual changes the meaning of the
situation, and therefore, the emotional reaction.

Denial is a common initial reaction to very threatening
information, and is sometimes employed as a form of emotion-

16



focused coping. It is most likely to be used by those who
both (a) believe the threat, and (b) have no problem-focused
way of coping with it (Croyle & Ditto, 1990; Lazarus, 1983).
"If we successfully avoid thinking about a threat, the
anxiety associated with it is postponed. And if we
successfully deny that anything is wrong, there is no reason
to experience the emotion appropriate to the particular
threat or harm -- say, anxiety, anger, guilt, shame, envy,
or whatever" (Lazarus, 1991, p. 112).

Scheier, Weintraub, and Carver (1986) considered the
concept of problem-focused and emotion-focused coping from a
psychological "approach or avoidance" standpoint. They
suggest that during problem-focused coping an individual
"approaches" or psychologically "engages" the problem.
Emotion-focused coping strategies are somewhat more complex.
Some emotion-focused coping strategies serve to "avoid" or
psychologically "disengage" the individual from the problem
(e.g., denial and escape through fantasy), whereas other
emotion-focused coping strategies (such as coghitively
restructuring one's thinking about the problem) employs more
of an "approach" or "engagement" style of coping.

Following the conceptualization of Scheier and
colleagues, Tobin et al. (1989) employed the terms
"engagement" and "disengagement" to identify the two general
strategies of the structure of coping. These researchers
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investigated the structure of coping in a series of studies
employing a modified version of Folkman and Lazarus' Ways of
Coping Checklist (Folkman & Lazarus, 1980) which they
entitled the Coping Strategies Inventory (Tobin, Holroyd, &
Reynolds, 1982). Factor analysis yielded eight primary
factors (problem solving, cognitive restructuring, express
emotions, social support, problem avoidance, wishful
thinking, self-criticism, social withdrawl); four secondary
factors (problem engaggment, emotion engagement, problem
disengagement, emotion disengagement); and two tertiary
factors of coping (engagement, disengagement). In the
present study, coping will be considered from an
engagement/disengagement perspective.

Investigation of coping among COAs has rarely been
undertaken. Clair and Genest (1986) assessed the coping
style of adolescent COAs and found that they reported
employing more avoidance and other emotion-focused coping
strategies, which are purported to be less adaptive than
problem- or action-focused coping strategies aimed at
resolving or managing the problem. However, assessing the
coping style of COAs from an engagement/ disengagement
perspective has not been reported in the literature, to
date.

With regard to the effects of employing more or less
effective coping strategies, Compas (1988) states, "Mastery
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of stress promotes healthy development; the inability to
cope successfully has the opposite effect" p. 208). Thus,
consistently employing denial or other disengagement coping
mechanisms can ultimately lead to maladaptive psychological
consequences. First, the individual who consistently
employs psychological disengagement does not allow himself
the opportunity to master the situation and to develop a
sense of efficacy (so self-esteem suffers as a result of
avoiding dealing directly with the stressor.) Additionally,
when the problem is not dealt with directly it may
potentially recur as a future stressof in the individual's
life. The present study proposes to assess individuals'
employment of engagement/disengagement coping styles and
will analyze the extent to which the two styles are related
to current psychological adjustment.
Social Support

Social support has been shown to moderate the
development of deleterious effects upon children who live in
a high risk environment (e.g., Clair & Genest, 1987; Felner,
Aber, Primavera, & Cauce, 1985). The research of Sarason,

Sarason, Shearin, & Pierce (1987) suggests that individuals'

perception of support may be an even more important factor
than the actual frequency or number of interpersonal
contacts. Perceived social support is defined as "a feeling
that one is cared about and valued by others" (Sarason,
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Pierce, Bannerman, & Sarason, in press; p. 002).
Perceptions of social support reflect an inferential process
in which individuals who believe others care about and
positively value them develop confidence both in their own
ability to deal with events and confidence in the
availability of others, should they be needed (Sarason,
Pierce, & Sarason, 1990). These researchers suggest that it
is not simply the receipt of supportive behavior, per se,
but the supporter's positive views of the individual which
provide the beneficial aspects of support. Sarason et al
(1987) conclude that "the perception that social support is
available when needed may be translated into the idea that
the perception of being loved and valued is central in the
concept of social support, and that this belief may be a
counterpart in adult life to the attachment experience in
childhood described by Bowlby (1969, 1980)" (p. 507).
Felner, Aber, Primavera, and Cauce (1985) conducted a
study assessing 250 predominantly non-white, lower class
adolescents' perceived high school environment, family
environment, and social support. Among the results
reported, teacher support was associated with gréater
scholastic self-concept. Family cohesion was also found to
be a salient predictor of more positive overall adjustment.
Of note, stronger informal support (i.e, from friends) was
negatively correlated with grade point average among these
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inner city youth. This study differs from the present in
that the researchers did not assess parental alcoholism, nor
was a control group employed.

Because the above studies used a cross-sectional
approach the importance of social support as a predictor was
not clearly demonstrated. Using a longitudinal design,
Zimrin (1983) investigated a group of 28 abused Israeli
children who required medical treatment and hospitalization
as a result of deliberate injury by a parent. 3During a
follow~-up study 14 years later, 9 of the children were
categorized as "survivors" and 19 as "nonsurvivors", as
identified by the following criteria: scholastic
achievement, adjustment to school or work placé norms,
presence or absence of severe emotional problems, and a
sense of self-fulfillment or constructive plans for the
future. Among the variables found to be correlated with
subsequent adjustment was the presence of an adult caring
person who inspired confidence and encouraged the survivor
during the abusive period of his/her childhood. Similarly,
Seifer, Sameroff, Baldwin, and Baldwin (1992) identified 50
high risk and 102 low risk Black inner-city children and
followed them from 4 to 13 years of age. Among several
significant findings, the researchers reported an
interaction of social support and risk: social support was
shown to be a protective factor among high risk subjects,
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with specific gains in cognitive functioning. More
specifically, social support was significantly positively
correlated with improvement in cognitive functioning (as
measured by intelligence testing at 4 and 13 years of age),
but only among the high risk children. For those in the
low-risk category, social support was mildly negatively
correlated with cognitive improvement (although this trend
was not statistically significant). The above studies
demonstrate the importance oﬁ social support as a factor
that decreases risk among children experiencing high levels
of stress. The question of whether it moderates the effects
of stress, such as produced by dysfunctional family
environments, will now be examined.

Marital disharmony is recognized as a significant
stressor for children and has been shown to contribute to
outcome difficulties for children (e.g., Rutter, 1987).
Jenkins and Smith (1990) investigated protective factors for
children from 57 marriages which the mothers reported as
"disharmonious" and 62 marriages which the mothers reported
as "harmonious". These researchers assessed factors which
might protect the offspring in the high risk group against
the development of behavioral and emotional difficulties.
They found that quality of parental relationship with either
the father and/or the mother, quality of peer relations, and
the presence of a best friend were related to positive
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outcome across groups, regardless of risk. Of importance,
those factors found to be significantly related to positive
outcome predominantly in the high risk group (thus termed
truly protective factors) were a good relationship with a
sibling, positive recognition from a source outside the
family (for activities or interests such as sports
competitions, artwork, musical talents), and a close
relationship with an adult outside the immediate family.
This rating was made on the basis of frequency of contact,
whether the child made an effort to see that person, and
whether the child confided in that person.

Research examining the role of social support among
COAs when compared with control groups has been limited.
West and Prinz (1987) reviewed the literature regarding COAs
between 1975 and 1985 and concluded that "investigators by
and large overlooked such possible contributing or mediating
variables as ... availability of alternative sources of
support" (p. 283). One representative study comparing 30
COAs and 40 non-COAs, 18-23 years of age, assessed these
young people on several dimensions, including a
retrospective measure of informational and emotional support
received from the subject's family. Results of this study
indicated that COAs received the same amount of emotional
support from their families as the non-COAs, but
significantly less informational support (or guidance) than
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the control group. The COAs showed poorer adjustment, as
indicated by more depression proneness, along with the use
of more emotion-focu