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Foreword  

In  H A P P Y  H O U R S  ,  Devon Jers ild ’s  eloquent render-

i n g of the stories of women and their alcohol problems is supported by 

her research in the field of alcohol studies. She has captured this huge 

literature in an engaging and scientifically objective manner, and she 

has woven the information into an enlightening, moving, and em-

pathic book. 

Her subject is important to all of us, whether or not we ourselves 

drink. The women in Happy Hours are our friends and neighbors, the 

driver of the car next to us on the highway, the patient being taken to 

the hospital in the ambulance for whom we pull over to the side of the 

road, the surgeon who will operate on that patient, and the nurse who 

will monitor her vital signs. Happy Hours is about the teachers and 

coaches and school bus drivers to whom we entrust our children. Devon 

Jersild introduces us to these women and to alcohol. 

When we contemplate how deeply alcohol is embedded in Amer-

ican culture, it is easy to conclude that nearly all Americans drink. But 

that isn’t so. As of 1990, over 40 percent of American women and 

nearly 30 percent of men reported that they did not use alcohol, so the 

guest next to you at the party may very well be drinking club soda or 

ginger ale. There are many reasons that people choose not to drink. 
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Some abstain for religious reasons, but most do so for reasons of health. 

Alcoholism is a disease that runs in families. Both those who suffer 

from the disease and those at high genetic risk because of alcoholism in 

the family are safest if they do not drink. Others may wish to abstain to 

avoid “empty calories,” the dangers of drinking during pregnancy, or 

the interaction of alcohol and medications. Finally, there are the mil-

lions of men and women who have had problems related to alcohol and 

have chosen to give up drinking, sometimes easily but often in an 

intense and ongoing struggle—a life-and-death conflict. 

Many of these men and women (especially women) have been my 

patients during the thirty-eight years of my career in addiction medi-

cine. Like the women you will meet in Happy Hours, they have come 

from all walks of life and developed their alcohol problems at varying 

ages, from childhood to postretirement. What they share is an all-

consuming love-hate relationship with their drug of choice, and the 

increasing knowledge that the substance that has been their best friend 

will kill them if they don’t stop using it. 

Like most physicians, I learned almost nothing about alcoholism 

during my medical education. As an honors graduate of Harvard Med-

ical School in the late 1950s, I began my career without a working 

knowledge of addiction. Not that we didn’t treat alcoholics at Harvard. 

We learned most of our medicine and surgery treating alcoholic 

patients for the complications of their alcoholism, everything from 

trauma to infertility, and we learned about the effects of ethyl alcohol 

on organs and tissues. But we never learned why alcoholics drink or 

how to help them stop. 

I recall vividly the first patient I saw as a third-year student in the 

neurology clinic. He was a seaman in his forties, with tattoos on both 

forearms. He came to the clinic after having had a seizure, and it was 

my job to discover why. After a history and physical examination, I 

made a diagnosis of rum fits (alcohol withdrawal seizures) and pre-

sented the case to my professor. I was praised for the thoroughness and 

accuracy of my work, although neither my professor nor I seemed to 

think it was part of our duty to intervene in the man’s alcoholism, and 
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we made no referral for that purpose. In fact, at that time standard 

medical histories often began, “This thirty-eight-year-old alcoholic 

male comes to the hospital complaining of abdominal pain . . .” or 

“This fifty-eight-year-old alcoholic woman with a history of multiple 

abdominal surgery . . .” The word “alcoholic” was merely a descriptor, 

like “French,” or “Presbyterian.” It carried no implication that we were 

responsible for treating it. 

With this educational background and an internship in pediatrics 

I began a residency training in psychiatry on September 9, 1962, and 

also began my lifelong fascination with alcoholism in women. I arrived 

on that day at Central Islip State Hospital, a 10,000-bed facility on 

Long Island in New York. My assignment was the women’s admission 

service. Unfortunately, my slender background in psychiatry at Har-

vard had been limited to an introduction to psychoanalytic concepts, 

and I found little application to the group of twenty-five desperately ill 

women who were put in my care. I had been taught that I should reg-

ularly spend a “fifty-minute hour” with each patient, but this was not 

possible. I selected the patient who seemed to be the most sick and the 

one who seemed least sick, and I spent as much time as possible with 

them, to learn. For the others, I did as my colleagues did, prescribing 

the few medications available to us, giving advice, and charting their 

progress. 

The woman I had chosen as least sick was an elementary school 

teacher who suffered from alcoholism. Like many of the women in 

Happy Hours, she was desperate to stop drinking, but neither she nor I 

knew how she could do so. As I struggled to understand her problem, I 

learned that the hospital had little to offer her other than our sessions 

together. There was no medication that would help her quest for sobri-

ety, and the environment designed for psychotic patients was 

absolutely boring for her. After several weeks, I did what any good stu-

dent would do. I made an appointment to see the chief of service and 

asked for help. His two-word answer set me on my lifelong career. He 

said, “Why bother?” 

This attitude toward alcoholics was not unusual in the 1960s. By 
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“why bother?” he meant two things: that I should spend my energies 

on a truly worthy person rather than a drunk, and that you can’t help 

those people anyway. Alcoholism was seen as hopeless. I didn’t see it 

that way. I left vowing that I would help her get well. I went to the 

library and read the little there was about alcoholism in the textbooks. 

I was lucky that the hospital had a book by a layperson, Marty Mann’s 

New Primer on Alcoholism. Marty Mann was the first woman to recover 

in Alcoholics Anonymous and had later founded the National Council 

on Alcoholism. Her book made sense of my patient’s symptoms, and 

she considered alcoholism a treatable disease. Shortly afterward, I 

started a group for alcoholic women in the hospital, unaware that it 

was probably the first program for alcoholic women in the state system. 

I discovered that there was an AA meeting in our hospital (on the 

men’s unit, for men only). With great effort, I was able to open it to the 

members of my group. I’m glad to report that the first patient eventu-

ally got well, as did others in the group, though unfortunately not all 

of them. I learned that overcoming alcoholism is a lifelong task, but a 

rewarding one that is well worth the effort. 

Later, I was given the job of running a newly opened alcoholism 

rehabilitation unit at the hospital (for men, as I learned most alco-

holism programs were), but I took the job only on the condition that 

we develop one for women. In 1968, we opened that first women’s unit, 

and I ran both of them until they merged in the 1970s. In 1979, I was 

appointed a state commissioner, director of the New York State Divi-

sion of Alcohol Abuse and Alcoholism, a recently created agency. In 

that position I had the opportunity to influence the development of 

services throughout the state and to promote public policy initiatives 

that would benefit alcoholic women. After retiring from state service, I 

ran addiction programs in the private sector, again concentrating on 

developing responses to the needs of women and teaching this knowl-

edge and skill to others. I felt that the wheel had turned full circle 

when the National Council on Alcoholism and Drug Dependence 

awarded me its Marty Mann Founder’s Award in October 1999 for my 

work in advocacy for addicted women. 
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Throughout my year in the field, I felt that there was a need for a 

popular book on women and alcohol that portrayed women’s drinking 

problems in all their complexity. Happy Hours is such a book. In it, 

Devon Jersild presents both the scientific facts and the human faces of 

drinking and alcoholism in women. The book reads true to me. I rec-

ommend it to you in the hope that it helps generate the understanding 

and help that these women so desperately need. 

— S h e i l a  B .  B l u m e ,  M . D .  



Introduction  

Two years ago, as I was starting this book, my older 

sister called me from a hospital where she had gone to dry out for the 

weekend. In a monotone of resignation and despair, she told me her 

blood alcohol level—0.36. (A friend had once told me that his blood 

alcohol was 0.29 after a dozen beers and several shots of tequila, so I 

could imagine what it took to pump hers up to 0.36.) She told me that 

withdrawal was agony; her mind and body were on fire. It felt like 

death. “If I had a dollar,” she said, “I’d walk out and buy a beer. But I 

don’t have any money.” 

When I hung up, I tried to get my bearings, but a part of me, as 

always, was stumbling in the dark with Carri. She was in grave dan-

ger—of accidents (there have been many), alcohol poisoning, organ 

damage, abuse by men, an early death. For a long time she had resisted 

the notion that she was alcoholic, but she was beyond that now. She 

drank, she said, because she couldn’t stand the tension of being sober. 

During her last treatment (she’s been treated three times), the doctors 

were unable to find an antidepressant that didn’t give her panic attacks; 

they sent her back to her usual psychiatrist, who also had no luck. Sure 

enough, when depression came down on her three months later, she 

picked up the bottle again. 
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As a girl, she was full of spunk and grit. She organized neighbor-

hood carnivals and collected large sums of money. In the summer, 

when it got dark, she’d round us all up for games of Cops and Robbers. 

She swam on a team. As a horsewoman, she entered jumping competi-

tions—the foul-mouthed trainer made the other girls cry, but Carri 

grinned and shrugged it off. She loved the camera and jumped in front 

of it at any opportunity. With her beauty, we all thought, she might 

one day be a movie star. When company came, she’d play her guitar 

and belt out songs from Peter, Paul, and Mary. My brother remembers 

her making up dance routines to the Rolling Stones, crying “Hey, you! 

Get off of my cloud!” She had a raucous, unladylike laugh, and a smart 

answer to every question. She got good grades without studying. She 

read fat books like Gone with the Wind with tears streaming down her 

face. 

Then came the storm of Carri’s adolescence, which blew through 

our family and very nearly tore us apart. She picked fights with my 

brothers and me and knew just what to say to make us cry in fury. She 

felt excluded by her girlfriends, and she wept over boys until the rest of 

us wanted to wring her neck. She became obsessed with weight and 

dieting. Moping about the house and staring into the mirror, she never 

entered into any of the family fun. My mother, trying to counsel and 

encourage her, was strained beyond endurance. 

In Reviving Ophelia, Mary Pipher describes how common this loss 

of resilience and optimism is among adolescent girls. “Just as planes 

and ships disappear mysteriously into the Bermuda Triangle,” she 

writes, “so do the selves of girls go down in droves. They crash and 

burn in a social and developmental Bermuda Triangle.” Carri might 

have crashed and burned in the best of circumstances, but in my fam-

ily, she became a kind of scapegoat. I personally blamed her for all our 

problems, especially the guilt that wore my parents down. 

As the rest of us struggled to make sense of Carri’s problems, we 

didn’t worry about her occasional alcohol binges—these were common 

among high school students. Later, we were distracted from her drink-

ing by more obvious chaos: marriage and divorce at age eighteen, col-
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lege started and abandoned, jobs she didn’t keep. In our minds, the 

problem was Carri, and her drinking was just another sign of her lack 

of self-discipline. In those days, there was less awareness of alcoholism. 

The word “alcoholic” conjured up a wino lying in the gutter—it cer-

tainly didn’t apply to anyone we knew. Not, that is, until Carri was 

thirty and getting smashed every day. 

Why did a child of such promise turn to food stamps and empty 

beer bottles? For twenty-some years, my family has struggled with this 

question. Was it low self-esteem that led Carri to the bottle, or did her 

addiction damage her sense of who she was? Which came first, the 

problem drinking, or the tumultuous relationship that ended in an 

early marriage and divorce? Did my sister’s difficult relationship with 

my mother lead her to the bottle, or did the bottle turn her into an 

addict with an addict’s personality, including the tendency to find 

excuses to explain her addiction in order to justify another drink? At 

the age of twenty, she had some frightening hallucinations. Were these 

the result of a mental disorder, or were they alcohol-induced? Was her 

drinking an attempt to medicate herself to relieve herself of depression, 

or did the depression grow out of the addiction? 

Like most families of alcoholics, we had different “answers” at dif-

ferent times. I have seen similar swings of feelings and perceptions in 

the families of other women alcoholics. One day our sister or mother or 

child or wife is, through no fault of her own, the victim of a terrible 

disease; the next day it’s her stubborn selfishness that got her where she 

is. Then all her problems can be traced to her sexual appetite. She is 

loving and generous, in spite of everything; she’s hard-hearted and 

unnatural, intent on her own destruction; she is mentally ill and needs 

to be cared for like a child. Feelings swing from hostility to pity, from 

fear to love and compassion, from a desire to protect the drinker from 

herself and public scrutiny to a wish that she would walk into a snow-

bank and end it there. 

In part, these perceptions and feelings vary wildly because the 

behavior of an alcoholic is changeable and confusing. But often our 

attitudes arise from our own assumptions. For instance: 
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How a woman ought to behave. When a drinking man gets boisterous, he’s 

still acting like a man. He can get drunk and still be macho—maybe 

even more macho. But a drinking woman who gets loud or rude, who 

slurs her words or forgets to keep her knees together—well, is she really 

a lady? Because our expectations about femininity are still strong, peo-

ple are often disgusted by a woman under the influence of alcohol— 

especially if her appearance becomes sloppy or she is openly sexual. 

Our view of alcoholic women as sexually available. There is an ancient and 

persistent misconception that alcohol heightens sexual responsiveness 

in women. Though alcohol may help a drinker lose her inhibitions, it 

interferes with physiological sexual arousal, and women alcoholics are 

likely to lose interest in sex. If an alcoholic woman does engage in 

indiscriminate sex, she is scorned by society and even by her family. 

Her actions are dangerous and self-destructive, but instead of hearing a 

cry for help, or seeing her behavior as an expression of self-loathing, we 

shame and condemn her further. When she most needs help, she slips 

outside the range of our compassion. All alcoholic women are hurt by 

the stereotype of the fallen woman, which is summed up in the saying, 

“A man who drinks is a drunk, but a woman who drinks is a slut.” 

Worse, alcoholic women are seen as fair targets for sexual aggression. 

What we need—or want—from a woman. If a man stumbles home drunk 

when his children are asleep, he is likely to evoke disapproval. If a 

woman does the same thing, she’s likely to evoke outrage and disbelief. 

We still think of women as the glue holding families together. We also 

depend on women to nurture us, and we become enraged when they 

fail to deliver. 

What we think it means to be alcoholic. Until recently, alcoholism was con-

sidered a man’s disease, and clinical studies about alcohol-related disor-

ders were conducted almost entirely on men—in spite of the fact that 

at least 25 percent of alcoholics are women, and in spite of the fact that, 

physiologically, alcohol affects women differently from men. In the last 



5 I n t r o d u c t i o n  

few decades, we’ve made great progress in our knowledge about 

women’s problem drinking, but we have a great deal more to learn. We 

need a better idea of why women use alcohol; what the risk factors are 

for problem drinking; how symptoms of abuse are exhibited; what the 

medical, social, and personal consequences are; what motivates women 

to seek treatment; and what their needs are in recovery. 

As I researched this book, many people mentioned women alcoholics 

among their friends and relatives whose story they believed was 

unique. “My daughter is alcoholic, but you won’t want to interview 

her,” one woman told me. “She’s not your typical case.” This woman 

had been told that alcoholism has nothing to do with personality 

problems or life events. She believed her daughter’s drinking, on the 

other hand, was completely intertwined with relationship problems, 

and with an effort to battle depression. Another woman said that her 

lesbian lover was an alcoholic, but not a “real” one—alcoholics, this 

woman had been told, are not physiologically capable of controlling 

their drinking, but her lover had no problem drinking moderately for 

over twenty years. Her abusive drinking began when her alcoholic 

mother came to visit, and memories of her traumatic past rose up and 

overwhelmed her. For years, I also imagined the complexity of my sis-

ter’s case to be unique, but in my research and interviews for this 

book, I have discovered that thousands of women and their families 

have similar stories to tell. 

Why does each woman’s story seem to be an exception? Perhaps 

this is partly because when we think of an alcoholic, we still conjure up 

a man. He may be a businessman at a three-martini lunch, or a roman-

tic drunken writer, or that wino in the gutter. If we are familiar with 

Alcoholics Anonymous, we may think of a man describing his experi-

ence, telling a classic story of drinking and recovery—though this is 

now a story women also tell. Often, the alcoholic starts off economi-

cally stable and productive; he is emotionally stable; his problem is 

physiological, without compounding psychological vulnerability or a 

hostile environment. He hits an identifiable bottom, and then he wants 
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to get sober. He once had fellowship, family and friends, employment, 

dignity, and respect. Through AA, and by admitting his powerlessness 

over alcohol, he is capable of getting all this back. This tale of addic-

tion and recovery has enormous value; thousands of people around the 

world have gotten sober when they took it to heart. 

Many of the women I interviewed for this book tell their own ver-

sion of this story in deeply moving detail. It is a story that offers hope 

and companionship. When it fits, it consoles the alcoholic by revealing 

that her problems are not, in fact, unique. Like many other people, she 

has a particular vulnerability to alcohol, which she cannot control. 

Other people have been in thrall to alcohol and have done the same 

crazy, humiliating things. They have suffered, but they have come 

through. The behavior they regret—whatever it may be—can be for-

given, and life can be rebuilt on sturdier ground, as long as they keep 

fresh in their minds how low they can sink if they take alcohol. This 

story has an archetypal shape, as well it might, since AA began as a 

Christian fellowship, and its twelve steps draw on the procedures of the 

evangelical Oxford Group—giving in to God, listening to God’s direc-

tion, checking guidance, making restitution, and sharing. Within this 

framework, a life that was confused and chaotic takes on a human 

shape. At AA, when a woman tells her story and communicates it to 

others, she gives meaning to her life, and she can begin to heal. 

Yet this particular story reflects many assumptions that do not 

apply equally to everyone struggling with addiction—not surprisingly, 

since Bill Wilson, the cofounder of AA, based the all-important Big 

Book on the experiences of a hundred white, Protestant, mostly upper-

middle-class men and one woman. Unlike these people, there are 

women (and men) who walk into the halls of AA without ever having 

known a life they would like to recover. The AA approach, which con-

fronts the false pride of the alcoholic, may not be helpful to a woman 

who needs to build her self-esteem from the ground up. Many alcoholic 

women have histories of childhood trauma that AA is not meant to 

address. New research has established that sexual problems are fre-

quently interwoven with women’s alcohol problems—they usually 

begin before the addiction and continue after it—but AA is not the 
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place to bring these up. Many alcoholic women are dependent on men, 

and many start drinking in response to depression. Taking responsibil-

ity for their lives may require them to look at how they have been 

socialized to relinquish their power to men, and to recognize the role 

that alcohol has played in these dynamics. AA discourages discussion of 

social and political factors contributing to alcoholism. A single, needy 

woman may also meet with male “assistance” that amounts to sexual 

harassment (what’s known as “thirteenth stepping”). 

In many places, AA is adapting to women and minorities—par-

ticularly in cities, there are same-sex groups that avoid some of these 

problems—and women currently make up 40 percent of its member-

ship. Some have made good use of AA by remembering the slogan 

“Take what you need and leave the rest.” But where is a woman to turn 

for help with issues that AA cannot address? In today’s climate of man-

aged care, substance abuse treatment is likely to be brief. There is often 

no time to address the life issues bound up with a woman’s drinking, 

and in any case, these require ongoing support. My point here is that 

the dominant images of alcoholism and recovery are based on men’s 

experience. For women—and many men—the reality is often quite dif-

ferent. We need to know more about this group of people who do not 

fit the mold, and we must acknowledge and act on information we 

already have about specific aspects of women’s alcohol problems. 

Happy Hours explores the world of women whose drinking has led to 

dependence. It is aimed at any woman who has ever wondered whether 

she drinks too heavily or too often, and at anyone who has a sister, 

mother, grandmother, child, or friend whose drinking has caused con-

cern. I come to the subject as a layperson, with no scientific expertise or 

firsthand experience—only a strong connection to my sister, and a wish 

to understand how alcohol takes over a woman’s life. I interviewed 

many treatment providers, researchers, alcohol counselors, psycholo-

gists, and scientists, but I focus on stories gathered from interviews 

with forty recovering women, to whom I owe an enormous debt of 

gratitude. These women came from a range of racial backgrounds. 

They were teenagers and over-sixties, heterosexuals and lesbians, well-
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to-do professionals and working poor. Daphne was a housewife who hid 

her drinking from her husband for many years; by the time she sought 

treatment, her life was in ruins. Alice shocked her colleagues at a high-

powered law firm when, after a year of stellar performance, she 

announced she needed treatment for alcoholism. Samantha and Rachel, 

Native Americans of the Ojibwa tribe, grew up on reservations where 

drinking problems were epidemic. No one drank much at all in Lind-

sey’s family. Eighteen at the time of our interviews, she grew up in 

rural Vermont, where her family was forced out of their farmhouse 

when it was quarantined by the state. Her drinking picked up when 

her father was sent to jail. Nell, also eighteen, grew up in Manhattan, 

where she drank Stoli martinis and snorted cocaine among the rich and 

famous. Marianne, a doctor’s wife and mother of four, didn’t touch 

alcohol until she was in her forties. Sophie, a dancer, remembered gulp-

ing down the half-glass of sherry her mother allowed her when they 

dressed up and went out to have tea “with the ladies.” 

A few of these women were still struggling with relapses when I 

interviewed them. Others had been sober for more than twenty years. 

They spoke with the hope that some woman, somewhere, would read 

their story and recognize the warning signs earlier than they did, that 

women trapped in an alcoholic nightmare might discover that they are 

not alone, that their individual voices help dispel the stereotypes that 

have shamed many women and deterred them from seeking treatment, 

and that families might better understand. When I questioned my sis-

ter, Carri, about whether she was comfortable with my divulging some 

details of her life, she answered, “If one woman is helped by my story, it 

will be worth it.” 

In telling these women’s stories, I have tried to stay away from the 

language of cause and effect. I have come to feel strongly that as much 

as we want to find a single answer (as groups with specific orientations 

often do), alcoholism cannot be reduced to any single precipitating fac-

tor—not a cluster of genes, or psychopathology, or a difficult family 

background, or a bad peer group, or poverty or economics, or a culture 

of addiction. These factors may all come together to influence alcoholic 
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drinking, yet none by itself is sufficient. Some patterns may be typical, 

but the variables depend on the person. Perhaps more than any other 

disease, alcoholism challenges simplistic equations. It is both cause and 

effect. It is shaped by a personal and social context, and it shapes that 

context in turn. The process is circular, and trying to fix a beginning is 

pointless. 

Today, there is a good deal of excitement about research into the 

physiological aspects of addiction. In one avenue of exploration, scien-

tists are learning how addictive substances enter into the “reward path-

ways” of the brain and cause changes in dopamine functioning. 

Normally, the brain releases a certain amount of dopamine with every-

day kinds of pleasure—a good meal, an accomplishment, sex. Drugs 

(including alcohol) short-circuit this process, triggering a flood of 

dopamine that results in instant euphoria. Over time, the brain is 

tricked into thinking it can’t get pleasure any other way. Instead of 

seeking out ordinary satisfactions, the addict goes to the drug. The 

drug eventually stops providing this initial high, but the addict now 

needs the drug just to function. Her life may be falling apart, but she 

will, if she needs to, lie, cheat, and steal to get her drug, because her 

brain has been tricked into thinking she can’t survive without it. 

In recovery, long after the last withdrawal symptoms, powerful 

emotional memories, in which the drug is associated with survival, 

may come back to overwhelm the recovering addict. She will surely 

relapse if she has not developed strategies to cope with her persistent 

craving. This is an important point, because it highlights the fact that 

although drugs can take over a portion of the brain, recovering addicts 

can be engaged. They can reeducate the brain. They can deliberately 

remind themselves of the negative consequences of alcohol and learn 

new ways of achieving satisfaction. Some people are also helped by new 

medications that turn down the volume of the craving, so to speak, and 

put it in a manageable range. 

The explosion of research on human and animal genetics promises 

to help us better understand what is inherited in the predisposition to 

alcoholism, and who is at risk. If we can identify people who are at risk 
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but do not develop the syndrome, we may learn more about environ-

mental factors that protect vulnerable people. A better understanding 

of the specific mechanisms of risk may also help us develop more 

focused programs of treatment and prevention. 

Although alcohol impairs the brain, this does not mean that 

addiction is entirely a “brain disease.” We have a tendency to talk 

about the brain as if it existed in a vacuum, influenced by nothing but 

itself. We know, however, that environmental influences are crucial to 

alcoholism—rates of alcoholism in a population will vary even with the 

price of alcohol. It is tremendously difficult to measure environmental 

influences; the precision of a scientist’s laboratory is a far cry from the 

messy business of a person’s whole life, not to mention the world in 

which the person lives. Still, there have been some significant findings. 

In one study of alcoholic women who have an identical twin—with, 

obviously, the same genetic structure—30 percent of the co-twins were 

also alcoholic, 70 percent were not. This points to the powerful influ-

ence of both genetic and environmental factors. 

The potential environmental factors are enormously diverse. The 

strong association between childhood trauma and alcoholism is now 

well-established. Cultural norms—attitudes about whether, how 

much, and when a person should drink—can influence individual 

drinking. An Asian-American woman living in an ethnic community 

is likely to drink little, if at all. A young woman living in a sorority 

house may find that she can drink nine beers in a row without causing 

anyone to think she is out of line. On the familial level, parental sup-

port, good communication, and close monitoring discourage alcohol 

abuse in teenagers, even when a parent drinks abusively. George Vail-

lant, reporting on a thirty-three-year longitudinal study, found that an 

early unstable family environment was a more potent predictor of later 

alcohol problems than the number of alcoholic relatives. Psychologists 

now know that there is no definable “alcoholic personality,” though 

alcoholics and nonalcoholics may differ somewhat on certain personal-

ity scores, such as “behavioral undercontrol” and “negative emotional-

ity,” or a tendency to feel distressed. Our expectations with regard to 
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alcohol (such as the beliefs we hold about its effects) figure prominently 

in current cognitive research, especially since the surprising results of a 

study published in 1973. This study found that when alcoholics and 

social drinkers believed they were drinking vodka and tonic, they con-

sumed more ounces, even if, in reality, they were drinking only tonic. 

They consumed less when they were told the drink was tonic water, 

even when it actually contained one part vodka to five parts tonic. In 

other words, in this experiment, what the men believed was in the 

glass had more influence on their drinking than the alcohol itself. 

With alcoholism—as with so much else—to think in terms of 

nature versus nurture is to misunderstand the profound interdepend-

ence of the mind and the environment. With our penchant for quick 

fixes, and with scientists dependent on millions of research dollars from 

pharmaceutical companies, we have a tendency to see all our problem 

behaviors and states of mind as stemming from biological abnormali-

ties: biology is the cause, behavior is the effect, a drug is the cure. Bio-

chemical expressions of disorders are presented—by drug companies, 

by health practitioners, and sometimes by scientists themselves—as if 

they were proven causes of suffering, rather than correlates. Many peo-

ple are told that their depression is biochemical, caused by high cortisol; 

they are often not told that cortisol levels are themselves affected by envi-

ronmental stress. A researcher finds differences in the way a group of 

adults with symptoms of hyperactivity metabolize glucose in the brain, 

compared with a control group, and assumes that hyperactivity is 

caused by a brain abnormality. Other research into cerebral glucose 

metabolism suggests that it is also affected by the environment. In a 

group of people diagnosed with obsessive-compulsive disorder, behav-

ior therapy gave rise to a change in cerebral glucose metabolism and a 

reduction of symptoms, in the same way Prozac did. 

In addiction, as in many disorders, biological, psychological, and 

sociocultural factors interact and influence each other. Genetic vulnera-

bility increases the risk of addiction, and the environment—especially 

traumatic events—also has an impact on an individual’s biology, per-

haps even altering gene-regulating hormones. Experiences early in life 
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can alter the way the brain works in the future. Indeed, the brain itself 

is built in interactions between genes and the environment. In recent 

years, some researchers have begun to develop conceptual models that 

allow them to explore this complex interplay as it relates to alcohol— 

specifically, to the way drinking behavior develops gradually over 

time—but there is still a strong tendency to pit biological and nonbio-

logical factors against each other. 

Given this context, it’s not surprising that many people, hearing 

about my work on this book, asked me, “But isn’t alcoholism genetic?” 

They had the impression that alcoholism is predetermined, passed on 

from parent to child like cystic fibrosis or flat feet. Dr. Henri Begleiter, 

professor of psychiatry and neuroscience at State University of New 

York College of Medicine at Brooklyn, is head of the Collaborative 

Study on the Genetics of Alcoholism (COGA), a national and interna-

tional study that is among the most promising and carefully designed 

research projects in the area of alcoholism and genetics. He clarifies cer-

tain points that commonly cause confusion: 

•  There is no gene or set of genes that causes alcoholism. 

•  There may be a group of genes that predispose a person to addiction. 

•  You do not have to be genetically predisposed to addiction to 

become alcoholic. According to Begleiter, a conservative estimate is 

that 50 to 60 percent of people who develop alcoholism have genes 

that would predispose them to addiction. 

•  We do not know the rate of transmission of this predisposition. 

Health professionals sometimes tell recovering alcoholics what the 

chances are, statistically, that their children will be alcoholic; this is 

irresponsible. Not only—to repeat—do we not know the rate of 

transmission of this predisposition; we do not even know how fre-

quently the predisposition actually leads to alcoholism. Other sta-

tistical evaluations of risk that are based on population samples 

vary, depending on who is sampled. 

•  The important thing, says Begleiter, is that “with alcoholism, genes 

are not destiny.” In Mendelian disorders—those involving a single 
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gene, such as Huntington’s disease—if you inherit the gene, you are 

in trouble. This is not true of the predisposition to alcoholism. 

In the words of a report to the U.S. Congress from the Secretary of 

Health and Human Services, “No gene exists with the primary func-

tion to make its possessor drink chronically and abusively.” 

T H E  G E N E T I C S  O F  A L C O H O L I S M  

To date, the clearest association between genetics and alcohol con-

sumption is a trait that protects certain populations from becoming alco-

holic. Alcohol is first broken down in the body by the enzyme alcohol 

dehydrogenase (ADH), and this process creates a toxic metabolite 

called acetaldehyde. Normally, blood levels of acetaldehyde are low, 

because it is quickly broken down by another enzyme, called aldehyde 

dehydrogenase (ALDH). Studies of Asian men and women (Japanese, 

Chinese, and Korean) have found that about 10 percent of Asians 

inherit a form of ALDH that is biologically inactive, and another 40 

percent inherit a partially inactive form. As a result, when these people 

drink alcohol, more acetaldehyde circulates in the blood, causing an 

increased heart rate, skin flushing, and sometimes nausea and vomit-

ing. Not surprisingly, Asians with one of these variations of ALDH are 

considerably less likely to drink to the point of alcohol dependence. 

They make up about half of the Asian population, but they are less 

than 10 percent of the alcoholics in these countries. 

Though this may change in the next few years, research into 

genetic factors that predispose a person to alcoholism is less definitive. 

One promising avenue of research involves studying individuals who 

have a low level of response to alcohol. In a study of 450 sons of alco-

holics and controls, Dr. Marc Schuckit at the department of psychiatry, 

University of California, San Diego School of Medicine, found that the 

sons of alcoholics were more likely to exhibit a low level of response to 

alcohol in their late teens or early twenties: they needed to drink more 

than the controls to achieve the same effect. These young men were also 
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more likely to develop alcohol-related problems by the time of the 

eight-year follow-up. The implications for women are not clear. 

Schuckit is engaged in a newer, unpublished study, which is obtaining 

similar results with women; but another large-scale investigation of 

sensitivity to alcohol and inheritance of a risk of alcoholism, this one 

published in 1999 by Andrew Heath and colleagues, found no rela-

tionship between a low level of response to alcohol and alcohol depend-

ence in women. Attempts to locate genes which might influence alcohol 

sensitivity are mostly at initial stages. Research is focused largely on 

genes related to brain serotonin and other neurochemical receptors. 

Another (somewhat contradictory) prominent model proposes 

that sons of alcoholics are hypersensitive to the pleasant effects of alco-

hol, and less responsive to the unpleasant ones. 

If you look at the studies of enzymes and the studies of responses 

to alcohol together, a certain commonsense logic emerges. If, when you 

drink alcohol, it makes you feel terrible, you’re not likely to drink 

much or often. If, on the other hand, you have to drink twice as much 

as everybody else to get a buzz, you might be likely to drink more, and 

you therefore become susceptible to addiction. Similarly, if drinking 

makes you feel especially good, and you don’t suffer much from hang-

overs, you have more incentive to drink. Negative physiological 

responses can be overridden, however. In a study of Japanese-Americans 

living in Los Angeles, 53.7 percent of a sample of the college students 

who experienced a fast flushing response reported having drunk heav-

ily, compared with only 14.5 percent of the sample from the general 

community. For the college students, cultural influences were more 

powerful than their bodies’ response to alcohol. 

The genetic research of Dr. Henri Begleiter’s group is focused on 

a less specific relationship between genes and alcohol. They are looking 

at abnormal brain wave patterns (especially variations in the P300 

brain wave) that might predispose a person to a range of disorders, 

including addictions of all kinds. According to Begleiter’s research, 

people who are predisposed to alcoholism exhibit hyperexcitability of 

the central nervous system. The best “cure” for this hyperexcitability is 
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alcohol—which is why alcohol looks so attractive. Begleiter believes, 

however, that alcoholism is one of many possible outcomes of the same 

genetic material. “There is no specificity,” he told me. “One is predis-

posed to any behavior which implies a lack of normal homeostatic inhi-

bition.” In other words, the brain lacks control over behavior, and this 

leads to impulsivity. The same excitability could lead to a range of cog-

nitive and mood disorders, including attention deficit and hyperactiv-

ity disorder; conduct disorder; anxiety and depression; and addictions 

to caffeine, cocaine, or any other addictive substance, including alco-

hol. Dr. Begleiter believes that the COGA study could isolate the first 

(of many) genes that influence the P300 brain wave within a year. “And 

the first is the hardest to isolate,” he noted. 

In all the models above, genes exert an indirect influence on 

drinking behavior. When alcoholism does develop in a genetically sus-

ceptible individual, this is because alcohol plays a unique role in that 

person’s life. The pathway to addiction involves many biochemical, 

physiologic, and psychological steps. In every step, genes interact with 

the environment. Furthermore, the individual traits that predispose a 

person to alcoholism are determined independently of one another—in 

other words, they are not passed on as an indivisible set. This confirms 

that alcoholism is very much a heterogeneous disease. Its biological 

underpinnings may vary from person to person. 

For a while, the explosion of research into biological mechanisms 

of addiction created the hope of a miracle drug that would cure alco-

holism. However, while new medications can be helpful to many peo-

ple, none of them is a magic bullet. To complement the continuing 

genetic research, the National Institute on Drug Abuse has promoted a 

multidimensional research agenda. Investigators are encouraged to 

explore how neurobiological, psychological, social, and cultural factors 

interact at different stages of involvement in drugs, and how these fac-

tors change over time. Such research is expensive, difficult, and time-

consuming, but complex models are crucial to understanding such a 

complex disease as alcohol and drug addiction. 
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When I use the term “disease” in this book, I use it in a very broad 

sense, with the understanding that alcoholism has a complex etiology 

that includes personal, social, and cultural factors, and the belief that, 

ultimately, the alcoholic must assume responsibility for her own life. 

Alcoholism is a medical problem, a compulsive behavior, a family 

problem, a spiritual problem, and a reflection of our culture. If I have 

lingered here on the topic of the powerful interconnection between 

mind and body, it is to counter the strong tendency today to pull alco-

holism out of its social and psychological context and to redefine it as a 

biological illness that needs strictly medical attention. 

Such a narrow interpretation trivializes the lives of alcoholics. 

Take Amy, a painter whose story appears in Chapter 8. She drank mod-

erately until she was nearly sixty years old, and then, when her beloved 

grandson moved away, she fell into a deep depression and drank a pint 

of whiskey every day. Was this strictly due to a brain disease? Or con-

sider Ruth, whom you’ll meet in Chapter 11. Her godfather sexually 

abused her from the age of five and gave her alcohol at each of their 

meetings. She got drunk every day from age six until age forty-one. Is 

this a brain disease, pure and simple? 

Alcoholism is certainly a disease in that it has destructive effects 

on tissues and body functioning; it is more common among those with 

a genetic vulnerability; it requires skilled medical and pharmacologi-

cal care during acute withdrawal; it leads to secondary health prob-

lems that also require medical attention; its victims need medical 

coverage, sick leave, and access to emergency rooms. For these reasons 

and more, most professionals agree that alcoholism is a disease. To 

those who say it is more of a bad habit, they may respond that many 

diseases are linked to bad habits. Diabetes and heart disease, for 

instance, may arise from dietary factors and obesity in combination 

with genetic vulnerability. 

What’s more, the disease concept of alcoholism has been very use-

ful in moving public opinion from seeing alcoholism as a moral failing 

(the alcoholic as a sinner) to seeing it as an illness of which the sufferer 

and his or her family need not be ashamed. Critics of the disease con-
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cept have feared that it strips the alcoholic of responsibility for recov-

ery, but most clinicians find that when alcoholics understand the phys-

iological processes of addiction, it frees them from shame. Only when 

that has happened can they effectively take responsibility for managing 

their lives in the context of an addiction that would otherwise kill them. 

Yet I fear that when the disease concept of alcoholism is narrowly 

interpreted—as it so often is—this strategy backfires, because people 

know that they are not merely victims of their biology, just as they are 

not mere victims of circumstance, no matter how hard their lives have 

been. There is more to it than that. Some people conclude that they or 

their loved ones are not “real alcoholics” because the reality of their 

problems is more complex than what they hear described. Others con-

tinue to struggle with the disease concept and have trouble reconciling 

their conflicting attitudes, which they often hide, because in many cir-

cles it is considered retrograde to question this concept. I have seen 

alcoholics and their families speak the language of brain disease for 

years, only suddenly to confess with anger that they don’t believe it, 

and to start all over with the blame—of the alcoholic, of the family, of 

the culture. 

Everyone agrees that letting go of blame is crucial to recovery. If 

we were more honest about alcoholism and its many facets—the pull of 

the body and the pull of the mind, the broad context in which it devel-

ops—perhaps we could accomplish this more fully. 

In Happy Hours, I begin with the assumption that a woman may be 

genetically vulnerable to becoming alcoholic. Whether she begins to 

drink and whether she continues depend on a host of other factors. It is 

not my intent to unravel these. Rather, my aim has been to present 

women’s own stories—their histories, their current context, their chal-

lenges in recovery. Most often, alcohol has been woven into the fabric of 

their lives, so that stories about women and alcohol are also dramas 

about women’s relationships, their needs, their work, their feelings 

about their bodies, sexual abuse and other trauma, human loss, and 

spiritual development. 
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Part One, “The Impact of Alcohol,” includes medical information 

and a history of perceptions about women and alcohol. 

Part Two, “On the Job and in Families,” deals with the relation-

ship between women’s alcohol problems and their social roles, in the 

family, among peers, and at work. 

Part Three, “Take Two at Bedtime: Drinking as Self-Medication,” 

examines some common conditions that accompany women’s alco-

holism. Chapter 7, “Love Hunger,” tells the stories of women whose 

drinking was tied up with their romantic relationships. Depression is 

the psychiatric disorder most commonly diagnosed among alcoholic 

women, and it came up in varying degrees in a majority of my inter-

views. Even when depression was crucial to the women’s stories, how-

ever, they did not present it to me as something they could disentangle 

from the circumstances of their lives. I have followed their lead, not 

devoting a separate chapter to depression but rather weaving it in 

wherever it comes up. I do address various ways of thinking about alco-

holism and depression in Chapter 8, “Springs of Sorrow: Drinking at 

Times of Loss.” Chapter 9 explores the place of alcohol in the lives of 

sexually abused women, who may be three times more likely than other 

women to become dependent on alcohol. 

Finally, in Part Four, I turn to “Women’s Paths in Recovery.” The 

problem of treating a woman’s alcohol problems begins at home, where 

her drinking is more likely than a man’s to be missed or covered up. In 

the doctor’s or therapist’s office, a woman’s alcoholism is not likely to 

be diagnosed, as described in Chapter 10, “Doctors Still Don’t Get It.” 

She is fortunate if her treatment includes specialized programs for 

women; we still know much more about treating men. Owing largely 

to child care issues and a lack of “wraparound care,” especially impor-

tant to women, she may not complete the course. In Chapter 11, 

“Working with Difference,” I show how treatment that honors differ-

ences has affected the lives of some Native American and African-

American women. In Chapter 12, “Recovery: Only Connect,” I explore 

how women have adapted to the programs that are available. 

During the very first interview for this book, I frantically scrib-
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bled in my notebook (my tape recorder broke) as a woman opposite 

me—Meredith, pregnant with her third child—talked about her near-

death experience in a hospital ward, where she pinched shut the feed-

ing tube going into her nose to avoid consuming calories, but 

desperately drank the beer sneaked in by her friends. I listened in 

shock, sadness, and dismay as she described her hunger, her refusal to 

eat, her loneliness, and her punishing drive to be perfect: thin and 

attractive, cheerful and smart, a model student, popular at parties. She 

always thought she was a failure, except when she was drinking. At the 

end of the interview, she said, “You know, addicts are not like other 

people, and we can always recognize each other.” 

I thought about that statement a lot, and from time to time I 

heard it from other people. It warned me not to assume too much or to 

make easy leaps of identification. I have not experienced the physical 

hold of addiction. I have not had a seizure or a blackout. I have not left 

a detox ward with no money in my pocket, looking for a beer. Alco-

holics describe the canny ways of their disease, how it sneaks into nooks 

and crannies of their lives, looking for a foothold. That’s why recover-

ing alcoholics are best at counseling one another. They know about 

cravings; they know the kind of thinking that means danger is at hand. 

Yet the more I listened to these women’s stories, the less I was 

able to imagine that they were “not like me.” I recognized their 

defenses. I admired them. I have experienced many of the pressures 

they described. I was fighting for the same kind of spiritual break-

throughs. The cultural forces that influence a woman’s drinking— 

those connected to trauma, sexuality, and relationships—are common 

to many of us. Whether or not we have a problem with drinking, all of 

us are likely to have experienced something of the frustration, the self-

doubt, the bouts of depression, and the sense of powerlessness that 

plague the alcoholic. 

Among the women whose stories I tell here—and others whose 

stories don’t appear but who helped me understand—some are still suf-

fering in some way, and a few have relapsed. I hope they will be 

inspired by women who have fought their way out of a pit as black and 
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deep as theirs. It’s hard to imagine the courage it takes for a woman to 

acknowledge the devastation alcohol has wrought in herself and her 

family, and then to remake her life. I am moved by the determination 

and grace of those who have come through, and I am sometimes aston-

ished by the sheer joy of their new lives. Meredith, after describing four 

miserable years of addiction, said, “I wouldn’t trade those years for any-

thing. If they hadn’t been so bad, I could be out there still searching for 

a way to fill up my emptiness.” Instead, she treasures her husband and 

children, takes pleasure in daily miracles and daily work, and looks for 

opportunities to reach out to others who suffer as she once did. Such 

women have transformed pain into gratitude and compassion, and they 

have something to offer us all. 



Part  One   

The Impact  
of Alcohol  





1  
Why Men Can 

Outdrink Women 

Myths  about  women and  alcohol  have  always  

abounded, and only in the mid-1970s, when clinical studies of alcohol-

related disorders began to include women, did we begin to get real 

information. Although we still know far more about men’s drinking 

than women’s, researchers have begun to fill in some of the gaps in our 

understanding of women and alcohol. 

There is mixed news for women who like to drink. The Harvard 

Nurses’ Health Study found a U-shaped curve: light to moderate 

drinkers lived longer than women who were abstinent or heavy 

drinkers. It isn’t clear whether these results are due to the benefits of 

alcohol or to the generally healthy habits of light drinkers, who may 

also be more likely to exercise and eat well. The U.S. Department of 

Health has defined moderate and acceptable alcohol intake for women 

as one drink a day—five ounces of wine, twelve ounces of beer, or one 

and a half ounces of eighty-proof distilled spirits (each of these contains 

0.5 ounce of pure alcohol). (For men, it’s two drinks a day.) Light 

drinking for women is defined as up to three drinks a week, moderate 

drinking as four to thirteen, and heavy drinking as fourteen or more. A 

woman who has two glasses of wine each evening is thus categorized as 

a “heavy drinker.” 



24 H A P P Y  H O U R S  

While ongoing research is likely to refine the picture, it now 

seems clear that in certain ways, women are more vulnerable than men 

to the immediate and long-term consequences of alcohol. 

Women metabolize alcohol differently from men. Their bodies 

have a higher proportion of body fat, which carries little water. This 

means that alcohol is more concentrated in their body fluids. Women 

also have less of an enzyme that metabolizes alcohol in their stomach 

lining, so that for each ounce taken, a higher percentage of alcohol 

enters the bloodstream and liver (an effect that is enhanced by fasting). 

Fluctuations in hormonal levels during the menstrual cycle can slow 

the rate of alcohol metabolism, and oral contraceptives also slow it. All 

these factors probably contribute to the higher blood alcohol concen-

tration in women, which increases the health risks of women who 

drink. 

Take a couple—let’s call them Pete and Laurie. Both are thirty-

two years old, and both weigh 140 pounds. They drink the same 

amount. Every night, they have a glass of wine together as they make 

dinner and chat about their day at work. At the table, they polish off 

the bottle and open another. By the end of the evening, each has fin-

ished four glasses of wine. 

What is the medical outlook for Pete and Laurie? 

If their drinking remains constant over many years, both Pete and 

Laurie may suffer a variety of long-term effects. For Laurie, however, 

the picture may be worse. Her four glasses of wine will get her drunk 

faster and keep her drunk longer. She runs a significant risk of liver 

injury such as fatty liver (which is reversible when drinking stops) and 

more serious disorders such as hepatitis and cirrhosis (for women the 

risk of cirrhosis of the liver becomes significant at two drinks a day; for 

men, at six drinks a day). Sooner than Pete, she may develop digestive 

and nutritional problems such as anemia, peptic ulcers, and folic acid 

deficiency, which leads to severe diarrhea. A four-year study of 58,000 

nurses demonstrated that in women, the risk of developing high blood 

pressure begins at about two to three drinks per day and increases with 

each drink. While light drinking may actually help counteract osteo-
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porosis (because it raises estrogen levels), even small amounts of alcohol 

cause the body to excrete calcium at twice its normal rate. More 

research is needed to understand the overall effect of alcohol on 

women’s bones. 

Laurie’s endocrine system may be impaired by alcohol, leading to 

menstrual irregularities, which increase with a woman’s level of drink-

ing. These can lead to infertility and early menopause. If Laurie 

becomes pregnant and continues to drink heavily, her risk of sponta-

neous abortion increases, and she also increases her risk of having a 

baby with some abnormality, including fetal alcohol effects. (Full-

blown fetal alcohol syndrome may result from even heavier drinking.) 

While the infant death rate is 8.6 per 1,000 among women who do not 

drink during pregnancy, it is 23.5 per 1,000 births among those who 

have an average of two or more drinks per day. 

Laurie is a little nervous about the link between alcohol and 

breast cancer—some studies suggest that women who drink alcohol 

may increase their risk of breast cancer by as much as 40 percent—but 

she was relieved by the 1999 report from the Framingham Heart 

Study, which followed the drinking habits of 2,800 women for more 

than forty years, and found that the incidence of breast cancer was 

roughly the same for all women, even those who had two or more 

drinks per day. This study, reasonably enough, eased the minds of many 

doctors and women who drink moderately. Yet the researchers cau-

tioned that they could not draw conclusions about breast cancer among 

heavy drinkers, because their sample did not include enough women in 

this category. Earlier studies suggest strongly an increased risk at four 

to six drinks a day or more, perhaps related to the fact that alcohol 

raises estrogen levels. 

Listening to the radio on her way home from work, Laurie was 

also pleased to hear about a study conducted by the American Cancer 

Society, which corroborated other studies that found moderate con-

sumption of alcohol may protect men and women from heart disease. 

Her local food co-op sent out a flyer drawing on that study, touting the 

benefits of red wine (which it now sells). 
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Laurie, then, feels reassured about her drinking habits. But she 

has been misled. When a woman’s production of estrogen decreases at 

menopause, her risk of heart attack increases; moderate consumption of 

alcohol may partly counteract this risk by significantly raising levels of 

estradiol (the most potent natural estrogen). Alcohol also reduces the 

likelihood of blood clots and raises the blood levels of the protective 

HDL cholesterol. At age thirty-two, however, Laurie is not among the 

postmenopausal women for whom alcohol has a protective effect. More 

important, “moderate drinking,” in this study, is defined as one to two 

drinks a day. Above one drink per day, the overall death rate began to 

increase. Among women and men thirty to fifty-nine years old who 

were at low risk for cardiovascular disease, those who consumed four or 

more drinks daily had the highest rate of death from all causes. Indeed, 

though research is inconclusive, Laurie’s twenty-eight drinks a week 

may put her more at risk even for cardiovascular disorders (as well as 

the cancers and cirrhosis that the mortality study cites). One study 

found that women who consumed six or more drinks a day were eight 

times more likely to develop cardiomyopathy, a degenerative disease of 

the heart muscle. Although in general men die of heart disease at a rate 

twice as high as women, an analysis of over 8,000 cardiovascular deaths 

demonstrated that women who drink heavily die young of these dis-

eases at a rate equal to that of heavy-drinking men. 

Because alcohol depresses the immune system, both Pete and 

Laurie will be predisposed to infectious diseases such as respiratory 

infections and pneumonia. Because they consume more than twenty-

one drinks per week, they have almost a tenfold higher risk of 

esophageal cancer, compared with people who have fewer than seven 

drinks a week. 

If both Pete and Laurie develop alcoholism, and both suffer dam-

age to the liver, heart, nerve fibers, muscle tissue, and brain, all this 

damage will be likely to visit Laurie somewhat sooner than Pete. 

Should both members of the couple become sober, it will take Laurie’s 

tissues longer to repair themselves. Should both persist in drinking, 

Laurie will be at graver risk for suicide and alcohol-related accidents. In 
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the general population, women attempt suicide more frequently than 

men but are less likely to die in this way. Among alcoholics, however, 

women’s rate of completed suicide appears to exceed even that of alco-

holic men. In fact, if Laurie becomes alcohol-dependent, she will be five 

times more likely to commit suicide than women her age who don’t 

drink; and in any given year, she will be twice as likely to die as Pete. 

This is especially grave when you consider that Pete will be three times 

as likely to die as men of his age who don’t drink. 

H O W  M U C H  I S T O O  M U C H ? 

People often want to know how much alcohol constitutes a 

problem, but alcohol abuse and dependence are defined not by the 

quantity consumed but rather by the consequences of drinking. The 

term “alcohol abuse” (what is often referred to as “problem drinking”) 

applies when there is a pattern of drinking that creates difficulty in 

one or more areas of life, for instance, being unable to meet the 

demands of school, work, or parenthood; driving while intoxicated; or 

getting into fights. “Alcohol dependence” (or “alcoholism”) is more 

severe. According to criteria defined by the American Psychiatric 

Association, it is diagnosed by a cluster of symptoms, some of which 

last at least a year. These include increasing tolerance of alcohol (mean-

ing that it takes more to feel high), difficulty cutting back, preoccupa-

tion with alcohol, and continued drinking despite problems with health, 

work, or relationships. In short, says one doctor, “alcohol abuse is too 

much, too often, and alcohol dependence is the inability to quit.” 

An individual’s pattern of drinking also influences health risk in 

ways that are not fully understood. Three days of binge drinking fol-

lowed by a period of abstinence will have effects on a woman’s body 

that are different from those of the same amount of alcohol consumed 

in heavy daily doses over the course of a week. For example, in binge 

drinking alternating with abstinence, the liver has a chance to repair 

itself. On the other hand, binge drinking creates a graver risk of acci-

dents and vulnerability to violence. 
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Women aged twenty-one to thirty-four have the highest rates of 

problem drinking. At age thirty-two, consuming four glasses of wine a 

day, Laurie is certainly a heavy drinker, and she is risking her health. 

She may or may not be headed for alcohol dependence. She is at high 

risk if there are alcoholics in her family, if she has a history of sexual or 

physical abuse, or if she suffers from depression. There is also the ques-

tion of why she drinks. Her drinking is already problematic if its pur-

pose is to relieve anxiety or otherwise regulate her mood, if she feels 

empty inside and drinks to fill herself up, if getting high with Pete 

smooths over problems in their relationship. It’s already a problem if it 

interferes with her sleep (alcohol depresses the central nervous system, 

but there’s a rebound effect when it wears off), or makes it hard for her 

to get to work in the morning or get through an evening during which 

there is no alcohol. It’s also a problem if she’s trying to get pregnant. 

Alcohol is the leading single drug of abuse among American 

women. About 10 to 15 percent report some type of drinking-related 

problem, and about 4 percent meet diagnostic criteria for alcohol abuse 

or dependence. Most women who drink, however, are not clinically 

dependent, and in 1990 the Institute of Medicine stated that most 

alcohol problems—accidents, fights, and medical complications—are 

created not by “alcoholics” but by people with a broad range of prob-

lem drinking. A woman may abuse alcohol without ever drinking 

heavily and may, at different stages in her life, move in and out of 

“problem drinking” without ever having a diagnosable disorder. In a 

follow-up analysis of women’s drinking habits over ten years, one study 

found that of the women who were problem drinkers to begin with, 

one-third got worse, one-third stayed the same, and one-third moved 

out of problem drinking altogether. Typically, both young women and 

young men are more likely to be heavier drinkers, though among 

African Americans and Hispanic Americans, heavy drinking more 

often peaks at a later age. In the general population, women under age 

forty drink more than older women. After age fifty, women’s heavy 

drinking drops precipitously. 

Women’s physiology—their lower average body weight, their 
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greater sensitivity to alcohol, and their special risks during preg-

nancy—makes them more susceptible to alcohol problems if, like Lau-

rie, they match a male partner’s heavy drinking. But physiology is only 

the beginning. Alcohol problems express themselves in a person’s 

whole life: in work and relationships and psychological well-being. It 

is not surprising, then, that in certain ways, women and men experi-

ence alcohol problems differently. Women enter addiction on different 

paths, with different histories. The triggers that set off drinking in 

women may vary from those for men. Women may have different moti-

vations for entering treatment, and their needs in recovery may also be 

distinct. 

Here are some facts that cry out for our attention. 

•  The alcoholic beverage industry is aggressively marketing to 

women, with ads linking drinking with glamour, independence, 

and liberation. 

•  Women in treatment for alcoholism are four times more likely than 

other women to have been abused by a partner. For a woman, being 

a victim of violence is both a risk factor for alcohol abuse and a 

potential consequence of it. A study of spousal abuse among alco-

holic and nonalcoholic women found that alcoholic women were 

nine times more likely to be slapped by their husbands, five times 

more likely to be kicked or hit, five times more likely to be beaten, 

and four times more likely to have their lives threatened. 

•  Women who need treatment face particular barriers, including lack 

of special programming to meet their needs, exclusion of pregnant 

women from treatment, personal and family denial, lack of child 

care, and inadequate insurance coverage. Although insurance prob-

lems affect both men and women—some policies cover only hospi-

tal detoxification, for instance—women, particularly minorities, are 

more likely than men to be underemployed and underinsured. 

•  Alcoholic women frequently wind up with a cross-addiction to over-

the-counter or prescription drugs. Overlooking or mistaking the 

markers of alcohol use, women’s doctors often diagnose anxiety or 



30 H A P P Y  H O U R S  

depression (which may also be present) and prescribe tranquilizers, 

which can be habit-forming and are dangerous to mix with alcohol. 

•  Tolerance for alcohol and prescription drugs decreases with age, and 

alcohol magnifies the effects of sedatives and tranquilizers and 

accelerates dependence on these drugs. Women—especially those 

over fifty-nine—are more likely than men to abuse these drugs 

together; this can cause confusion, delirium, heavy sedation, and 

such accidents as falls. White, higher-income women are the heavi-

est older drinkers. 

•  Oral contraceptives reduce a woman’s ability to metabolize alcohol. 

•  Women in treatment for alcohol abuse report high rates of sexual 

problems, for example, lack of desire and difficulty achieving 

orgasm. These problems usually preceded their heavy drinking. 

When women use alcohol to “treat” this problem, they find them-

selves in a vicious circle. In a five-year follow-up of women showing 

signs of problem drinking in 1981, sexual dysfunction was the sin-

gle strongest predictor of continued problem drinking in 1986. 

•  Women problem drinkers often use alcohol as a form of self-

treatment. More often than men, they cite a traumatic event as pre-

cipitating abusive drinking, whether divorce or abandonment, a 

death in the family, a miscarriage, or a health problem. 

•  From 1977 to 1994, the number of male drivers involved in alcohol-

related fatal traffic crashes decreased 25 percent; for females there 

was a 12 percent increase. Laboratory studies of the effects of alcohol 

on responding to visual cues suggest that there may be gender dif-

ferences in how alcohol affects driving performance. 

•  Alcoholic women are more likely than alcoholic men to have a 

mental health disorder—especially depression, anxiety, or an eating 

disorder. (Among men, antisocial personality disorder—linked to 

aggression and criminality—comes first and is followed by addi-

tional substance abuse.) Although depression in men tends to fol-

low alcohol abuse, depression in women more often comes first, and 

this means that it’s less likely to go away when drinking stops. 

•  Women in treatment for alcoholism report childhood sexual abuse 

twice as often as women without alcohol problems. Their reports 
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are corroborated by a study of women and men whose childhood 

sexual or physical abuse was substantiated by court records. For 

men, no relationship was found between alcohol problems and 

childhood victimization. For women, however, the relationship was 

significant, even after the researchers controlled for a family history 

of alcohol or drug problems, poverty, race, and age. Girls who are 

sexually or physically abused become problem drinkers in dispro-

portionate numbers. 

•  Lesbian and bisexual women have been thought to be at particular 

risk for addiction, but the studies showing high rates of alcoholism 

among sexual minorities are not reliable, because they found their 

samples at least partly through gay bars, where heavy drinkers 

gather. Newer studies find no significant differences in the drinking 

habits of lesbian and heterosexual women, though more lesbian 

women report recovering from alcoholism. 

•  Though the number of women who drink has increased sharply, the 

ratio of alcohol dependence among men and women has stayed level at 

about three men to every woman. But this is changing among the 

young. Among men and women ages eighteen to twenty-nine, the 

ratio is 2.2 to 1, and in today’s secondary schools as many girls 

drink as boys. If this trend persists, alcoholism among women will 

surely increase in years to come. 

•  In a study of 572 women in treatment for alcohol or drug addiction, 

or both, 79 percent of older women usually or always used only 

alcohol or only a single drug, compared with 47 percent of younger 

women. Women under age thirty-five were more likely to use sev-

eral drugs, while women thirty-five and older more often used one 

or two, such as alcohol and a painkiller. 

•  Most men leave their alcoholic wives; most women stay with their 

alcoholic husbands. Women in treatment centers frequently report 

that their families have discouraged them from getting help for 

their drinking problems. 

•  Women who are not married but are living with a partner are 50 

percent more likely to drink heavily than married women. 

•  The increased threats of prosecution and of losing child custody 
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may frighten many pregnant alcoholic women away from seeking 

treatment. 

•  African-American women who drink heavily are 6.7 times more 

likely to have a child with fetal alcohol syndrome than white 

women who drink the same amount at the same frequency. 

•  Although the rate of alcohol dependence is lower for African-

American women than for white women, mortality from cirrhosis is 

83 percent higher among black females, and black alcoholic women 

suffer death rates that are nearly double those of white alcoholic 

women. 

•  Statistically, a woman is somewhat more at risk if she is childless, 

and less at risk if she is married and employed full-time. Women in 

their late thirties and forties are most at risk when they are divorced 

and unemployed and have no children living at home. (Drinking 

may have contributed to these losses.) Among women in their fifties 

and sixties, the risk is higher if they are not employed and have no 

children at home. Widows also have a higher risk. Like their male 

counterparts, white women are most likely to report problem 

drinking, followed by Hispanic women; African-American women 

are least likely. The more acculturated a minority woman is—that 

is, the more she has acquired mainstream attitudes and values—the 

more likely she is to drink heavily. 

The health risk factors of women in general are different from those of 

men in general, but not all women are alike. The risks and benefits of 

drinking are influenced by a woman’s age and overall health. A woman 

of sixty, for instance, is more susceptible to alcohol’s effects than she 

was before menopause; but if she has high blood cholesterol and a fam-

ily history of heart disease, with no special risk of cancer, and she is tak-

ing no other medications that might interact with alcohol, she may 

want to talk to her doctor about the protective effect of light drinking. 

A woman whose mother and sister died of breast cancer, and whose 

family tree is studded with alcoholics, may consider it wisest to abstain 

from drinking altogether. 
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The evidence for a genetic influence on addiction in women is 

somewhat mixed. Early twin studies indicated that environmental fac-

tors are more important both in the development of women’s alcohol 

problems and in protecting women from the disease. Some recent 

research has had contrasting results; these studies suggest that about 

50 to 60 percent of the liability to alcoholism is inherited, for women 

and for men. It may be that for women, genes have more influence over 

alcohol dependence than they do over alcohol abuse. In truth, however, 

most research along these lines is still focused on men, and the results 

of current work on women are often contradictory. We need to wait to 

see how research develops, but a woman with a family history of alco-

holism should certainly consider herself at risk. Both her environment 

and her genes could be working against her. 

In my own conversations with women, I have been struck by how 

many women who are not and never have been dependent on alcohol 

still find that there is a level of drinking, well below dependence, that 

impairs their health and relationships. One woman, an editor at a New 

York publishing company, said her two nightly drinks kept her from 

coming to grips with her teenage daughter’s rebelliousness. Another 

woman found that one drink became two, and two became three, and 

several years passed before she faced the facts of her life: her husband 

was shutting her out, and the business she had started was not going to 

survive. For a period of time in these women’s lives, the release they 

found in their evening cocktail ritual seemed like a godsend. Only 

gradually did they realize that this pleasant habit was not serving them 

well. The alcohol kept them from experiencing the frustration that 

might have impelled them to confront the sources of pain in their lives 

and find creative solutions. 

One young woman who’d just come out of treatment told me a 

saying she’d heard, “If you care more about alcohol than you do about 

broccoli, you have a problem.” I suspect that this definition, comical on 

its face, is meant to jolt people out of their certainty that they do not 

have a problem, that their story wouldn’t belong in a book like Happy 

Hours. 
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And perhaps it wouldn’t. Yet I suspect that any woman who has 

ever worried about her drinking, or had a few quick beers to be socia-

ble, or to get in the mood for sex, or—like Sophie, whose story I tell in 

Chapter 7—to be “funnier, prettier, warmer,” will find something 

familiar in these stories. There’s a way of thinking that goes along with 

alcohol problems but is not unique to alcoholics. It has to do with 

looking for solutions outside yourself. It has to do with finding yourself 

unacceptable, trying to make yourself right, and having your efforts 

backfire. Those of us who never become dependent on alcohol can mud-

dle through life without ever confronting this way of thinking and 

being. Alcoholics who want to stay sober do not have this option. For 

them, clarity about the choices they make and the way they live is a 

matter of life and death. They have to figure out what really matters 

and who is responsible for their lives. 



2  
Women and Drinking:  

A Long Story in Brief 

My own self let me more have pity on, 

To my own sad self, hereafter, kind. 

—Gerard Manley Hopkins 

A N E X T R A  D O S E  O F  S H A M E  

Shame is  the feeling of being worthless.  When we 

feel ashamed, we don’t sense that we have made a mistake; we sense 

that we are a mistake. We have disgraced ourselves and our families. 

We’re worse than nothing, and we deserve to be cast out. Alcoholism is 

referred to as a “shame-based disorder” because very often a drinking 

habit develops in part to drown out feelings of shame. Once addicted, 

the drinker has more to be ashamed of, and another drink helps dull 

the feeling of despair. The cycle takes another turn. 

In women, shame is deepened by negative stereotypes about their 

sexuality. People mistakenly believe that alcohol is sexually arousing, 

and alcoholic women are presumed to be promiscuous. In fact, alcohol 

reduces physiological sexual responsiveness in both men and women. 

As Dr. Marc Schuckit has written, “The popular image of the scarlet 

woman is a fiction—promiscuity is appropriate to only 5 percent of all 

women drinkers. Most of the other 95 percent complain of diminished 

interest in sex.” In a survey of the general population, women reported 

drinking deliberately when they planned to have sex, in order to lose 
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their inhibitions, but only 8 percent of respondents said that they had 

ever become less particular in their choice of a sexual partner when they 

had been drinking. On the other hand, 60 percent said that someone 

else who was drinking had become sexually aggressive toward them. 

Here, the double standard becomes egregious. Women who drink are 

seen as fair targets for physical and sexual victimization. A psycholo-

gist’s study using college students and rape scenarios found that a man 

is considered less responsible for raping a woman if he was drunk when 

he did it. But if the woman he raped was drunk, she is considered more 

to blame. Alcoholic women who internalize society’s attitudes may be 

crippled by their shame. 

Of course, some alcoholic women do have numerous sexual part-

ners. Often, the sex they have is the result of not being sober or confi-

dent enough to manage a situation, especially when a man is emboldened 

by the belief that alcoholic women are fair game. Others are frantically 

casting about for some kind of human connection. Convinced they are 

unworthy, they believe they have only their bodies to offer. Many are 

economically dependent on men. They feel they need to comply with 

the man who is buying them drinks. In all of these cases, the woman’s 

sexual behavior is a symptom of her belief that she is powerless. The 

shame heaped on her by society only confirms her in her self-loathing, 

which she drowns out with another drink. 

Men are not spared the shame of alcoholism. In spite of massive 

education efforts, alcoholism is still associated with moral weakness 

and still felt as a sign of failure. Both women and men who are depend-

ent on alcohol are likely to be deeply dissatisfied with themselves. They 

frequently describe themselves as awkwardly self-conscious and some-

how “different” from other people. Many believe they are unworthy of 

affection, and though they may be very successful, they often play 

down their accomplishments; they fear that one day the truth will 

come out and they’ll be seen as frauds. 

Yet studies repeatedly find that alcoholic women suffer even 

worse anxiety, guilt, and depression than alcoholic men, have lower 

self-esteem, and, as we have seen, commit suicide more often. 
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For women, compared with men, alcohol problems have a greater 

impact on all areas of their lives. Among people who have had an alcohol-

related accident, for instance, a woman is twenty-five times more likely 

than a man to report “failures” in her social roles and general demeanor, 

and these failures are significantly more closely linked to health prob-

lems. When a woman has alcohol problems, says Kaye Middleton Fill-

more, a leading researcher in the field, “Everything tends to go wrong 

at once.” Women’s paralyzing sense of worthlessness can prevent them 

from reaching out for help. Typically, by the time they enter treatment, 

their alcoholism is further advanced, and their health more compro-

mised, than men’s. With any step toward health and wholeness, the old 

belief that they don’t deserve it may reassert itself. “A man may come 

in for treatment with a puffed-up, false sense of masculinity,” says 

Barry Carr, director of the Bournewood Substance Abuse Treatment 

Center in Bournewood, Massachussetts, “but a woman who comes in is 

typically in far worse shape. She’s lost all her defenses. She’s tremen-

dously stigmatized by alcoholism.” 

W H Y  N O O N E  WA N T S  A  W O M A N  

T O  D R I N K  L I K E  A  M A N  

One can see the tenacity of negative stereotypes of drinking women 

by looking at early Roman society, in which a man had the power of life 

and death over his wife and children. Since a woman was her husband’s 

property, women’s gravest crime was adultery, and it was assumed that 

a woman who drank would wind up in another man’s bed. “When she 

is drunk, what matters to the Goddess of Love?” wrote Juvenal. “She 

cannot tell her groin from her head.” And so each day a wife was forced 

to kiss her husband and all her male relatives. If there was wine on her 

breath, the men gathered to decide whether to exercise their legal right 

to kill her on the spot. 

Women in our society drink freely, but if a woman develops 

alcohol problems, gender roles and the imbalance of power still shape 

her relationship to alcohol: her reasons for drinking, her risks when 
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she does, the forces that maintain her drinking, and her hope of get-

ting help. 

A taboo against drunkenness in women has persisted for centuries, 

as has a tendency to stigmatize and punish women for hard drinking. In 

her book Women: The Invisible Alcoholics, Marian Sandmaier recounts the 

history of women and alcohol in the Western world, pointing out that 

there has always been a special stigma attached to an alcoholic woman. 

This attitude has its roots in the perception that drinking takes a 

woman outside of a man’s control and thus threatens the sexual status 

quo. “The real issue has never been drunkenness per se,” writes Sand-

maier, “but rather man’s fear that the alcohol abusing woman will aban-

don her role and careen out of his control. Wherever drinking among 

women has been limited in history, it has been linked to promiscuity 

and neglect of home and hearth; it has always sparked a terrifying 

vision of what she might say, do, or be once freed by alcohol.” 

Sandmaier’s interpretation may be bolstered by studies of cultures 

around the globe, suggesting that whenever gender roles are most 

clearly polarized, so too are women’s and men’s drinking patterns. 

Ethnographers point out that men drink in part to demonstrate their 

masculinity—they drink to show stamina, self-control, independence, 

and willingness to take risks. Men also drink to bond with one another 

despite social differences, and to escape control by others. There’s no 

real parallel for women, no way in which drinking confirms them in 

their roles—quite the opposite. Because of the fear that alcohol will 

interfere with women’s responsibilities, their drinking has often been 

restricted. 

Whether restrained by society or choice, women have always 

drunk less than men and had fewer alcohol problems, and this remains 

true today. In every society that has been studied—primarily North 

Atlantic societies, but also across Africa, Asia and the Pacific, and Latin 

America—for all age groups and measures, men have higher rates of 

alcohol use and abuse. Even in cultures where women are equally likely 

to drink, they drink less than men and are more likely to abstain as 

they get older, and so as a group they have fewer alcohol problems. 
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To a degree, biological factors may explain these gender differ-

ences. Some researchers propose that women drink less than men 

because physiologically, as we have seen, it takes less alcohol to get the 

same results. Across cultures, as women age, the quantity of their 

drinking stabilizes more consistently than men’s, and they are more 

likely to become abstainers over time. This could be in part because 

childbirth gives women a greater incentive to curtail their drinking. 

Women’s social role as child rearers would also play a part. 

It isn’t clear why relatively small differences in metabolism 

become such large differences in drinking behavior, or why the differ-

ences between women’s and men’s drinking habits vary so much from 

one culture to the next. In 1998 a cross-cultural study that provided 

comparative data on women’s and men’s drinking in thirteen countries 

pointed out that female drinkers in the Netherlands drank on an aver-

age of ten occasions per month, but those in Finland drank on only 

about three occasions. Women in Prague drank more frequently than 

any other women in the study but did not have high rates of heavy 

drinking or intoxication. Swedish women drank heavily most often but 

had the lowest rate of adverse consequences. Czech men drank heavily 

more often than Czech women, but Czech women drank heavily as 

often as Israeli men. 

The authors of this study propose that though biological differ-

ences explain why there are gender differences in drinking, cultural dif-

ferences explain the great variation. In essence, each group begins with 

the fact of an observable biological difference and uses this as a basis for 

creating rules for social behavior and relationships that then magnify 

the difference, in varying degrees and ways. Perceptions of women and 

men become dichotomized until differences of degree become absolute 

divisions of roles and behavior. Differences in women’s and men’s 

responses to alcohol become a basis for decrees about what is appropri-

ate drinking behavior for each. 

This perspective makes sense of the ethnographic descriptions of 

drinking behavior, which report that women’s drinking is most 

restrained where women are clearly subordinate to their husbands, con-
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fined in the domestic sphere, while the husbands move freely in the 

public realm and take on economic and political roles denied to 

women. In Nigeria, for instance, where women’s role is clearly circum-

scribed, the rare woman who abuses alcohol is subject to severe stigma 

and insult; she falls “from a glorious Olympian height to the level of 

the gutter.” Another intriguing study looked at the lifetime prevalence 

of drinking problems among native Korean men and women living in 

two places: Kangwha, Korea; and Yanbian, China. In Kanghwa, the 

ratio of men to women with alcohol problems was 17.5 to 1; but in 

Yanbian, where traditional social values are more powerful, the ratio 

was 115 to 1. In contrast, where gender roles are changing, and where 

women are gaining access to education and employment, women seem 

to be drinking more, even in cities in Nigeria. Researchers have noted 

that even when the data suggest stable drinking patterns, public con-

cern about women’s alcohol consumption heightens during times when 

women’s rights and independence are most visibly expanding. In many 

cultures, as Sandmaier suggests, a drunken woman is not considered 

merely irresponsible, as a man would be. She is a metaphor for poten-

tial social disruption. 

The disinhibiting effects of alcohol may cause any drinker, male 

or female, to talk more loudly, become boisterous, or act on sexual or 

aggressive impulses more typically suppressed. Drinkers may become 

more expansive, more willing to take risks, even as the faculty of judg-

ment is dulled. These alcohol-induced changes in personality may be in 

keeping with traditional masculinity. A drinking man may feel more 

masculine, bolder, and more powerful. The people around him, though 

they may not be impressed, are likely to see his behavior as in keeping 

with traditional norms. If a drinking woman gets loud and garrulous, 

if she swears or gets crude or boisterous or angry, her behavior flies in 

the face of traditional femininity. She is not just bad or immoral. She is 

acting like a man—in a sense, unsexed. People are apt to respond with 

disgust. Their disgust, say Sandmaier and others, punishes the woman 

for stepping outside her feminine constraints, and reminds other 

women what will happen to them if they step out of their place. 
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In the West, women’s drinking has always been subject to more con-

trols than men’s, but the response to it has varied across the centuries 

and in different social climates. By the second century B.C.E., even 

Roman women were permitted to drink, and like Greek women, they 

performed rites of worship to the god of wine. In general, some degree 

of drinking by women has been permitted whenever they were given a 

degree of freedom in society, and when alcohol was seen more as a med-

icine or a symbol of hospitality than as a threat to sacred moral values. 

In medieval Europe, alcohol was widely available. Englishwomen 

drank at home but not in taverns. Ale and wine were drunk in monas-

teries and convents, and monastic rules noted, “It shall be the concern 

of the holy abbess to provide such wine as shall soothe those who are ill 

or who were raised more delicately.” Social class has played a role. In 

Germany, for instance, beginning in the third century and for several 

hundred years, noble women were a strong social presence, and it was 

common for them to drink with men. During the Renaissance, when 

traditional views were being challenged on many fronts, highborn 

ladies again drank fairly openly. Today in America class continues to 

exert an influence on drinking habits: a female lawyer in San Francisco 

may drink freely in public or at home; a housewife in rural Georgia 

may well be in a different situation. 

For centuries women were involved in brewing as part of their 

household duties, and in some countries in Europe and Africa it 

became an exclusively female trade. In colonial America, women 

brewed beer and fermented cider and were free to drink in public— 

especially upper-class women, who, in the mid-1700s particularly, 

enjoyed a more relaxed social code and were also free to play cards and 

shoot dice. On the pioneers’ dance floors, whiskey bottles were passed 

briskly from mouth to mouth, regardless of the dancer’s age or sex. 

Alcohol has also been an essential ingredient in many medicinal 

remedies throughout the centuries, for everything from “foulness of 

breath” to deafness, swollen tonsils, indigestion, and “breeding sick-

ness” in colonial America, where recipes were passed among women. 
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Eventually, such formulas evolved into the popular patented medicines 

of the nineteenth and early twentieth centuries such as “Lydia 

Pinkham’s Pink Pills for Pale People,” medicines aimed at “women’s 

troubles,” which contained up to 50 percent opiates or alcohol. Opium, 

mercury, morphine, and coca (from which cocaine is produced) were 

legal during this period and were often used to treat women’s “nervous 

weakness.” The excessive and often inappropriate medication of women 

by doctors and pharmacists, along with women’s own self-medication, 

is a persistent theme in the history of women’s addictions. Tradition-

ally, drugs and alcohol have been condoned for women as long as they 

were used officially for medicinal purposes—and, most likely, taken in 

solitude, so that the woman’s reputation would not be tarnished. Today’s 

stereotypical image of a housewife hiding alcohol bottles in a closet has 

its basis in this history, and studies still show that, compared with men 

and younger women, older women are more likely to drink alone. 

Although moderate use of alcohol was accepted in colonial Amer-

ica, the Puritans inveighed against drunkenness along with gambling, 

fighting, and adultery. Laws prohibited drinking more than half a pint 

per half-hour. Both men and women could be punished for infractions, 

though there are few accounts of drunkenness among women. 

Perhaps the most extreme example of the scapegoating of women 

alcoholics occurred in England in the early eighteenth century, during 

the “gin epidemic.” When Parliament lifted regulations on the pro-

duction of domestic gin in the hope of creating revenues, cheap, often 

adulterated gin flooded the market. In the slums of London, where 

industrialization had created desperate poverty, women and men 

turned to the cheap gin available in every grocery shop for temporary 

escape from their intolerable lives. Though there were no major epi-

demics in London between 1700 and 1750, and the standard of living 

in the slums was very gradually rising, the city’s population declined 

during this period. Children especially died in astonishing numbers. 

Seventy-five percent of the children christened between 1730 and 1749 

died before their fifth birthday. Public outrage focused on their moth-

ers. In pamphlets, papers, paintings, prints, sermons, and public 

debate, women were indicted for debauchery, neglect of their children, 
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and ill-spent lives. Though alcoholic women were not responsible for 

this national scandal, they took all the blame. As Sandmaier writes, 

“The gin-drinking woman was suffering and dying from alcoholism 

right along with her children, yet there was an almost total absence of 

concern for her as a sick individual. Her alcoholism was seen only 

through the prism of her motherhood.” 

In America by the 1800s, industrialization, along with the 

greater availability of alcohol, contributed to a rising problem of male 

drunkenness. When the churches called on crusaders for the temper-

ance movement, women responded energetically. Among them were 

wives and mothers made destitute by their husbands’ alcoholism. This 

was a time of many contradictions. The crusade for temperance was 

driven by white, middle-class, Protestant women under the umbrella 

of the church. It took on the rhetoric of conventional morality: drink-

ing was wicked and degrading; alcohol swallowed up families and 

individual souls; alcohol ruined men and threatened women’s virtue. 

These women of the temperance movement spoke as exemplars of the 

idealized femininity Victorian culture had promoted. Pure and inno-

cent, guardian angels of the hearth and home, they used prayer, 

hymns, and the force of moral virtue to oppose the evils of alcohol. 

Ironically, these women had to leave their homes and organize politi-

cally to do their crusading, and this gave them the skills they would 

soon need to fight for the right to vote. The two causes were not 

explicitly allied, however, and many prim, proper crusaders opposed 

women’s suffrage. In 1884, the National Women’s Christian Temper-

ance Union endorsed woman suffrage as “a necessary weapon for home 

protection.” In other words, it was hoped that voting women would 

help outlaw alcohol. In fact, the right to vote, won in 1920, followed 

hard on the heels of the Volstead Act of 1919, which instituted 

national prohibition. 

The association of female purity with abstention from alcohol is 

centuries old, but the hundred-year battle for prohibition in America 

rigidified the notion that alcohol is the natural enemy of women. Nat-

urally, the stigma attached to women who drank—particularly to 

excess—intensified during this era. 
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In the years since the Volstead Act, trends in American women’s 

drinking have varied with the political climate. Prohibition was barely 

achieved before women started drinking again. The war and women’s 

employment, a new openness about sex, the right to vote, and the pre-

occupation with alcohol brought by prohibition all created a climate 

more open to women’s drinking. Alcohol consumption declined during 

the Depression, only to rise again—in America and in many parts of 

the world—after World War II. 

T H E  P O W E R  O F  P E R S I S T I N G  AT T I T U D E S  

In the 1970s, American media reported an “epidemic” in women’s 

drinking. These reports were not supported by data, but it’s true that 

by 1983, a higher percentage of women in every age group were 

drinking. These numbers declined in the 1980s—but not as 

markedly as the decline in the percentage of male drinkers. On the 

basis of a survey conducted in 1992, the National Institute on Drug 

Abuse estimated that 40 percent of American women had used alco-

hol within the past month, compared with 56 percent of men—not a 

huge gap, and among younger women, it’s narrower still. Surveys in 

Britain and Australia suggest that women there are drinking more 

heavily. Even where drinking has been considered unacceptable for 

women—in Africa, Central and South America, and Asia—there is 

evidence that women are more likely to drink; this is seen as a result 

of “Westernization.” 

Today we are at a complicated and confusing place in our attitude 

toward women who develop drinking problems. There are signs that 

the stigma of being a female alcoholic is breaking down. Younger women 

are less likely to hide their addiction. Since the early 1990s, women 

under thirty have been presenting themselves for treatment in numbers 

almost equal to men. The recovering women I spoke with seldom men-

tioned overt prejudice against them because of their sex. Yet it is easy 

to underestimate the power of persisting beliefs that women alcoholics 

are unnatural, unfeminine, and more revolting and pathetic than their 

male counterparts—and the harm to women who internalize this view. 
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The recovering women I interviewed told me about this in many 

different ways, but none more explicitly than Sonja, seventeen years 

sober at the age of fifty-eight and leading workshops for recovering 

alcoholics in Houston: “A drunk man with a lampshade on his head is 

cute,” said Sonja, “but a drunk woman is a slut and a whore and a piece 

of trash. I don’t know if it will ever really change. In mixed groups, the 

men will say things like, ‘I just hate a drunk woman, there’s nothing 

more disgusting,’ and the women will hang their heads and say, ‘Oh, 

yeah, that’s true.’ They feel it. That’s why they drink in the closet.” 

When I interviewed Sonja, she was mourning her daughter 

Naomi, who had died of an alcoholic hemorrhage. After two months of 

sobriety, Naomi had drunk one more time, though her doctor had 

warned her it would kill her. On the death certificate, where it asked if 

the death was alcohol-related, the doctor checked “no.” 

“I guess he thought it was shameful,” said Sonja. She pointed out 

that when so many elements in society reinforce old notions, it tends to 

keep them alive. 

The negative stereotyping of alcoholic women may be more 

prevalent in some age groups and some parts of the country, less preva-

lent in others. It has an uneasy relationship with the custom of moder-

ation in drinking for women—who still consume, on average, half of 

what men do. This custom has been helpful to the degree that it has 

protected women from alcohol problems. But the prejudice behind this 

custom has also stigmatized women who drink too much—and “too 

much” is often defined by gender roles. 

In many places—on college campuses; at happy hours, whether at 

home or in bars where women drink freely with men—one might 

almost imagine that the double standard regarding women and alcohol 

has disappeared. In fact, the shift is only on the surface. When alcohol 

interferes with women’s family responsibilities, or when women’s prob-

lems with alcohol become conspicuous, according to Richard and 

Sharon Wilsnack, “the attitude of society is likely to shift from indif-

ference to outrage and an attempt to punish rather than treat the 

woman’s drinking problems.” Women are still held to a higher stan-

dard than men. 





Part  Two   

On the Job  
and in Families  





3  
Marriage and  
Partnerships  

D R I N K I N G  PA R  T N E R S  

It has been known for some time that drinking 

rates are highest among the divorced and never-married. Recent news 

reports about how marital status affects our drinking patterns have 

turned certain assumptions on their head and have probably made a lot 

of women smile. When a marriage dissolves, men with drinking prob-

lems begin to have more of them, and women begin to have fewer. (We 

always knew who benefited more from marriage.) A closer look at the 

statistics suggest what common sense might predict. Happy marriages 

offer a degree of protection from drinking problems, and stressful rela-

tionships can exacerbate them. Alcohol can also turn a happy marriage 

into an unhappy one. Alcohol, again, operates as cause and effect. 

Researchers have long believed that a woman’s partner had a 

strong influence on her drinking—essentially, that husbands led their 

wives into alcoholism. Newer, longitudinal research—following 

women’s drinking over time—suggests that this isn’t true. Instead, it 

appears that “like marries like.” Heavy drinkers get together in part 

because their habits correspond. Since men are more likely to drink in 
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general, female alcoholics are much more likely than male alcoholics to 

have a spouse who drinks (49 percent compared with 6 percent). 

Women who live with a partner but have never married are at the high-

est risk of drinking problems. They have the highest rates of intoxica-

tion, of drinking and heavy drinking, and of symptoms of alcohol 

dependence. Researchers suspect that these women go into their rela-

tionships with a heavy drinking habit. 

Although these statistics are interesting and suggestive, they 

should be interpreted cautiously, since they do not distinguish between 

cause and effect, and age differences may confuse the picture—younger 

women are more likely to have drinking problems and to be “never 

married.” Furthermore, among black women neither age nor marital 

status is related to problem drinking. 

S T R U G G L E S  F O R  L O V E  A N D  P O W E R  

Alcoholism in either partner exacerbates the inevitable issues of 

gender and power that exist in any romantic relationship. Frank, the 

husband of a woman in recovery, told me that his wife, Ellen, started 

drinking abusively when he accepted a high-profile job in a small city. 

The position required that he and Ellen host a number of dinners each 

week and attend numerous functions. Under pressure from Frank, 

Ellen agreed to put her career on hold, but she soon became unhappy. 

“It was a disastrous move for us,” said Frank in retrospect. Before a year 

was out, Ellen’s unhappiness evolved into full-blown depression, and 

she started drinking from the time she got up in the morning. Tension 

rose between them, as each partner blamed the other for their prob-

lems. They talked about divorce. After treatment, Ellen stopped drink-

ing altogether, but the couple never fully reconciled until Frank left his 

job and they moved to another city—neutral territory, where they 

could reestablish equal footing. 

Frank encouraged Ellen to get treatment, and ultimately, he was 

willing to make compromises to support her recovery. Sometimes, 

though, a man plays a role in maintaining his wife’s addiction. When 
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two drinking partners get together, the dynamics are especially volatile 

and complicated. Stephie, from Atlanta, told me a story that I heard 

echoed by other women. She and her husband, Ryan, drank together 

from the time they met, though Ryan never became alcoholic. When 

sober, Stephie was vivacious and outgoing, and very capable, while 

Ryan was shy, reserved, and uncertain. After their two children were 

born, Stephie wanted to return to school, but Ryan didn’t see the point. 

He wanted her to stay at her low-level job. He also wanted to make all 

the decisions in the family, and he became furious when Stephie refused 

to go along. By this time, Stephie was drinking as much as two bottles 

of wine a night, and Ryan had discovered that he could control his wife 

with alcohol. He kept her supplied with alcohol and offered it to her at 

vulnerable moments, or when he wanted sex, especially when she was 

trying to quit. 

“He used my weakness against me,” said Stephie. “He used my 

problems to maintain the status quo. He knew as long as I was drink-

ing, he had all the power. I was dependent on him financially, and I 

couldn’t walk out or he’d get custody of the kids. That was the big 

club. He had me under his thumb, and that’s God’s honest truth. 

There’s no way to sugarcoat it and make excuses. People say, ‘He really 

loved you; he was afraid of losing you,’ but that’s a sick kind of love if 

you’re willing to let someone suffer and suffer.” 

Stephie has been sober for fifteen years. To her own astonishment, 

she has surmounted the enormous anger she felt toward her husband 

for promoting her drinking when she was all but dying. She and Ryan 

are about to celebrate their twenty-fifth wedding anniversary. “I think 

the turning point came when I told him I hated him for what he’d 

done to me, and asked him, ‘Why would you not help me?’ He put it 

into words and told me to my face that he’d been so afraid of losing me, 

he’d rather have me drinking than gone. It tore him up to admit it. 

When he finally saw it, he was in a lot of pain about it. It bothers him 

to this day.” 

Clinicians have noted that whenever a couple has alcohol prob-

lems—whether the man, the woman, or both partners are drinking— 
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there tend to be struggles over who has power in the relationship. 

Same-sex couples are not exempt. Michelle, a lesbian from rural 

Louisiana, described how she drank to bury her resentment about hav-

ing the “typical female role” in her relationship, while her partner 

made the major decisions and took charge of the finances and property. 

“Whatever Hannah wanted, that was okay, and if I didn’t like it, I just 

drank some more,” said Michelle. Typically, Michelle wasn’t conscious 

of her anger while this was happening: “I was so disconnected from my 

feelings I didn’t know what was going on. I don’t think I ever realized 

that I had choices.” 

Often, problems simmer below the surface of a relationship. If 

you ask either partner, he or she will tell you everything is going fine. 

This can be especially devastating when the woman’s drinking problem 

goes unmentioned or unnoticed, and the damage multiplies at home 

and in her body until her alcoholism is so advanced that it can’t be 

ignored any longer. 

D A P H N E ’ S S T O R  Y  

Daphne and Paul fell in love during their junior year in college. 

Most of their friends considered marriage a long way off. “Instead of 

saying they were in love, they’d say they were ‘in like,’ ” Daphne told 

me. One of the reasons she loved Paul was his unabashed enthusiasm— 

especially for her. He called her his Greek goddess. Her mother was 

Greek, and Daphne has flowing black hair and olive skin. “My friends 

used to say that he rolled his eyes like a lovesick dog. He didn’t bother 

to disguise it.” Daphne and Paul were known for their sense of fun and 

whimsy, and both had a weakness for romance. Their proposal plans 

were in the works for weeks. On the appointed day, Paul took Daphne 

to a picnic on a hill, where a table was draped with a white cloth, and a 

basket held champagne, bread, pâté, grapes, and cookies. After a toast, 

he led her to the top of a nearby tower, where, looking out at the green-

gold hills, he asked for her hand in marriage. When they descended 

from the tower, a crowd of friends were there to cheer, and the toasts 

began in earnest. 
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After college, Daphne got her master’s degree in computer sci-

ence and landed a good job consulting for a large business, while Paul 

went on to law school. Eight years later, when Paul took a demanding 

job with a law firm, Daphne became pregnant and gave up her career. 

They both felt strongly that one of them—Daphne—needed to stay at 

home. They despised the modern world of day care, not to mention the 

youth culture of violent cartoons and tacky spin-off toys. There would 

be no TV in their lives; there would be stuffed animals, books by A. A. 

Milne and E. B. White, homemade Greek pastries, apple picking, bee-

keeping, cartwheeling, music—a child’s paradise. They moved to a 

country house, and Paul commuted to the city. 

Daphne adored her baby boy, Lewis, and was committed to her 

way of life, but she began to get lonely. She felt guilty for missing the 

work she’d given up and for wondering how high up the ladder she’d 

be by now if she hadn’t left. She found herself growing irritated with 

Lewis; she had a hard time coping with his constant demands. But she 

told herself that motherhood involved self-sacrifice; everyone knew 

that. She was happy for Paul, whose career was flourishing, and proud 

of her role as his supporter. Her tender touch helped him withstand 

the inevitable blows to his ego at work. She threw herself into creative 

homemaking, growing organic vegetables and canning them for win-

ter, exposing her son to music and art, finding innovative ways of cut-

ting household costs. Each evening, when Paul returned home at 

seven-thirty, he found a candlelit dinner and the table set for two. 

They waited to eat until Lewis was asleep, and until they had some 

wine together, as they’d done since they were married. Daphne found 

herself waiting all day for that time with Paul, when they shared their 

days, and the wine took away her weariness and made her feel loving 

and warm. 

When Lewis was three, Daphne went off birth control. She imag-

ined that when the household was fuller and noisier, she would feel 

more complete. The years went by, though, and she didn’t get preg-

nant. Her sense of isolation grew. She hardly enjoyed Lewis anymore. It 

was an effort just to take him to the park, just to pick him up after 

school. She began to have disturbing physical symptoms, including 
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fatigue, a declining interest in sex, and periods of clumsiness when she 

was likely to bump into doorframes. Paul became alarmed and urged 

her to see a neurologist. 

Daphne did not connect these episodes to the tall glass of vodka 

she drank on her own each night before her husband came home. She 

didn’t tell Paul about the vodka; and when she went to consult the neu-

rologist, he didn’t ask about her drinking. When I commented about 

how many doctors have a blind spot when it comes to women’s drink-

ing, she replied, “If he’d asked, I would have told him about the wine I 

drank at dinner. Two or three glasses every night.” 

The neurologist did ask Daphne about her moods, and she con-

fessed to feeling blue a lot of the time, for no particular reason. After 

further discussion, he referred her to a psychiatrist, who prescribed 

antidepressants. The psychiatrist described potential side effects—dry 

mouth, heart irregularities. Though he suggested she not drink caf-

feine or alcohol, Daphne knew people who were on antidepressants and 

still drank, so she decided that this advice was optional. At the end of 

their session, the psychiatrist reassured Daphne about the marvels of 

modern medicine. Depression, he said, could be cured. 

Her symptoms didn’t go away. Paul started coming home early 

from work so he could help with dinner, clean up, and put Lewis to 

bed. “I was like a wounded bird,” Daphne told me, “and he took care of 

me.” He still called her his one and only love. Although his friends said 

their attraction to their wives cooled off after a couple of years, his 

knees, he said, still went weak in her presence. Daphne saw him as 

powerful and protecting, devoted and tender, a true gentleman. In con-

trast, she felt more and more fearful and inadequate. She tried hard to 

cope with her depression, joining a gym and exercising harder, joining 

a church, and reading inspirational books. 

When it fleetingly occurred to her that she could have a drinking 

problem, she let the thought pass without investigation. After all, she 

never drank before four or five o’clock. She never got drunk. She didn’t 

do all those things that alcoholics did, like keeping tiny bottles of 

liquor in her purse or getting up in the night to take a swig. She did 
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take a prescribed tranquilizer at three in the morning, however. Occa-

sionally she stopped drinking for a week—not even wine at dinner— 

just to test herself, and she found that she could do it. She regarded this 

as another sign that she didn’t have a problem. Alcohol was a helpful 

friend, an ally in her battle against depression. If she couldn’t destroy 

the enemy, at least she could cope with it. Alcohol could help. 

The act was getting harder to keep up, however. Paul became 

convinced that she had an undiagnosed disease—and she also thought 

this could be the case. She began to feel desperate for some sort of solu-

tion, especially because she had lost all interest in sex. She hadn’t had 

an orgasm in years, and this was beginning to take its toll on Paul. She 

suspected that he might be having an affair, but when she confronted 

him, he denied it vehemently. At his urging, she began to see a string 

of doctors. She felt hopeful each time she submitted to a new series of 

tests. Each time the results came back indicating there was nothing 

wrong, her anxiety redoubled. 

One night when she and Paul were at a friend’s home for dinner, 

she overheard Paul describing her problems. “She has trouble with her 

balance,” he was saying. “If you didn’t know better, you’d think that 

she was drunk.” She felt a threatening sense that something was about 

to be taken away from her. She let the feeling pass. 

Four months later, Paul came into the kitchen with his face pale. 

He’d been taking out the trash, and the plastic bag had split open. 

Empty vodka bottles had spilled onto the driveway. 

Daphne cried in indignation, never imagining, she said, that Paul 

could be so unfair. Yes, she was drinking a little more, but she’d never 

hidden it and she did not have a problem. Alcohol helped her cope. It 

took the edge off her desperation, and he was cruel to suggest that she 

give it up. She could not admit, even to herself, that her fatigue and 

unhappiness might be due to alcohol. Drinking no longer made 

Daphne feel high, no longer gave her a feeling of warmth or coziness. 

Now all it did was allow her body to feel normal, and insulate her from 

despair. She didn’t drink for fun. She drank to stay alive. 

Her marriage now deteriorated into screaming matches—plates 
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flying, windows crashing. The more Daphne drank, the angrier Paul 

got and the more he tried to control her. Daphne was terrified, and 

increasingly worried about what all this was doing to Lewis. Finally, 

with a profound sense of failure and shame, she checked into an inpa-

tient rehabilitation center. Once she had been Paul’s Greek goddess, his 

love, his inspiration. Now, knocked from her pedestal, she was a com-

mon drunk. Her mother, who had never taken more than a sip of wine, 

was in a state of disbelief; her father stopped talking to her. 

At the treatment center, doctors agreed that Daphne suffered 

from depression as well as addiction. After detoxification, they decided 

that she should stick with her current antidepressant, which probably 

hadn’t worked because she was drinking. She was educated about the 

disease of alcoholism and encouraged to talk about her feelings of lone-

liness and shame, and about how she had used alcohol to fill a hole 

inside her. Paul came for family week and confronted her with his 

anger about how she had lied to him for so long. She told him she had 

been afraid to ask for help, afraid that he would abandon her if she 

didn’t live up to his image of the perfect wife. 

When she returned home—frightened, but eager to be reunited 

with her son—Daphne’s biggest fear was about having sex without 

alcohol to loosen her up. Looking back, she couldn’t remember any 

sober sex. Even in college, she and Paul had always drunk first. When 

Paul didn’t press her for several weeks, Daphne finally approached him, 

praying it would be better than she thought. “But it was bad news,” 

said Daphne. “I just couldn’t feel romantic. I was nervous and shaky, 

and there was still anger between us.” In addition, Daphne was ashamed 

of what she and Paul had done in bed when she was drunk. A few times, 

she had even let Paul tie her up. It had seemed funny and playful at the 

time, but now the memory made her feel degraded and dirty. 

Her anxiety rose during several weeks of avoiding sex. She started 

wondering if sobriety would ruin her marriage altogether. At treat-

ment, she’d been educated about preventing relapses, and she had 

learned ways of coping with certain “triggers” to drink. At four 

o’clock, the time when she used to reach for the vodka, she went to the 
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gym instead. In the morning, when Paul and Lewis had left for their 

days and she felt empty and vacant, she went to an AA meeting. But 

she felt there was nowhere she could talk about the problems in her 

sexual life. 

After three months, Daphne picked up the bottle again. 

Although she hid it carefully, and made new rules about how much she 

would drink and when, the harder she tried to control it, the more she 

was compelled to drink. Secretly, she blamed Paul. He was pressuring 

her for sex. Though he’d thrown out the vodka, he insisted on keeping 

the bourbon in the pantry, because he liked a glass at night, and, he 

said, he didn’t have a drinking problem. 

She became obsessed with his behavior, convinced that he was see-

ing other women. (As it turned out, she says, he was.) One night when 

he came home late, she stood at the top of the stairs and screamed at 

him. Lewis came out of his bedroom. In front of her husband and son, 

she threw herself down the stairs. 

Physically, she escaped with a couple of bashed teeth, but this was 

the turning point for Paul. The following week, he moved out of the 

house with Lewis and told her he wanted a divorce. Daphne panicked, 

sure she would lose custody of Lewis. She started drinking the moment 

she got up in the morning and could hardly drink enough to stave off 

symptoms of withdrawal. 

Not long afterward, she discovered that she was pregnant. She 

told Paul, hoping to persuade him to move back in. Instead he begged 

her to get an abortion, terrified of having to raise a child with fetal 

alcohol syndrome, as well as Lewis. Daphne refused. She’d been want-

ing this child for years, and she was going to have it. She tried harder 

to stop drinking, but she couldn’t. Paul became frantic. He threatened 

to move away with Lewis, and never allow her to see him. 

In the end, said Daphne, her body had the sense to miscarry. 

When she woke up in sheets full of blood, she wanted to drown in 

her misery and shame. She had disgraced herself. She had destroyed her 

family and killed her baby, the one good seed that was growing inside 

her. Now all she wanted was to disappear from the face of the earth. 
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D E P E N D E N C Y  A N D  P O W E R  

Many of Daphne’s experiences are common among female alco-

holics, highlighting themes that will recur throughout this book: 

•  Her depression and her alcohol problems were entangled in compli-

cated ways. 

•  Her drinking went unnoticed and misdiagnosed. 

•  She took dangerous combinations of medication and alcohol. 

•  Her sexual dysfunction both contributed to her drinking and was 

made worse by it; and her treatment—which in Daphne’s case was 

very good—still failed to address her sexual problems. 

•  By the time she sought treatment, her alcoholism was well 

advanced and had infected every area of her life. 

Daphne’s story makes me think of Fillmore’s statement that when 

women have alcohol problems, “Everything tends to go wrong at 

once.” 

Daphne’s focus on her partner as the primary source of her self-

worth is also typical of women with alcohol problems. Many clinicians 

believe that the key difference between addicted men and addicted 

women is the prevalence of “codependency” among women, who are 

frequently enmeshed in unhealthy relationships, sometimes, but not 

always, with an addicted partner. Describing codependent women who 

are also alcoholic, Dr. Josette Mondanaro wrote, “These women are 

exquisitely tuned in to the needs of others. Their satellite dishes are 

aimed outward, vigilantly scanning the horizon and picking up the 

needs of others. What is missing is a second satellite dish that should 

be turned inward, scanning their internal territory, focusing on their 

needs, feelings, and desires.” 

These women’s extreme dependence, their attempts to rescue or 

control, and their undeveloped sense of self can undermine their efforts 

to get sober. “It’s why we need gender-specific treatment,” says Eliza-

beth Zelvin, a psychotherapist in New York City who specializes in 



59 M a r r i a g e  a n d  P a r t n e r s h i p s  

addictions and women’s issues. “When women have poor boundaries, 

when they look outside themselves for their identity, you have to inte-

grate these issues into their treatment or they may never be able to stay 

sober.” 

In the past, codependents and alcoholics were often assumed to be 

two distinct groups, and the typical codependent was seen as the non-

addicted wife of an alcoholic man. The term soon came to refer to all of 

an alcoholic’s family members, including adult children. The inadver-

tently “enabling” behavior of the codependent was at first seen as a 

response to living with an out-of-control drinker. As one member of 

Al-Anon—the organization for families of alcoholics—told me, “If you 

have measles, you can’t help getting spots, and if you live with an alco-

holic, you can’t help getting codependent. All of a sudden, you have 

your nose in the other person’s business, and you don’t even notice that 

your own life is falling apart.” 

Since the 1980s, codependency has been considered a “disease” in 

its own right, having its own symptoms and often preceding any 

involvement with an alcoholic partner. Yet the very familiarity of 

Daphne’s story—the way her life gradually constricts as she takes on 

conventional female roles, the way she loses herself in the process— 

calls into question the usefulness of a disease category that describes so 

much of the female population. Indeed, the concept of codependency 

has come under attack in recent years. Some point out the double bind 

of women who are first socialized to put other people’s needs ahead of 

their own and then told that this habit is pathological. Negative asso-

ciations have been compounded by the experience of some women in 

Al-Anon, who say their martyrlike impulses were reinforced by the 

emphasis on being cheerful (“I will make up my mind to be cheerful 

every waking moment of this day,” reads One Day at a Time, an Al-Anon 

book of daily meditations), on not being angry, and on looking to the 

self for happiness to the point where the reality of intolerable circum-

stances—an abusive partner, for instance—was ignored. Other women 

report nearly opposite experiences: they were encouraged by group 

members to “throw away the baby with the bathwater” by walking 
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away from important relationships and commitments that the group 

considered codependent. 

While some feminists fear that codependency itself is an oppres-

sive construct for women, others, including Elizabeth Zelvin, make a 

plea for the usefulness of the concept and its potential to empower both 

women and men. “It provides such a helpful set of tools,” Zelvin told 

me, “and it’s cheaper than therapy.” She points out that people in 

recovery from codependency are nearly always confused about personal 

boundaries—what’s martyrdom, what’s selfishness, when you should 

walk away and when you should stay put—and naturally, some Al-

Anon members will distort its principles when they are “disease-side 

up instead of recovery-side up.” Most of the time, she says, groups like 

Al-Anon provide tremendous support in working these issues out sen-

sibly. For desperate people coming to these meetings, the idea of code-

pendency as a disease is usually felt not as a stigma but as a relief. The 

concept helps to differentiate between what you can’t control—a past 

marked by the effects of an alcohol-dependent system—and what you 

can control in your own internal life. 

“The first principle in Al-Anon is to keep the focus on yourself,” 

says Zelvin. “When my clients in therapy express a fear of being ‘self-

ish,’ I tell them you have to build yourself up; but once you’re filled up, 

out of the overflow, you will have a lot to give. The other principle is 

detachment with love. ‘With love’ is important. It means you can be 

compassionate and still have boundaries. It means you’re allowed to 

care for others without going down the tubes with them, or being in 

constant emotional turmoil because you can’t save them. When applied 

correctly, these principles save the lives of very desperate people.” 

As Zelvin’s perspective suggests, even now the concept of co-

dependency is evolving, largely in response to feminist voices within 

the recovery movement. In particular, relational theory is being applied 

to the treatment of women. Such theorists as Jean Baker Miller, Nancy 

Chodorow, and Carol Gilligan have challenged the concepts of auton-

omy and independence as the ultimate in human development, sug-

gesting that women’s psychological development evolves within 
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growth-enhancing relationships, with healthy interdependence as the 

goal. “In this light,” says Zelvin, “we can reframe the concept of co-

dependency. Instead of seeing it as a failure to separate, we can see it as 

a series of misguided attempts to connect to other people. Women are 

good at making connections. Because of the nature of their development 

as well as their socialization, they’re good at relationships. But this tal-

ent exists side by side with its distortion: the idea that a woman is 

incomplete without the people she connects with. When a woman 

believes that, she gloms on to another person for her whole identity, 

often someone who can’t meet her needs because he can’t meet his own. 

Codependency is what happens to the capacity for relationship when it 

is used destructively.” 

Some other specialists in the field have reframed codependency in 

ways that emphasize cultural socialization and power dynamics. Char-

lotte Davis Kasl, a psychologist who is the author of Many Roads, One 

Journey: Moving Beyond the Twelve Steps, suggests the term “internalized 

oppression,” and defines codependency as “a disease of inequality—a 

predictable set of behavior patterns that people in a subordinate role 

typically adopt to survive in the dominant culture. Codependency is a 

euphemism for internalized oppression and includes traits of passivity, 

compliance, lack of initiative, abandonment of self, and fear of showing 

power openly.” 

Similarly, in their book The Responsibility Trap, the family thera-

pists Claudia Bepko and Jo-Ann Krestan speak of overresponsibility 

instead of codependency. Bepko and Krestan address emotional and 

functional overresponsibility and underresponsibility within alcoholic 

relationships. They note that these concepts will be familiar to those 

who attend Al-Anon, which emphasizes that alcoholics need to take 

responsibility for themselves, and that partners are most helpful when 

they focus on their own behavior instead of caring for the alcoholic. In 

family systems theory, the assumption is that a fully responsible adult 

will tend to his or her own physical and emotional needs and ask 

directly for help from others. In contrast, someone who is emotionally 

overresponsible sees the other person’s needs as more important than 
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his or her own and will focus on meeting them, often without having 

been asked. The emotionally underresponsible person expects sensitiv-

ity and recognition from others without making his or her needs 

known, and blames others for his or her problems. With regard to 

tasks, the overresponsible person will take over other people’s work or 

direct it from the sidelines; this typically prompts underresponsible 

behavior from others. 

Overresponsible people pride themselves on being the only ones 

who know how to get things done and take care of others. They feel 

important and powerful—but they also feel intensely angry because 

they can never be dependent or expect to have their own needs met. 

Like their underresponsible partners, they rely on external validation to 

feel valuable. Since they can never achieve perfect control, they are 

plagued by anxiety and a sense of worthlessness. 

Traditionally, women are socialized to be caretakers, overresponsi-

ble for anything relating to home and family—emotionally and in terms 

of tasks—while men are socialized to be overresponsible in the “instru-

mental dimension”—meaning that they feel pressure to do something 

in the world and to make money. Both women and men are socialized to 

be underresponsible for themselves in different ways: women by ignor-

ing their own self-interest and depending economically on men, and 

men by relying on women for physical and emotional comfort. 

Bepko and Krestan note that in families with alcohol problems, 

sex roles have typically become very rigid. “It’s tempting to assume 

that recent social changes have freed men and women from conven-

tional expectations,” says Bepko, “but when you work with families in 

recovery, you find that stereotyped attitudes are very much alive and 

well. Generally speaking, the families who have made a successful tran-

sition to new attitudes and behaviors are not the ones who end up need-

ing treatment.” When they do, says Bepko, you’ll generally find that 

the changes in their attitudes about sex roles are on the surface. Tradi-

tional assumptions about how we will feel and behave as a female or a 

male are so deeply ingrained in all of us that there is often lingering 

guilt or uneasiness when we “fail” to meet those expectations. 

Bepko goes so far as to define addictions as “disorders of power.” 
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She explains that when couples relate within the framework of a hierar-

chy instead of a partnership, and struggle with issues of power and 

dependency but see no way to work out their conflicts, alcohol may be 

“invited into the system to correct it,” either by suppressing feelings of 

inadequacy and anger or by quietly shifting the power dynamics as 

couples adapt to the new context created by drinking. 

Though alcohol problems always aggravate issues of dependency 

and power, and play themselves out within the context of family roles, 

Bepko stresses that alcoholism is, at its core, a disordered relationship 

between the drinker and the drink. It begins with an effort to control 

some aspect of oneself by means of an external agent. Ultimately, this 

external agent renders the person powerless. For many women, this 

process is echoed in relationships: a woman drinks to rebel against her 

role, only to find that her alcoholism has landed her under her partner’s 

thumb. In a widening circle, she may drink to dull the acute frustra-

tion all women feel if they are cut off from power in a culture where 

men are privileged. 

To one degree or another, power struggles take place in all rela-

tionships. If this competition is seen as unacceptable, alcohol may enter 

the scene, driving the problems underground. Alcohol disconnects 

people from their feelings, allowing them to deny the drinking prob-

lem and the struggles that are arising because of it. Alcohol deprives a 

woman and her partner of an opportunity to work toward a mutual 

relationship and newer, more healthy expressions of dependency and 

power. 

K E E P I N G  T H E  S E L F  I N  L I N E  

Daphne and Paul, though young and educated and part of a chang-

ing world, were living in a fantasy of a traditional marriage. Each was 

strongly invested in an image of the self that corresponded to stereo-

typical assumptions about women and men’s identities. Daphne 

wanted to be a perfect homemaker and mother and an alluring sexual 

partner. Paul was her access to the larger world, and his love for her was 

what made her an important person. Paul wanted to be a gentleman, 
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respected in his work, a devoted husband and father, a keeper of moral 

standards, a good provider, and married to an adoring woman. Alcohol 

was their friend and ally, allowing them to support their illusions 

about themselves and each other. 

Daphne used alcohol to drown out her feeling that she was not a 

“natural mother.” Typically, her fears for Lewis prompted her to get 

treatment for herself. She used alcohol to suppress her resentment of 

Paul: “All of his goals were in harmony,” she told me. “The better 

lawyer he was, the more he felt worthy as a husband and father. Every-

thing I wanted was in conflict.” She was not, at the time, consciously 

aware of her longing for power in the world, since in her mind, that 

power properly belonged to Paul. She suppressed her jealousy and 

anger and noticed only that she was weary and depressed—feelings 

that both she and Paul considered more acceptable in a woman. 

Conflict about gender roles has been a consistent theme in the lit-

erature on women and alcohol problems. As you might expect, the way 

this conflict has been framed has changed over the years. Well into the 

1970s, the scientific literature referred to women alcoholics’ “deviant 

sex role adjustment” and “defective femininity,” the assumption being 

that the problem was the woman, not our expectation that she fit into 

a constraining role. Equally, men were said to drink because they 

wanted to enhance their feeling of masculinity and power, not because 

they might find the masculine role a burden they would like to shed. 

More recently, there has been a growing appreciation of flexible gender 

roles, the assumption being that women and men function best when 

they are at ease with both the “female” and the “male” aspects of their 

personalities, and can integrate them into their behavior and their 

experience of self. Claudia Bepko notes that in her clinical work, wher-

ever alcoholism plays a role within a family, there are problems achiev-

ing this androgynous integration. Instead, feelings that run counter to 

traditional sex role expectations are neither acknowledged nor acted 

on. Behavior is polarized, and “males are pitted against females in a 

relationship that is overtly defined as a cooperative partnership, but 

covertly becomes the emotional equivalent of war.” 
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In this context, alcohol can be used to suppress feelings that are 

deemed unacceptable. When she was sober, Daphne got irritated, 

angry, and resentful; but alcohol told her she was warm, relaxed, happy, 

loving, and sexy. This was in keeping with Daphne’s ideal, and in keep-

ing with Paul’s ideal for Daphne. The more he praised and idealized 

her, the more pressure she felt to keep up the show, and the more fraud-

ulent she felt inside. 

Alcohol can also provide a face-saving way to express unaccept-

able feelings. When Daphne took to her bed and Paul came home early 

from work, her “illness” gave her an excuse to give up the traditional 

female role of being the family caretaker, bolstering Paul’s ego, and 

feeling responsible for everyone. This in turn allowed Paul to take on 

the nurturing role, and to express a feminine side of himself without 

challenging his self-image. Later, when there was out-and-out war 

between them, Daphne could explode in a drunken rage without hav-

ing to acknowledge that she was also angry when she was sober. The 

status quo was maintained, but only because alcohol prevented any 

overt challenge to the power structure. 

Within a supposedly stable power structure, with Daphne and 

Paul presumably agreeing on the traditional arrangement in which the 

male is dominant, there were subterranean battles over which of the 

two was “on top,” playing out in very complex ways. For instance, 

Daphne depended on Paul’s idealization of her to make her feel impor-

tant, but she also resented it as a covert form of control, a way of telling 

her how she ought to feel and behave. His not noticing her drinking 

confirmed her belief that when he looked at her, he saw only what he 

wanted to see and didn’t care who she really was. In a sense, Daphne’s 

“illness” was a way of getting power over Paul: it kept him at home, 

where all his attention was focused on her and Lewis. At the same time, 

his overresponsibility made her feel like an incompetent child and 

allowed her to slip further into alcoholism. She felt angry, confused, 

and trapped. If she pulled herself together, she would no longer be the 

center of Paul’s universe, and by now she feared she could not survive 

without him. 
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In a complicated tug of war, Paul and Daphne competed with 

each other as caretakers. At different times, each tried to heal the 

other’s wounds with love and attention, so that, whole and healthy, the 

other would be capable of giving perfect love in return. Both were 

angry when this didn’t work, and each blamed the other for a neediness 

that came from within. Daphne’s resentment gave her another excuse 

for drinking, and drinking was also a gesture of defiance, a way of 

escaping Paul’s control. Their problems escalated. 

Daphne was, in a way, saying, “You don’t own me, and you can’t 

make me stop drinking.” Typically, Paul reacted to her rebellion by 

telling her that she was bad and needed help. By taking a position of 

moral superiority, he reestablished his power. Daphne drank more, 

reasserting her independence. Paul tried harder to control her. 

Daphne accused Paul of sabotaging her sobriety by pressuring her 

for sex and keeping alcohol in the house. But if there was truth in her 

accusation, it doesn’t follow that Paul was a villain. In cases like these, 

says Bepko, the partner is hanging on for dear life and will grasp at 

“any available experience of control in an otherwise chaotic and very 

frightening emotional climate.” Paul’s whole sense of himself may have 

been at stake. The wronged hero was a role he could seize in order to 

restore his self-esteem. He could take pride in his selfless behavior 

while caring for Daphne and Lewis; he could feel good, responsible, 

and competent at a time when family life was veering out of control. 

Since taking charge was a matter of necessity, he could deny any wish 

for power. 

Ultimately, says Bepko, in such cases, it’s all going in one direc-

tion. The woman’s drinking makes her increasingly dependent, more 

in her partner’s power. The power structure won’t change unless the 

drinking stops, the alcoholic dies, or the partner leaves. 

Five years later, Daphne and Paul are still picking up the pieces. 

Daphne has been sober for two years. She shares custody of Lewis with 

Paul, who is now married to another woman. She plans to reenter her 

profession; and on most days she feels a sense of hope and possibility. 
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The hardest task has been to value her sobriety for her own sake, 

and to believe that her life is worth fighting for. She works to build a 

firmer sense of self, but it hasn’t been an easy road. “Paul had this big, 

warm, exciting orbit, and I wanted to stay inside it, even if it kept me 

spinning,” she told me. “No matter how awful it got, I felt safe when I 

was in his sphere.” Her divorce from Paul brought her to despair. See-

ing him as a heroic father (he had full custody for three years) and her-

self as a failed mother, she had little motivation to stay sober. Her 

emotional fusion with Paul also made it easy to resent him and kept her 

locked in the old power struggle, which didn’t stop with the divorce. 

Gradually, she saw that the cycle was killing her, and that she needed 

to step outside it. “Whenever I relapsed, it was usually because I was 

focused on Paul instead of myself,” she said. 

At first, focusing on her own feelings in therapy and at AA filled 

Daphne with fear. She said, “It felt like falling through a void.” Her 

experience, according to Elizabeth Zelvin, is common among recover-

ing women. “They’re confronting all the feelings of sadness and loss 

and fear and loneliness and not being safe, of not knowing how to be a 

healthy adult who operates in the world. A lot of women describe it as 

a void, a black hole. There’s no self at the beginning of recovery; it has 

to be built from the ground up. Without the alcohol, they think there’s 

nothing there to help them cope, so becoming aware of any feeling is 

just terrifying.” 

AA helps Daphne by giving her practice focusing on herself. She’s 

working through the twelve steps with the warm support of her spon-

sor. At meetings, the “no cross-talk” rule means that nothing she says is 

challenged, and this provides a feeling of safety. The stories of other 

alcoholics give her some perspective on her life. In therapy, she has 

come to see how her passivity and reliance on others helped her get 

through childhood with a father who expected adoration from his 

daughter, and how these traits were encouraged by the old-fashioned 

ideal of wife and mother. It helped to understand that she was not alone. 

To one degree or another, most women struggle with these issues. 

“Things are definitely getting better, and I’m taking responsibil-
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ity for my life,” Daphne told me, “but sometimes I give in to a crum-

bling sense of failure—the sense that I’m not right. That I’ll collapse 

without Paul to protect me. Part of me hates him, and part of me still 

wants to win him back, because I think that if he loved me, I could love 

myself. 

“When that happens, I take a deep breath and focus on the world 

around me. I have Lewis. I have my own life. And now that I’m not 

drinking, I have the freedom I used to dream about.” 



4  
Mothers: 

A Message from the Owl 

When my son Michael was sixteen, he was working after school, 

and one day I went to pick him up. I’d been drinking. I had to 

make a left turn onto the road where he worked, and I fell 

asleep waiting for the light to turn. The owners of the corner 

store called the police because traffic was piling up behind me. 

Michael spotted the car and ran over—I was in the ditch, I 

don’t know how I got there—and he said to the cop, “Don’t 

worry, I’ll take her home.” And he did. That corner store had 

fresh corn that fall, and I was going to go buy some for dinner. 

Michael said, “Mom, I don’t think you want to go there,” and 

he told me what had happened. 

Every time I think of this I shudder. 

Marianne,  age s ixty-five,  

sober for eighteen years 

Any woman whose children are beyond a certain 

age knows what it’s like to fail them. We want to buffer our children 

with unconditional love, to watch them grow in competence and joy, to 

shore up their roots in the soil of our acceptance. But even the proudest 

mothers see their own shortcomings reflected back at them. We hear 

our own angry words coming back at us from a child’s mouth; or we 

watch a daughter lose a friend because of her bossiness, and realize that 

we’ve kept her under our thumb; or see a son belittle his girlfriend, and 

it dawns on us that we have not insisted on being respected by our hus-
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band and children. A mother may behave “perfectly” but find that her 

children hide their feelings, having read her buried pain. We try to 

protect our children from suffering, but they discover suffering in part 

through their experience of our own limitations. 

All mothers know, as well, how hard it is to come to a mature 

acceptance of these limitations, and a realistic sense of where our 

responsibilities to our children begin and end. On some level, we 

expect to be judged by our children’s health and happiness. Children 

come into the world with both a father and a mother (whether or not 

both are present), as well as extended families, religious communities, 

schools, a peer group, and a broader society; but our mother-blaming 

culture reinforces a tendency to imagine ourselves as completely in 

control. In all the examples of “mother failure” above, the mother-child 

dyad is just one factor—how might the picture change if we asked 

questions about the larger family? Too often, we don’t ask questions 

before laying blame at a mother’s feet. It’s as if mothers are omnipo-

tent, when in fact they’re only one link in a chain. 

When a woman has failed her children in small or large ways 

because of alcohol problems, her guilt and confusion increase expo-

nentially. Her self-condemnation is echoed and reinforced by the 

reaction of people around her. Despite changing roles, women—espe-

cially if they have children—are expected to be more loving, self-

sacrificing, and virtuous than men. A mother who has passed out on 

the kitchen floor with a hungry baby in the next room will probably 

see herself as a monster. Only another drink can blunt her feeling of 

remorse. 

“Woman needs to give. She cannot help herself.” So goes one the-

ory. “Woman’s primal driving force is love and the service of those she 

loves.” Since no woman is an endless fount of nurture, this myth of the 

perfect mother becomes a whip to punish women. In particular, an 

alcoholic woman, who probably can’t manage to put her children first, 

will be judged unnatural, unfeminine, a failure in her most basic role. 

Thus we see simplistic news stories about addicts who have “lost their 

maternal instinct.” 
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Though mothers who drink can look as if they “care more about 

alcohol than their children”—a frequent accusation—clinicians who 

work with these women say their guilt is enormous, sometimes so large 

that they defend against it with all their energy. This can make them 

look as if they don’t care at all. “When a woman’s shame gets intense, 

when she feels threatened or inadequate as a mother, you’ll see her 

retreat,” explained Sandy Klevens, a chemical dependency counselor. 

“The families don’t get it. They just think she’s a bad mom. She may 

be doing a bad job because of her addiction, but she cares. She cares 

enormously.” 

This was certainly true of the women I interviewed who drank 

when they had children at home. “I was hung over when I went into 

labor,” one mother told me, “and my daughter took three days to be 

born. They told me it was because I’d been drinking vodka . . . When  

she was born, I was so ashamed, I couldn’t look at her.” I wondered if 

the hospital staff recognized her shame, or if they thought she wasn’t 

interested in her baby. 

Another mother told me about giving her ex-husband custody of 

her daughter, because she drank too much to care for her properly. The 

decision was so painful that she convinced herself she’d been tricked by 

her family—she could not face her own responsibility. Fifteen years 

later, tentatively sober, she cried as she told me the story: “My own 

mother abandoned me,” she said. “If there was ever one thing I didn’t 

want to do in my life, it was abandon my own daughter.” 

Marianne described how her twelve-year-old son retreated to his 

basement room whenever she was drinking. “He was a lonely kid for 

those years,” she told me. “When I got home from treatment, if I 

laughed, he’d come near me to see if he could smell alcohol on my 

breath. I felt so sorry for that boy.” 

Ideally, a woman learns to distinguish between appropriate 

guilt—guilt over behavior for which she tries to make amends—and 

the shame that cripples her and keeps her in the cycle of addiction. I 

asked the family therapist Claudia Bepko how a woman makes that 

leap, how she comes to terms with any harm she’s done to her children. 
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“She needs concrete strategies for making amends,” Bepko replied. “If 

the children are old enough when she’s in recovery, she can sit down 

with them and tell them the truth. So much of her relationship with 

them when she abused alcohol will have been based on lies. It’s so free-

ing to be truthful, and to tell them, ‘I’m sorry.’ Truthfulness is healing 

in relationships between parents and children.” 

As for letting go of shame, “You do that in community with other 

women,” said Bepko. “You can’t heal shame in isolation. There has to 

be community. You see that other women are forgivable; therefore you 

must be too.” Bepko said that when her clients don’t feel comfortable 

in twelve-step programs, as many don’t, she tries to bring them into 

some kind of group therapy. 

The healing power of a group leaves some women awestruck and 

profoundly grateful. Amy, a sixty-three-year-old artist from New York 

City whose story appears in Chapter 8, kept repeating to me, “I don’t 

understand why I was cured. There’s a sense of mystery about it.” Her 

cure was encompassing. Not only is she sober—with no impulse to 

drink—but she has shed a lifetime of anxiety attacks about her health. 

“Before treatment at Betty Ford, I would say I have been really anxious 

all my life. And it went away!” 

“That’s astonishing,” I said. 

“You’re telling me!” she replied. “I wouldn’t dream of drinking 

over the things that make me anxious now, and they make me half as 

anxious.” 

She was awed by how open she became to other people—the staff, 

the other women—and the sense of belonging to deeper and deeper 

layers of community, culminating in family week, when all three of her 

daughters flew out to participate. Each daughter went off with a group 

of nine others, working on her own issues—“It was about them, not 

about me, which none of us had expected”—while Amy traveled to the 

three different groups. Each daughter confronted Amy with the pain 

and difficulty her drinking had caused. “By this time,” said Amy, “all 

of us had allies of our own.” Her daughters’ connection to the families 

of the patients was “profoundly moving” for each of them, said Amy, 

and this deepened her own sense of community. In her time at Betty 
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Ford, she broke through her isolation and recognized how much she 

shared with other people. 

“Each one of my daughters said that she had had no idea why I 

didn’t just stop, but she had come to understand that I couldn’t, that I 

wasn’t just a powerful person who was being difficult. A lot of the guilt 

washed away at that point. 

“I don’t know why it worked,” she repeated. “I have no idea.” 

A N G E R  A N D  B L A M E  

As I was writing this book, many people who heard about it had sto-

ries to offer me. By far the most passionate conversations I had were 

with men and women whose mothers or mothers-in-law still struggled 

with alcoholism. They told me tales of unbelievable neglect, callous-

ness, and cruelty—truly these women sounded like “the most difficult 

woman in the world”—and revealed their own deep and persistent feel-

ings of hurt and bitterness. 

One man’s story stood out in particular. I’ll call him Jack. His 

wife, Jack told me, cried all the time because of her eighty-year-old 

alcoholic mother, Marie, whose affairs she had to manage, and who 

never had a kind word to say. The scenes she caused were endless and 

became the stuff of legend. There was the time she boarded a com-

muter train from San Francisco to El Cerrito drunk during the evening 

rush hour. Before her brief commute home was over, she had managed 

to throw up on two businessmen and terrorize a young mother, whose 

baby she kept wanting to hold. Then there was the Christmas dinner at 

her daughter’s house in Pasadena when Marie knocked all the food and 

champagne glasses off the table and the next day blamed her behavior 

on “the worst gas attack I’ve ever had.” There was the time when she 

took in a family of illegal Mexicans, worked them to the bone, and 

then, in paranoia, accused them of stealing and persuaded Immigration 

to send them back to Mexico. She drank a bottle of wine a day when 

she was on the wagon, and half a gallon of gin every two days when she 

wasn’t. 

When Jack’s wife was young, Marie had the money to hire cooks 
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and nannies. She never paid the family any attention, except to criti-

cize, to tell her daughters they were fat and couldn’t do anything right. 

Marie’s husband—a well-regarded real estate developer in the Bay 

area—devoted his life to taking care of her. When he died, she said, 

“I’m glad that bastard’s dead.” She never visited after the birth of her 

grandchildren. She could never remember their names, often confusing 

them with her sister’s grandchildren. Astonishingly, she had so far sur-

vived every alcohol-related illness you could think of—cirrhosis of the 

liver, fibrillations of the heart, phlebitis, blood clots in her legs and 

lungs, deteriorating vision and hearing, and two emergency trips to the 

hospital when a long-standing stomach ulcer began to hemorrhage. 

Jack’s anger on behalf of his wife was deep and genuine. His own 

family life—he and his wife have two young daughters—was pro-

foundly affected by the ongoing emergencies, and by his wife’s pain 

and self-doubt. He asked me not to broach the subject with his wife, 

since the shame she felt in childhood has never dissipated and she 

would be upset with him for bringing it up. 

Clearly, it is no favor to anyone to minimize the burden on fami-

lies of alcoholics, or their legitimate anger, or the damage alcoholism 

does to a person’s character. Jean Kirkpatrick, the founder of Women 

for Sobriety, the women’s self-help recovery group formed as an alterna-

tive to AA, wrote, “Years of drinking narrow the personality without 

the drinker’s awareness. We become subjective, egocentric, demand-

ing, self-pitying, resentful. We are wrapped in a cocoon, aware only of 

self with no relation to others or the outside world. We weren’t like 

this to begin with, but the insidiousness of alcohol’s effects made us 

this way.” 

Families affected by alcoholism know that, in the words of Alco-

holics Anonymous, “It is not caused by weakness of will, immorality or 

a desire to hurt others,” but especially if there is a relapse, or when their 

own hurt redoubles, the need to blame reasserts itself. This may be 

most true when the alcoholic is a mother. 

“When a mother is the substance abuser, children take much 

more license in terms of attacking and shaming and holding her to 
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account, much more so than they’re likely to do with a father,” said 

Claudia Bepko. “You’ll find that true even when the father is the alco-

holic: children tend to blame the mother for the husband’s drinking.” 

Bepko said some children want to see the father as the good guy no 

matter what he does, and there’s usually more fear of his aggression and 

violence. “And kids feel more betrayed by a drinking mother than they 

do by a drinking father. That’s cultural. So much of the responsibility 

for family life rests on the mother, and you get angrier at the person 

you’re more dependent on.” 

I asked Jack if there was anything positive, anything at all, that 

he could say about his mother-in-law. He paused for a long time before 

saying, “Her intelligence is not completely blighted. You can see 

glimpses of what she might have been had alcohol not gotten in the 

way. She has a prodigious memory that comes and goes. She knows 

everything about California history, and she once thought of writing a 

book about the Victorian architecture of San Francisco.” 

My further questions yielded this. Marie was an only child whose 

mother died of cancer when she was four. Her father died in a car acci-

dent when she was in her teens. An alcoholic, he’d wrecked his car 

many times before the crash that finally ended his spree. As a young 

woman, Marie was a pistol. She moved from Salinas into San Francisco 

on the small bit of money her father had left her, and there she became 

a prominent architect. In fact, she was one of the first women to make 

a mark in this male-dominated field in the Bay area. Her first marriage 

failed during World War II. After that, she gave up her career to marry 

again and have children. Her alcoholic drinking began, most likely, 

during her first marriage. 

Her husband, said Jack, would have been a major developer if his 

wife hadn’t been a drunk. As it was, he devoted himself to trying to 

keep her from doing embarrassing things in public. For twenty years 

he picked up all the pieces. At age eighty-one, he couldn’t take living 

with her any longer and moved to a house around the corner, but two 

or three times a day he came and continued to pick up the pieces, even 

when he himself was dying of cancer. 
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Family members of problem drinkers who attend Al-Anon learn 

that what looks like virtuous behavior—picking up the pieces after an 

alcoholic—can actually help maintain an addiction. In a circular inter-

action, the drinker becomes less and less responsible, and the non-

drinker overfunctions. “It gets to look like a saint and a sinner,” says 

Bepko, “but in effect, the overresponsible person is complicit in the 

problem. And you have to wonder why somebody would continue 

being an overfunctioner and sustaining a great deal of anger instead of 

taking a position.” 

I am not Marie’s daughter, and so, I suppose, it is easy for me to 

be moved by sympathy for her as well as for the family she helped 

wreck. From Jack’s account, it seems Marie had many risk factors for 

alcoholism: a family history of alcoholism and a chaotic childhood, 

including the early loss of her mother. After making her way in the 

world as an architect, she gave it all up to get married. Though there 

are no comparable studies of women in that era, today’s data show that 

such “role deprivation” correlates with alcohol problems in women. 

And what about the husband who picked up after Marie during their 

entire marriage and, it appears, martyred himself for his family? Did 

he have anything invested in his role as a saint? Jack’s account sug-

gests family dynamics of overresponsibility and underresponsibility. It 

sounds as if his mother-in-law has given the others a very good run for 

their money and has energetically enacted her role of villain; but as 

Bepko suggests, it makes sense to stop blaming and see her as one 

player in a larger system. 

M O T H E R S  A N D  D A U G H T E R S  

Like her mother and her grandmother before her, Pepina, thirty-

four and sober for nearly six years, has an altar in her house consisting 

of a table covered with a white cloth, holding a cross, white candles, a 

vase of white flowers, and a big cup of water with ice, for the spirits 

when they get thirsty. (She lives in Florida and her air conditioner is 

broken, so the spirits, like corporeal beings, get thirsty rather often.) 
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She practices the religion of Santeria and, like her mother, prays to 

Saint Barbara and the Merciful Hearts of Jesus. “I’m not a Bible 

thumper,” she told me, “but I believe the Book has answers.” She 

opens it at random, when she’s struggling inside, to see what wisdom 

she might fall upon. She keeps an eye on the cup of water. If it gets 

murky, something bad may happen: time to wash the cup and start out 

fresh. Pepina’s mother is clairvoyant, and Pepina too has dreams that 

foretell the future. 

Pepina’s mother, Gloria, has had a lonely life. Abandoned by her 

mother when she was a baby, she was raised on a farm in Puerto Rico by 

her great-grandmother, married “young and naive,” and moved to 

America, where her husband abandoned the family after three daugh-

ters were born. Her new husband, Pepina’s stepfather, confined her to 

the house and forbade her to work, while he openly slept with other 

women. “She still doesn’t know how to write a check,” Pepina told me. 

“He closed her up, kept her uninformed. She started drinking out of 

loneliness. I think it’s unusual for a Puerto Rican woman, but she was 

so naive, and she just didn’t know any better.” 

Pepina treasures her connection to her mother through their 

shared religion, but their closeness has not always been healthy. “I 

think I actually lived her life,” Pepina told me. “I went through every-

thing she suffered with my stepfather. We were best friends, and she 

told me everything.” 

They also fought a lot. “We still do,” said Pepina. “My mother 

was extremely strict and overprotective, and I was rebellious. At the 

same time, she drank so much that when I got home I would find her 

asleep, and I would have to make the meal for my two sisters. I was a 

little adult, a mommy from the age of thirteen.” 

In her book The Motherline, Naomi Lowinsky points out that every 

daughter needs to identify with her mother and to differentiate from 

her. When these poles become too extreme—when a girl feels a need to 

be identical to her mother or to reject her completely—she has trouble 

differentiating between “me” and “her” and therefore has trouble 

developing an identity. Pepina’s mother was unable to respect her sep-



78 H A P P Y  H O U R S  

arate needs, and Pepina was caught in a double-bind: she felt pressure 

to become her mother and, as a reaction, a violent wish to reject her. 

Since her mother had strict standards about sexual morality, Pepina 

acted out by having casual sex. 

This conflict was painful, but it eased up when the pair began to 

drink with each other during Pepina’s teenage years. “We became best 

friends again,” Pepina told me. “We’d laugh and tell each other stories 

and hug each other, and stop fighting for a little while.” Worried about 

her mother’s isolation, Pepina—as soon as she came of age—got her 

mother out of the house by taking her to bars. 

Tied to her mother yet longing for a life of her own, at twenty-

two Pepina found a man to drink with who would take her mother’s 

place. This was the beginning of a painful odyssey of alcohol, sex, 

and drugs, with ramifications that are still playing out. Ten years 

later, sober for four years, Pepina finds herself back in Florida with 

her two-year-old son, living near her mother, learning at this late 

point in her life how to let go and still to stay close. Since her 

mother continues to drink, this largely involves drawing boundaries 

around their relationship. Pepina will see her mother only when she’s 

sober. 

Several recovering women told me about drinking with their 

mothers. As they became young women, alcohol came into these 

mother-daughter relationships in insidious ways. Since drinking 

removed inhibitions, it allowed the pairs to connect emotionally in 

ways they did not when they were sober—or at least to imagine they 

were connecting, since bonds formed in the haze of alcohol often appear 

on reexamination to have been more about an alcohol-induced general 

aura of good feeling with little actual communication or connection. 

As with warring marriage partners, alcohol can take the edge off con-

flicts between mothers and daughters and give them a sense of oneness 

with each other; but it can also get in the way of the letting go that is 

necessary to the growth and well-being of each. The women I spoke 

with who drank with their mothers were still struggling to separate 

emotionally and to gain a clear sense of autonomy. 
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J I L L’ S S T O R  Y  

Even women who don’t drink with their mothers may drink as a 

way of identifying with them. Jill had her first drink when Zoë, her 

closest friend and deepest connection, a woman whom she considered 

her second mother, committed suicide because of alcoholism. Away at 

school, Jill was overcome by grief. “It was September,” she told me, 

“and I was an hour away from home. I didn’t drive. It was my first 

semester. Zoë was a wine drinker, and I wanted to know why she drank, 

what it felt like, why she kept doing it.” Her roommate told her to buy 

a bottle of wine, and she’d share it with her. Jill bought a bottle of Riu-

nite. After a few glasses, she was tired and able to sleep for a little 

while. “I thought, ‘Okay, it gives you the feeling of being relaxed. 

That’s why people drink.’ ” 

Identification with a person we have loved and lost is a normal 

part of grief. As Judith Viorst observes in Necessary Losses, it can be a 

way of “taking in the dead, by making them part of what we think, 

feel, love, want, do.” Sometimes, identification can take a self-destructive 

form—as it often does for the children of alcoholics. Jill’s next few 

years were tumultuous. She began to drink heavily. She transferred 

from one college to another and eventually dropped out altogether on 

the second anniversary of the death of her “second mother.” Drinking 

was a way of holding on to her grief, as if she were trying to keep Zoë 

alive in this way. When she was twenty-seven, her real mother died; 

then her father died when she was thirty-three. She relied on alcohol to 

help her through each loss. 

Again, there’s something so compelling about the mother-child 

bond that we are tempted to look at it in isolation. For me, Jill’s story 

illustrates the point. She talked a lot about the loss of her second 

mother, and when I wondered why she needed a second mother so 

badly—what about the first?—she began by saying her mother was 

alcoholic and was confined to a wheelchair because of discoid lupus. As 

a child she took care of her mother, physically and emotionally. Very 

close, they cuddled and teased and played. Every night, Jill would 
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spread Pond’s cold cream on her mother’s face and bring a steaming 

washcloth, watching as the contours of her mother’s face took shape 

beneath it, before she gently wiped the cream away. 

“But when I was eight,” said Jill, “my mother rejected me.” 

She said this abruptly. I asked her what she meant, and she told 

me that one morning her mother announced that Jill should not touch 

her anymore, or tell her that she loved her. It seemed that her father 

“didn’t like” their relationship. 

“I abided by her wish,” said Jill. “But I didn’t know how to han-

dle it, so I put up a wall.” Never again did the two of them discuss the 

matter, and never again did they put their arms around each other. 

“Except once,” said Jill. When Zoë committed suicide, Jill’s mother 

and father came to her college to give her the news. Jill’s mother sat on 

the bed next to her, and intuiting the worst, Jill started sobbing before 

a word was said. Her mother hugged her for the first time in a decade. 

“She touched me that day,” said Jill, “but that was as far as it went.” 

I was so stunned by this rejection, and the consequences it clearly 

had for Jill, that it took me some time to get the bigger picture. Grad-

ually, Jill explained how frightened her mother was of her husband, 

who had terrifying bouts of violence. Jill still believes her father could 

have killed either of them; she put herself in danger when she defended 

her mother in their quarrels. Looking further back, Jill’s father had 

been hit by a car crossing the street when his own alcoholic mother sent 

him out to a grocery store. He was three years old at the time. His head 

injury might have been a factor in his sporadic violence. He died of a 

seizure, shortly after Jill was married. His death prompted in her an 

overpowering wish to go back to school and do something that would 

have made him proud, but she was terrified of failing. “More than any-

thing else,” Jill told me, “this fear of failure tipped me into alcoholic 

drinking.” 

Jill’s story provides another example of how diverse and complex 

are the factors promoting drinking. Her familial vulnerability seems to 

be a matter of biology and behavior influencing each other—with 

drinking creating chaos and fear and physical injury, which elicited 
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more drinking, which elicited more chaos, until the process acquired a 

momentum of its own. Biological, social, psychological, and cognitive 

factors interacted in a kind of dance. 

But Jill’s sobriety also demonstrates that a high-risk background, 

including traumatic life events, does not lead to an implacable fate. 

After generations of trouble, she has examined her own position in the 

cycle and, with help from AA and a therapist, has learned how to step 

outside of it. 

D R I N K I N G  D U R I N G  P R E G N A N C Y  

Fetal alcohol syndrome (FAS) affects one to three of every 

1,000 babies and is the leading known environmental cause of mental 

retardation in the Western world. It is caused by regular, heavy drink-

ing and perhaps even by occasional bingeing. Infants and children with 

FAS suffer from growth deficiencies and physical anomalies, especially 

facial abnormalities. In a long-term follow-up study published in 

1992, the French physician who first described FAS in 1968 has found 

that mental retardation and serious psychological and behavioral prob-

lems follow these children into adulthood. 

The effects of moderate or light drinking in pregnancy are not at 

all clear. Some investigators have found low birthweight in babies 

whose mothers drank an average of only one drink a day; others have 

not seen such an effect even when mothers averaged four drinks a day. 

Some researchers report slightly earlier deliveries when mothers 

drink moderately; others find no such association. Many researchers 

report that mothers who drink even a little are more likely to 

miscarry, though many others find no relationship between drinking 

and miscarriage. Some investigations point to such neurobehavioral 

problems as hyperactivity and decreased sucking in the babies of mod-

erate drinkers, and some have found reduced Apgar scores (which 

measure a baby’s well-being after birth), but here too results are con-

tradictory. 

Presumably because the stakes are so high, the U.S. surgeon 
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general has responded to these inconsistent findings by urging women 

to abstain from drinking during pregnancy. In the United States, all 

alcohol beverage containers must, by law, have a label warning of 

potential birth defects if women drink during pregnancy. The U.S. 

Department of Health and Human Services cautions that “There is no 

known safe level of alcohol consumption for a pregnant woman.” Euro-

pean countries have tended simply to recommend light, infrequent 

drinking by pregnant women, but even in Europe the tide may be 

turning. In January 2000, the British medical community published a 

statement urging pregnant women to abstain from alcohol. 

Many women will want to avoid even a small risk to their unborn 

child, if all it means is abstaining from alcohol. Yet it’s worth nothing 

that an uncritical focus on the effects of light drinking allows politi-

cians and policy makers to blame light-drinking mothers for unex-

plained damage to their babies. Especially when these women live in 

deprived areas with poor health care, other harmful factors could well 

be responsible. We know that African-American women who drink 

the same amount as white women are at seven times greater risk for 

having a baby with FAS, and Native American populations (taken 

together) have an incidence of FAS more than thirty times that for 

whites. Though genetic influences could be a factor in vulnerability, 

researchers report that most frequently it appears in populations with 

low socioeconomic status, regardless of race. Our long history of scape-

goating impoverished, addicted women should warn us to take a broad 

view. 

P R O S E C U T I N G  P R E G N A N T  W O M E N  

Middle-class women who are addicted to alcohol or drugs deal 

with mother-blaming primarily on a psychological level. Poor minor-

ity women, by contrast, are increasingly faced with more concrete con-

sequences of society’s inability to deal with addiction in women in 

effective ways. Since 1985, prosecutors have used drug tests to charge 

more than 200 pregnant and postpartum women in thirty states— 
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nearly all of them African-American—with child abuse, delivering 

alcohol or drugs to a minor through the umbilical cord, and drug pos-

session. These charges have been mostly overturned, but in October 

1997, South Carolina became the first state to uphold the prosecution 

of women for child abuse for their conduct during pregnancy. Some 

prosecutors use the threat of jail or loss of child custody to try to force 

women into treatment. 

There appears to be an odd inconsistency at this moment in our 

history. In 1995, the National Institute on Drug Abuse budget 

included $88.2 million for women’s health, and it is funding research 

and innovative treatments for addicted women. At the same time, fed-

eral cutbacks have resulted in the closing of treatment centers, and 

insurers have limited the type of treatment they will pay for. 

In general, our society is moving away from treatment of addicted 

mothers toward criminalization. “The political swing of the country is 

becoming more moralistic,” says Elsa Sorenson, supervisor of a 

women’s unit at a substance abuse treatment center for more than 

twenty years. “Treatment is no longer available to anyone who needs it. 

There are federal cutbacks, and treatment centers are closing down, 

while jails are being built all over the place. We’re incarcerating people 

instead of treating them.” 

The threat of prosecution and of losing child custody have fright-

ened many women away from seeking treatment. One of these is 

Louise, a forty-two-year-old African-American, sober for seven months, 

who in our interview stressed her attention to her children. “Even if I 

was drunk,” she said, “I focused on my kids. Before I got ready to 

drink, I would feed them. Before I got ready to go out, I would make 

sure they were going to be taken care of. Even if I did get sloppy drunk, 

I always focused on them.” Louise—whose story appears in Chapter 

12—was raped three times before the age of fourteen, and she has 

fought depression all of her life. She described going to a doctor a year 

ago when she reached the end of her rope: “I told the doctor I was giv-

ing up. I didn’t want to be here anymore. I didn’t want to be in this 

world. She knew I was dead serious. My blood pressure was sky-high. 
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She had to lay me on the table. I was just crazy. She said, ‘Do you truly 

want to stop drinking?’ I told her, ‘No, I don’t.’ I said, ‘Alcohol helps 

me; it helps me with the pain; it helps me, period. It’s like my blanket. 

I’ve hid behind it so long, I don’t think I could give it up. But I’m will-

ing to try because of my kids and for myself.’ 

“She wanted me to get treatment; she said I needed that. But I 

told her I can’t, no. My kids, I said, they need me. I can’t do it. That 

would kill me quicker than anything. Because here—one thing I know, 

if you have any kind of problem, the state will get involved, and they’ll 

be trying to take away your kids.” 

Louise was in no danger of having her children taken away. She 

and her children had moved in with her sister, who was taking good 

care of them. The doctor eventually persuaded Louise to accept outpa-

tient treatment. When I interviewed her, she was still very shaky. Her 

psychiatrist was urging her to check into a hospital to deal with her fre-

quent night terrors, but Louise remained wary, saying, “I’m still think-

ing about my baby.” 

Having young children often deters women from seeking or con-

tinuing treatment. Those who rely on family and friends to provide 

child care and transportation often exhaust their support system. As a 

group, substance-abusing women have fewer financial resources than 

men, and this is another obstacle to child care and treatment. In a 

painful irony, treatment providers are now losing pregnant women who 

are afraid of being charged with criminal behavior, and mothers wor-

ried that their children will be taken away. As a result, these mothers 

and their children are falling through the cracks. 

PA R E N T I N G  S K I L L S  

Many alcoholic women devote whatever resources they have to 

caring for their children. Certainly not all of them abuse or neglect 

their children, nor are they all as ineffectual as Jill’s mother. Yet treat-

ment providers note that some women with severe substance abuse 

problems may not have developed the skills they need to raise their 

children effectively. Depressed mothers, who are tired and unmoti-



85 M o t h e r s  

vated, may have trouble accomplishing daily tasks. Women who have 

been physically or sexually abused as children frequently develop rela-

tionships with abusive men and are then unable to protect their chil-

dren. They are also at higher risk of neglecting their children or 

becoming abusive themselves. One study showed that whether or not 

they have been abused, mothers who currently abuse alcohol are more 

likely to physically abuse their children. 

A woman’s sobriety may be threatened by problems with disci-

plining her children—especially as they get older and more difficult to 

manage. One recovering woman who struck me as a very effective 

mother told me that her hardest problem on returning home from 

treatment was dealing with her rebellious teenage daughter, who, 

while her mother was actively drinking, had gotten used to getting her 

own way. She’d say to her mother, “Who are you to tell me what to do? 

You’re just an alcoholic.” If mothers have not themselves experienced a 

healthy childhood, if they have not internalized adequate ways of lov-

ing and disciplining children, it takes training and education to inter-

rupt intergenerational cycles of addiction, violence, and mental health 

problems. 

Parenting programs are by no means the norm at inpatient or out-

patient treatment centers. “They create another unit of cost,” explained 

Dr. Camille Barry, acting director of the Center for the Substance Abuse 

Treatment in the Department of Health and Human Services. “But in 

the last five years, we’ve become especially concerned about these wrap-

around services—parenting classes, child care, transportation, issues of 

safety and nutrition—because more often than men, women with sub-

stance abuse problems have basic unmet needs.” 

Even when treatment centers can provide parenting support and 

education, the situation is complex. A woman in recovery may have 

multiple needs, many of them urgent; she may be overwhelmed by 

having to address parenting skills at the same time that she is dealing 

with depression or a history of sexual abuse or a current abusive situa-

tion. With so many competing concerns, it can be hard to prioritize 

and address them. 

Yet these concerns need to be addressed, and, said Dr. Barry, clin-
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ical experience suggests that a full range of services helps women enter 

into and stay in treatment. Par Village is a long-term residential treat-

ment program in Saint Petersburg, Florida, that allows children from 

infancy to age ten to live with their mothers while the mothers are in 

treatment. Shirley Coletti, president and founder of Operation Par 

(Parental Awareness and Responsibility), finds that children are a 

woman’s best motivation to get sober. “It’s awfully hard if you do have 

kids,” Coletti told me, “because it’s a lot of work to get treatment, per-

haps go to school, and take care of your children, all the while having 

thousands of eyes on you, watching your parenting and coping skills. 

Nonetheless, the women who have kids do as well as or better than 

those who don’t. A woman who comes into the program having lost 

custody will do okay in her first weeks, but she’ll do much better when 

she gets her kids back.” 

Coletti noted that when women return home after having been in 

treatment without their children, there’s always a point at which they 

get overwhelmed by all the pressure, and many relapse at that time. 

“Our idea is to get them over that hump while they’re still in treat-

ment and still have our support.” This program, based on what’s called 

the family unification model, seems to work; at an eighteen-month 

follow-up, 85 percent of the women who finish the program are still 

clean. Coletti notes that comprehensive programs in general are having 

outstanding success rates. 

Other innovative ways of meeting women’s needs are springing 

up across the country. In San Francisco, the Women’s Alcoholism Center 

offers residential treatment for low-income alcoholic women and their 

children, with separate treatment for the kids, to help them with issues 

of trust and encourage them to be children instead of caretakers. The 

center is funded by private and public sources such as foundation funds 

for child care and city funds for low-income housing. The women either 

work, go to school, or do volunteer work. They receive four hours of 

treatment each day during the first three months, including AA meet-

ings and classes on parenting, money management, and coping with 

stress. The minimum stay is six months; the maximum is a year. 
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The Hazelden Women and Children’s Recovery Community 

opened in 1997 in a suburb north of Minneapolis; its mission is to sup-

port women with children in early recovery whose next step is inde-

pendent living. Some of the women come straight from treatment 

(sometimes but not always at the Center City campus of Hazelden); 

some have just completed a stay in a halfway or three-quarters house; 

some have gone home and discovered that they need more help to stay 

sober. At the recovery community, these women support themselves, 

paying for rent and child care as well as a $100 monthly participation 

fee. This is difficult for most of the women. Though they vary in their 

earning potential—some have professions to which they can eventually 

return—these women often have past bills and poor credit. There are 

weekly two-hour group meetings and weekly one-on-one meetings 

with the staff, who do advocacy work for the women and help them 

with issues ranging from parenting and relationships to financial and 

legal problems to starting a car on a frozen morning—“whatever needs 

to be talked about to maintain recovery,” said Sandy Klevens, coordina-

tor of the Women and Children’s Program. “We’re more a warm, sup-

portive environment, a therapeutic community. The staff lives in one of 

the apartments, and the women and children pop in to see us.” The 

Recovery Community has apartments for up to twenty women and 

their children. The usual stay is a year, but many women choose to stay 

longer. 

T H E  B E S T  M O T I V  A  T  I O N  T O  G E T  S O B E R  

In this discussion of mothers with alcohol problems, it’s impor-

tant to remember that most mothers who drink do so responsibly. The 

only risk factor for alcohol problems that has been linked to mother-

hood is the “empty nest” syndrome—some women cope with the loss 

of their mothering role by turning to alcohol. As we have seen, when 

mothers do have alcohol problems, children are often their best moti-

vation to get sober. 

Rachel is a Native American of the Ojibwa tribe, so soft-spoken 



88 H A P P Y  H O U R S  

that as we sat together in a little lounge at the Minnesota Indian 

Women’s Resource Center, I had to strain to hear her. Her story is a 

good reminder that even women who see no value in their own lives, 

who don’t believe they are worth the challenge of getting sober, can 

often look beyond their pain and see the faces of their children. 

At the age of twenty-one, Rachel gave birth to a daughter, 

Angela, who was blessedly normal in spite of the fact that Rachel had 

been drinking throughout her pregnancy. Two years later, she became 

pregnant again. This time, more aware of the danger, she immediately 

quit drinking and smoking, but she spent the full nine months feeling 

miserable. “Looking back,” Rachel told me, “I believe I was in with-

drawal for a lot of that time.” As soon as her son was born, she started 

smoking marijuana with her husband, though she did not resume 

drinking until she finished breastfeeding. 

One sweltering August afternoon when little Curtis was four 

weeks old, Rachel and her husband were smoking marijuana in their 

duplex. When Rachel checked the baby’s cot, he was lifeless, and she 

realized that he had stopped breathing. She snatched him up and ran 

outside in a panic, her husband right behind her. Fuzzy-headed, out on 

the sidewalk, they passed the baby back and forth between them, nei-

ther of them having the slightest idea what to do. An upstairs neighbor 

thrust her head out of a window and yelled, “What’s wrong?” Rachel 

yelled back, “He quit breathing! Call an ambulance!” 

The neighbor said, “Run him to the hospital!” 

Rachel shook her head, remembering. “We were only half a block 

from the hospital,” she said, “but we were stoned, so we didn’t know 

what to do.” 

Fortunately, the baby was breathing by the time Rachel reached 

the emergency room—the running seemed to help him. But the trou-

ble wasn’t over. “My son was in intensive care all night, and they were 

talking about doing a spinal tap. Through this whole emergency, my 

husband was home sleeping because he was so stoned. I had no one 

there with me.” It took a year of hospital visits and tests for the doctors 

to discover that the baby was severely allergic to smoke. That first 

night, frightened and alone, keeping vigil over her child, Rachel had a 
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lot of time to think. She began to realize that her highest value was to 

be a good parent, and she wasn’t. 

Her journey to full sobriety was a slow one, and it began with a 

decision—made that night in intensive care—never to touch mari-

juana again. She’d been drinking heavily since the age of fourteen. She 

hardly remembers her ninth- and tenth-grade years, because she drank 

so much. Giving that up wasn’t easy or quick. 

One afternoon when her son was three, he came downstairs from 

his nap and announced to Rachel and her mother that a man with great 

big eyes had been knocking on his window. “We thought it must have 

been the owl that we’d seen down at the corner, and to Ojibwa people, 

as for many tribes, owls are messengers of death. My mom absolutely 

flipped out, because my son had been so sickly, and if an owl comes to 

your window, that’s a death sign. I’m an educated person, but when 

you hear those stories from the time you’re a little kid, it doesn’t mat-

ter how educated you are. 

“Ojibwa people also believe that our children come from the Cre-

ator. Babies are still so close to him that if you’re not doing right by 

them, the Creator could take them back at any time. We cherish and 

treasure our babies. 

“When the owl came to my son’s window I was really distressed, 

and I had to find a way of working with my fear. I decided this owl 

could be there to remind me that we never know when someone will 

die, we never know how much time we will have with anybody. You 

need to love the ones you’re with, because they are gifts from the Cre-

ator, and an owl can be a reminder of that.” Not long afterward, Rachel 

sought treatment for her alcoholism. 

Seventeen years later, Rachel’s office desk is lined with pictures of 

owls, and when we went to lunch, there was a little stuffed owl hang-

ing from her rearview mirror. “I had to put it in the trunk when one of 

my Ojibwa friends freaked out,” laughed Rachel. “She’s grown and 

educated, but she couldn’t drive in a car that had a messenger of death 

in it. But me, I’m focused on the positive reminder to cherish the peo-

ple around me, and my time on earth.” 

Rachel’s path to true sobriety was not immediate. Like many alco-
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holic women, she was preoccupied with her husband’s more obvious 

addiction, and that preoccupation reinforced her own denial. Looking 

back, she sees these two frightening experiences with her son as trans-

forming. They gave her a clear view of her life and told her what really 

mattered. Although she felt appropriately guilty for the way her drink-

ing put her children at risk, the motivation to change certainly did not 

come from feeling ashamed or being shamed by other people. It came 

in transformative moments when she gained an insight into something 

larger than herself, and a reason to get her life in line with what she val-

ued. Her love for her children allowed her to tap into her own resources 

of strength and imagination, and the wisdom of her tribal culture. 



5  
Teenage Girls and 

College Women 

I slip in and out of feeling lost. I don’t 

know where my place is in the world, 

or what I should be feeling. 

—Kristina,  age eighteen 

When Kr i st ina  looks  back  on  her  e ighth-grade  

year, one scene stands out in her mind. It was winter in rural Vermont. 

She, her boyfriend Tim, and a gang—all boys—were walking down the 

street drinking Tennessee Tea (a flavored Jack Daniel’s) from a fruit 

drink can. Lately these boys had taken her into their group. She was a 

shy kid, and she loved the attention. The sun was making slush puddles 

on the sidewalk, and she was feeling good. The guys were chanting 

“Drink! Drink! Drink! Drink!” She took a swallow with every com-

mand: Kristina the partier, the fun girl to hang out with, in the most 

fun year of her life. The next thing she knew she was on her back in a 

dirty snowbank, laughing boys towering over her. Tim had taken off her 

pants and was having sex with her. 

“I guess it was rape,” Kristina told me, “but it didn’t hit me for 

three years.” We were sitting in a corner of a bakery—her choice of a 

place to meet. She was eighteen and had an elfin look, her feathery hair 

pushed back with a headband studded with jewels—bright blue, set-

ting off her blue-green eyes. Two little diamonds chips studded each 
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ear, and her nails were layered in green and black with drizzles of pink 

on top. She clutched her arms over her stomach. At moments when she 

relaxed, her flannel shirt opened, and her T-shirt bared an inch of belly. 

By her junior year, Kristina had stopped drinking and had joined a 

recovery group at school, where the counselor urged her to forget about 

Tim. “But I couldn’t do it. I was angry, but I wanted Tim to like me. I 

begged him to get back together, but he wouldn’t talk to me.” 

She glanced away. “I have a little problem with alcohol right 

now,” she said. “It all started that eighth-grade year.” 

My heart sank. Before our meeting I knew that Kristina had 

almost died from an alcohol overdose when she was just fifteen. 

Kristina later told me that she was saved by a girl—“a sweet little 

puppy girl, the opposite of me”—who got her parents to drive her to 

the hospital. Shortly afterward, she ran into trouble when she wouldn’t 

give a boy money to buy drugs at school, and he slammed her head into 

a window. Not badly hurt but nearly hysterical, Kristina ran to the 

school counselor. In the hour that followed, she revealed the names of 

“all the bad druggies” she knew. The “druggies” threatened to hurt her 

if she wasn’t gone by the next day. Kristina left on the bus that after-

noon and never went back. 

Her parents sent her to a new school, where she gained a reputa-

tion for “freaking out” if anyone so much as mentioned getting drunk 

or smoking marijuana; this is why I’d been told that she was sober. 

With the help of a school counselor and a peer-based recovery group, 

she had indeed stayed sober for three years. When she graduated from 

high school, however, she lost her counselor and her support group— 

and at college, socializing centered on binge drinking and casual sex. 

“College was quite an influence on me as far as alcohol goes,” Kristina 

said wryly. Now in her second semester, Kristina was clearly not yet 

out of the woods. 

We stopped talking for a while as a mother with a toddler settled 

in at a table near us. Kristina watched as the mother spread out a sheet 

of wax paper and dumped a cup of Cheerios on it for her little boy to 

play with while she sipped her coffee. “I still feel terrible about how I 

lost my childhood,” Kristina said. “I didn’t have one. It was sex, drugs, 
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and alcohol way too early. I was never a carefree kid.” Yet, she said, hav-

ing been through trouble so young, she had gained maturity, and this 

was compensation. “I feel more healthy and wholesome. . . . I’ve  

learned to respect myself and my body. . . . I’m  glad I’ve changed.” 

Kristina was trying hard to make herself mature, healthy, and 

wholesome. It was as if, by declaring it, she might make it so. She 

floated ideas—as many adolescents do—then stepped back to see if 

they seemed true. Watching her hands twist in her lap, I wanted to 

believe that she was already purified by fire. In the end, Kristina herself 

must not have been convinced. Her face fell, and in a small voice, she 

told me she was having trouble with mood swings. She was proud of 

herself when she stayed sober and attacked herself when she slipped. 

She really didn’t want to drink or smoke. Sex was “not safe for me at 

this point,” she said. Nonetheless, she often had unplanned sex. “When 

it gets so hot, I just don’t care,” she said. She was struggling to be 

good, but she felt as if the devil were reaching his hand out across a line 

and trying to pull her over. 

Her parents still believed what she had told them when she was 

in ninth grade: that she’d tried alcohol on four occasions, culminating 

in the visit to the emergency room. If she had told them the truth, they 

wouldn’t have believed her. They thought she was a little angel. 

“I slip in and out of feeling lost,” she said. “I don’t know where 

my place is in the world, or what I should be feeling. . . . I’m feeling 

bad about myself this year.” 

“How do you deal with that?” I asked her. 

Her eyes teared up. “Basically, actually, I just cry.” 

W H E N  G I R L S  A R E  I N T R O D U C E D  

T O  A L C O H O L  

Kristina’s story was raw and unfinished; her efforts to shape her-

self were brave and tentative. Her development was precocious on the 

one hand and stalled on the other, and her voice was simultaneously 

rebellious and muffled. Though she spoke in understatements, her pain 

was palpable. Her feeling toward me vacillated. In one interview she 
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invited me into her deepest confidence; in the next she drew back, as if 

my closeness worried her. 

She is, of course, one of many adolescents having trouble navigat-

ing the tortuous path from childhood to adulthood. In the best cases, 

adolescents lose and then regain their equilibrium. It’s a time of tur-

moil and conflict, out of which, ideally, a mature identity emerges. The 

developmental tasks of this period—moving from dependence to rela-

tive independence, learning to manage emotion and to live with 

ambivalence and ambiguity, balancing self-expression and respect for 

others, dealing with authority, solidifying a sexual identity, developing 

a capacity for intimacy, establishing personal values, and maintaining a 

sense of competence—are daunting for any child. 

For girls, there are particular challenges. A study by the American 

Association of University Women found that though 60 percent of ele-

mentary school girls were happy with themselves, by high school that 

number had dropped to only 30 percent. As we know from this and 

other studies, adolescence is a time when girls’ self-esteem typically 

takes a nosedive. Mary Pipher’s book Reviving Ophelia: Saving the Selves of 

Adolescent Girls helped focus national attention on the way so many girls 

“crash and burn” as they enter adolescence, and on the cultural factors 

that contribute to their loss of “preadolescent authenticity”—that time 

when they knew what they wanted and what they felt. Girls come of 

age in a culture that sees the female body as a marketing device and is 

obsessed with an ideal of model-thinness. From the media, the hallways 

at school, and the marketplace, they learn to objectify themselves and 

become detached from their own feelings. Girls know that they have 

more choices than women ever did before, and many are told that noth-

ing stands in their way. Yet women’s consciousness of themselves as 

equal to men is in its very early stages. Our lives are still influenced by 

cultural beliefs that are thousands of years old. It’s charming and in 

many ways a good sign when girls believe that sexism is a thing of the 

past, but that belief can backfire during adolescence. Having left their 

tomboy days behind, they feel pressure to conform to a feminine ideal, 

and they begin to sense the ways that women are still valued less than 

men. They’re not likely to see this as a cultural phenomenon. Instead 
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they internalize the problem, believing that there is something wrong 

with them. 

Pipher writes about the gap between “girls’ true selves and cul-

tural prescriptions for what is properly female,” and notes that, sadly, 

“just when they most need help, they are unable to take their parents’ 

hands.” For years the common wisdom was that teenagers need to 

withdraw from their parents. Established developmental theory mini-

mized the importance of the parent-child bond, stressing instead the 

teenager’s need to develop self-reliance. In 1969, John Bowlby, an 

influential developmental theorist, challenged this model in his book 

Attachment and Loss. He argued that attachment itself is a basic instinct, 

even more pressing than the need for nourishment and/or the need for 

sexual expression. More recently, drawing on the work of Jean Baker 

Miller, Nancy Chodorow, and Carol Gilligan, relational theorists have 

suggested that although everyone has a need for intimate relationships 

and autonomy, girls, who perceive themselves to be similar to their 

mothers, develop a sense of self in the context of that relationship and 

are more attuned to connection. Boys must develop an identity differ-

ent from their mother’s and are therefore more focused on the need for 

self-reliance. 

Relational theory suggests that girls and women are most likely 

to develop a secure identity by means of growth-enhancing relation-

ships. For girls to develop within the context of their attachments, not 

only do they need support and solace, but they also need their parents 

to recognize a new voice within the family and to adjust their decision-

making process to accommodate an emerging adult. Such recognition 

allows continuing development by supporting the formation of new 

relationships based on mutual care, respect, and influence. Ideally, in 

the face of a culture that militates against the confident assertion of a 

feminine voice, girls learn to state their own needs as well as respond to 

those of others. They come to experience themselves as agents of their 

own thoughts and actions, and gradually, as they become women, take 

full responsibility for themselves within a network of relationships in 

which they give and receive support. 

Reality, of course, falls short. Today many girls hear, “You’re 
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smart and talented; you can be anything you want” on the one hand; 

and on the other, “Be thin, be attractive, don’t show off, be cheerful, 

make other people feel good, dress nicely, be good and unselfish, think 

of other people first.” Amid conflicting pressures and the usual tensions 

of adolescence, it’s difficult for a girl to identify her own needs and 

wishes. It can be hard to sort out her sexual feelings from the pressure 

she feels to be sexual, hard to like a self that can’t meet the feminine 

ideal, hard to let go of working on herself long enough to enjoy herself 

in work and in play. 

Today, when the mean age of the first drink for girls is less than 

thirteen years old, and regular drinking begins, on average, at age fif-

teen, a girl is likely to be introduced to alcohol just at this highly sen-

sitive point in her development. 

T O D AY ’ S T R E N D S :  
H O W  O F T E N ,  H O W  M U C H ,  H O W  E A R LY   

Teenagers  

In 1999 the National Institute on Drug Abuse conducted a study called 

Monitoring the Future, which polled 45,000 high school students. 

According to these students’ reports, 25 percent of eighth-graders, 49 

percent of high school sophomores, and 62 percent of seniors have been 

drunk at least once, and many more have tried alcohol. 

Since adults use alcohol, and since part of an adolescent’s job is to 

test boundaries and proclaim independence, some of this drinking is 

“normal.” It isn’t always a red flag signifying that a child has been 

derailed from healthy development. Kids drink and try tobacco and 

marijuana out of curiosity about what adults are doing. They do it to fit 

in and be like other kids. Some experimentation with alcohol is virtu-

ally universal in adolescence; it isn’t all pathological or self-destructive. 

In fact, research has linked drinking in adolescence with enhanced 

social functioning, less loneliness, and more positive emotional states 

in early adulthood. 
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Generally speaking, the drinking habits of adolescents, like 

those of adults, are subject to demographic and cultural influences. 

The percentage of teenagers who drink is higher in the Northeast and 

North Central regions of the United States, and lower in the South 

and West. National studies of adolescents find alcohol use highest 

among American Indians, followed in decreasing order by whites, 

Hispanics, and African Americans, with Asian Americans drinking 

least of all. Among Hispanic students, Mexican Americans drink 

much more heavily than Puerto Rican or Latin American students. 

The largest gender disparity in drinking habits is among Asian Amer-

icans: in this population, girls and women drink considerably less and 

less often than boys and men. All these differences are probably due to 

cultural influences. It appears, for instance, that among ethnic minor-

ity communities, family values have a very strong influence, whereas 

in the majority population peer clusters rival family influence. Ethnic 

families who have been in the United States for two and three genera-

tions begin to have drinking habits that look more like those of the 

country at large. 

Researchers believe that religiosity in teenagers, regardless of 

their faith, makes them less likely to drink. When drinking habits of 

different religious groups are compared, it appears that Jewish 

teenagers are likely to drink, but less likely to drink excessively or to 

develop alcohol-related problems. Being Catholic increases the odds 

that an adolescent will drink and drink heavily (an influence that 

affects girls more than boys). Though Protestants as a whole have lower 

drinking rates, Episcopalians, Lutherans, and Presbyterians become 

drinkers more frequently than children from more conservative denom-

inations. There seems to be no association between drinking and the 

parents’ socioeconomic status. 

Studies of the drinking habits of particular populations provide 

useful information for efforts to prevent substance abuse, but the 

results—which are often tentative—can lead to harmful generaliza-

tions. For instance, the misperception that Jews are rarely alcoholic can 

reinforce the denial of Jewish alcoholics, their families, and their doc-
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tors, and it may also contribute to a Jewish alcoholic’s isolation, 

whether she is actively drinking or in recovery. 

Use of alcohol and drugs is also susceptible to fashion: the “neo-

hippie” trend in the 1990s may be partly responsible for the dramatic 

increase in the use of illicit drugs during those years (leveling off since 

1997), and the slight reduction in use of alcohol. Teachers and kids will 

tell you that habits follow the lines of social groups and cliques. A 

teacher of creative writing at a high school in Fort Collins, Colorado, 

explained, “The ones who do alcohol here in Fort Collins are the ‘good 

kids,’ the ones in student council and on football teams; and the ‘cow-

boys and cowgirls’ who live on farms and ranches outside of town. The 

kids who dress in strange clothing, get piercings and tattoos, go to 

poetry readings and foreign films—the creative kids—are more likely 

to do drugs.” She added that generally speaking—unlike kids at the 

school in Los Angeles where she used to teach—the kids in Fort Collins 

are not consumed by alcohol and drugs. “They’re outdoorsy kids; they 

go mountain climbing, hike canyons, go to reservoirs.” 

In many areas, the social life of teenagers does center on alcohol. 

Two girls from a suburb of Washington, D.C.—both honors students, 

neither of them showing other signs of trouble—told me that their 

weekend parties begin on Friday at lunch, at school, when they sip 

wine coolers out of soda cans. Typically, they each drink five beers on a 

Saturday night. Girls in Vermont told me about kegs of beer at massive 

high school gatherings held at least once each weekend in isolated 

fields or homes where the parents are away. According to two girls from 

my neighboring town of Middlebury, Vermont, the number of students 

who choose not to drink at all is very small, and “they’re not necessar-

ily who you’d expect.” The honors students, the athletes, and the pop-

ular kids all tend to drink. It’s hard for students to choose not to drink 

and feel good about it. One girl said ruefully that she’d thought about 

quitting her lacrosse team but decided not to, “because at lacrosse prac-

tice, and on the bus going to games, is the only time I can be with all 

my friends when we’re not drunk.” 

The national averages for binge drinking among teens are uncom-
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fortably high. In the Monitoring the Future study, about 15 percent of 

eighth-graders reported having five or more drinks in a row in the two 

weeks before the survey; for sophomores, the figure for bingeing was 26 

percent, and for seniors, 31 percent. As one girl told me frankly, “At 

our age, the only reason to drink is to get drunk.” Binge drinking in 

college is strongly predicted by drinking in high school. 

College Women 

Binge drinking is the number one health problem on college campuses. 

Something in the campus culture must be awry when, each year, col-

lege students spend more on alcohol than they spend on books, soda, 

coffee, juice, and milk combined. The number of students who abstain 

from drinking altogether has increased somewhat since 1980, but stu-

dents who drink alcohol appear to be drinking more and more fre-

quently. 

The public has become aware of this problem through dramatic, 

highly publicized alcohol-related deaths resulting from overdoses and 

accidents. Several studies document alarming habits among students. 

In 1997, at the Harvard School of Public Health, Henry Wechsler con-

ducted a survey of a random sample of students at 116 four-year col-

leges in the United States. Forty-four percent of students had binged in 

the two weeks before the survey—39 percent of women, and 49 per-

cent of men. Half of these had binged three or more times during this 

period. (A binge was, again, defined as four drinks in one sitting for 

women, and five for men.) Since 34 percent of people of this age who 

are not college students are also binge drinkers, the discrepancy is sig-

nificant, though not overwhelming. The statistics become startling 

when one looks at drinking in fraternities and sororities: two of three 

fraternity and sorority members are binge drinkers; among those who 

live in Greek houses, four of five are binge drinkers. 

Because binge drinking among college students is so common, 

some people object to treating it as pathological. Instead, they see it as 

normal life-stage behavior that, typically, students will grow out of. It 
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is true that most people who are binge drinkers in college will eventu-

ally modify their habits, particularly as they take on adult responsibil-

ities such as a job, marriage, and children. There are problems, 

however, even in the short run. 

Weschler’s study found that college binge drinkers are five to ten 

times more likely than drinkers who do not binge to drive after drink-

ing. Binge drinkers are eight or more times more likely to fall behind 

in their schoolwork, miss classes, forget where they were or what they 

did, have accidents, and damage property; and frequent binge drinkers 

are twenty-two times as likely to experience five or more of such 

alcohol-related problems. Eighty percent of students who live on col-

lege campuses but do not binge report such secondhand effects as date 

rape, having property vandalized, being the victim of an assault, or 

having their sleep and study interrupted. 

Students who enter college with any sort of vulnerability to alco-

hol problems are at special risk. Most of their classmates will escape the 

most severe consequences of problem drinking. Most will survive the 

occasions when they drink and drive; most will get through school and 

go on with their lives. They may, in their thirties and forties, look back 

on their college drinking with humor and amazement, and perhaps say 

a prayer of gratitude for having lived through it without hurting them-

selves or others. For them, abusive drinking may indeed be a develop-

mental stage from which they emerge without noticeable harm. 

Twenty-five percent of students, however, come to college with a fam-

ily history of alcoholism. They enter a culture in which abusive drink-

ing is taken for granted. A survey at one northeastern university found 

that most students do not view consuming up to nine drinks in a row 

as problematic and only the classmate who reaches for the tenth drink 

is seen as abnormal or deviant. Those who are in any way predisposed 

to alcohol dependency, whether through genetic vulnerability, a history 

of trauma, or a lack of confidence which makes it difficult to resist 

social pressure to drink, and those who find in alcohol relief from inter-

nal and external pressures, may remember their college drinking as 

something that started out as fun but led to tremendous suffering. 
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As many as 360,000 of the nation’s 12 million undergraduates will 

ultimately die from alcohol-related causes, more than the total number 

who will be awarded advanced degrees. 

What can people do? 

Studies of college students suggest that those who drink imagine 

everyone is drinking, and in part, their exaggerated perception of how 

much other students drink drives their own behavior. When they form 

a more realistic picture and understand that many students do abstain, 

they feel more comfortable making other choices. Some colleges offer 

substance-free housing, where students who wish to avoid the drug and 

alcohol scene sign contracts agreeing to abstain. Also, drinking rates do 

vary at different colleges. Prospective students and their parents can 

attend admissions meetings and ask if there are surveys about drinking; 

they can inquire as well about the influence of Greek organizations on 

student life. It’s wise to look at a calendar of campus events to get an 

idea of the social events, especially student-sponsored events, that are 

likely to be alcohol-free. 

Some schools that are intent on reducing alcohol-related prob-

lems have instituted a controversial measure—they notify parents the 

first time a student is caught drinking or has caused any trouble 

because she was drunk. It’s best, however, if the college responds to 

infractions not just with disciplinary measures but with education. 

Behavioral intervention, where available, can be particularly effective. 

In one research trial, heavy-drinking students who took an alcohol 

skills training program (teaching them how to refuse alcohol, for 

instance, and how to measure what they drink) reported significantly 

less drinking one year later. In a more recent study, a single motiva-

tional session offering heavy-drinking freshmen feedback on drinking 

practices resulted in fewer alcohol-related problems over the first two 

years of college. An “Alcohol Alert” bulletin warns, “Prevention, early 

detection, and timely intervention are vital if we are to reduce the 

number of alcohol-related problems on college campuses today.” 
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R I S K S  O F  D R I N K I N G  F O R  G I R L S  

A N D  Y O U N G  W O M E N  

As studies document how widespread teenage drinking is, 

researchers have begun to question whether there might be medical 

risks specific to this age group. For instance, alcohol suppresses growth 

hormones: might bingeing or regular drinking prevent an adolescent 

from achieving full adult height? Nutrition is another area of concern. 

The typical teenagers’ diet is often insufficient to begin with, and 

nutritional needs increase during adolescence. Alcohol further reduces 

the metabolism of carbohydrates, proteins, and fats, and it impairs the 

absorption of vitamins and minerals. In turn, these nutritional defi-

ciencies may make teenagers more vulnerable to additional adverse 

effects from alcohol. There is some evidence that drug use may increase 

a young person’s risk of illness later in life by causing a decrease in 

physical hardiness during adolescence. Alcohol has also been shown to 

depress antibody production and reduce the number of infection-

fighting white blood cells, potentially damaging the immune system. 

Certain health-related consequences—for example, liver injury and 

neurologic dysfunctions—are due more to individual vulnerabilities 

than to long-term chronic drinking. Adolescents who abuse alcohol 

show elevations in liver enzymes and poorer language function. Studies 

of teenagers in treatment report alcohol-induced ulcers, appetite 

changes, weight loss, eczema, headaches, and episodes of loss of con-

sciousness. And in February 2000, scientists reported the first concrete 

evidence that heavy drinking can impair brain function in young peo-

ple. Dr. Sandra Brown, who led the research, noted, “Significant brain 

development continues through adolescence,” which means that “alco-

hol may have quite different toxic effects on adolescent brains than on 

those of adults.” 

For girls and young women, alcohol takes an even heavier toll. 

Because more of the alcohol they drink is absorbed by the body, they 

can reach acute intoxication well before a boy. The absorption process is 

affected by the menstrual cycle, so that the effects of a particular 
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amount of alcohol are hard to calculate. Alcohol can prevent ovulation 

and increase levels of testosterone; the consequences to girls are not 

clear, but high doses of alcohol have been found to delay puberty in 

female and male rats. Like older women, girls who drink compromise 

their immune system and put themselves at greater risk of alcohol-

related liver damage and breast cancer. Girls and young women who 

drink heavily are particularly likely to smoke and use illegal drugs, 

often at the same time. 

Half of all teenage girls are dieting on any given day, and dieting 

further enhances the effects of alcohol. Eating disorders are so wide-

spread in America that they are considered almost normal. The 

medical complications of eating disorders include menstrual and repro-

ductive problems, low bone-mineral density resulting in fractures and 

osteoporosis, gastrointestinal problems, cardiovascular abnormalities, 

dental decay and disease, obesity, and fluid and electrolyte imbalance. 

When you add the effects of alcohol, the health hazards increase expo-

nentially. 

The medical effects of alcohol are worrying, but accidents, homi-

cide, and suicide are still the number one threats to girls and young 

women who drink. Half of all motor vehicle fatalities among fifteen- to 

twenty-four-year-olds, and half of all murders, involve alcohol. Those 

who drink are also more likely to smoke cigarettes and use other drugs. 

Most frightening, teenage girls who drink more than five times a 

month are almost six times more likely to attempt suicide than those 

who never drink (26 percent versus 4.5 percent). They tend to have dif-

ficulty with impulse control: they’re more likely to drop out of school 

or be expelled, to get into car accidents, and to run away from home. 

They are more likely than heavy-drinking boys to be depressed. In a 

study of 133 adolescents with alcohol dependence and 86 controls, the 

alcohol-dependent girls had nearly twice as many symptoms of depres-

sion as boys. Girls who drink are more vulnerable to sexual and physi-

cal assault than girls who don’t drink. According to the national 

school-based Youth Risk Behavior Survey of 1993, girls who drink are 

five times more likely to be sexually active, and their partners are a 
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third less likely to use condoms. These girls’ early sexual activity puts 

them at risk of HIV infection, and at high risk of catching human 

papilloma virus (HPV), which causes cell changes that can lead to cer-

vical cancer. 

Depression, suicidal thoughts, impulsive behavior, and even 

symptoms of bipolar and borderline personality disorder can all be 

induced by drinking. Yet research has found more and more convinc-

ing evidence that alcohol is rarely the sole cause of trouble for teenage 

girls. Drinking tends to be one piece of a larger picture. As with 

women, girls’ coexisting disorders, particularly depression, tend to pre-

cede their drinking, and they report significantly more “negative 

events” in their social networks than boys do—meaning friends or fam-

ily members in a crisis that affected them badly. The overwhelming 

correlation between traumatic events and alcohol problems holds true 

for both boys and girls. In a study of adolescents, of whom 132 were 

alcohol-dependent, 51 abused alcohol, and 73 served as controls, 

researchers found that traumatic events involving interpersonal vio-

lence were common among the group with alcohol problems but rare 

among the control group. The adolescents who were dependent on 

alcohol or abused alcohol were six to twelve times more likely to have a 

history of physical abuse and eighteen to twenty-one times more likely 

to have a history of sexual abuse, with physical abuse more common 

among males and sexual abuse more common among females. 

Many clinicians and researchers believe that girls with a drinking 

problem are less likely than boys to get the help they need. This is in 

part because of a difference in their coping styles. Studies have con-

firmed what people know from experience: boys are more likely to turn 

their aggression outward, whereas girls are more likely to turn against 

themselves. When boys break the rules in visible ways, they get atten-

tion and sometimes help. 

Patrice Selmari, manager of the Chemical Dependency Unit at 

Hazelden Center for Youth and Family, believes that girls who are sub-

stance abusers are still slipping through the cracks. “The girls are much 

more apt to be diagnosed with depression or other mood issues, and 
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have their chemical dependency overlooked. The guys act out 

angrily—they’ll even act out their depression. They put their fists 

through the walls and get noticed.” Shirley Coletti, the founder of 

Operation Par in Saint Petersburg, Florida, concurs. “Young ladies are 

allowed to get further in their addiction and dependence before anyone 

identifies their problem. We find scores of excuses for girls and 

women—everything from ‘she’s having her period’ to menopause! It’s 

denial on the part of society not to believe that young women, just like 

young men, can get seriously involved in alcohol and drugs as early as 

junior high school.” 

Since drinking is so widespread among adolescents, it is hard to 

determine when a girl is headed for trouble. Counselors who deal with 

chemical dependency need to do a thorough assessment, asking where 

the girl is in her development, how alcohol and drug use may have 

stunted her growth, where she stands in school and in her relationships 

with family and friends. Bingeing is so common among college stu-

dents that it can be particularly hard to make distinctions. Patrice Sel-

mari says that an adolescent needs treatment when her initial 

experimentation has evolved into a regular pattern of use—perhaps 

every weekend—and she is drinking specifically to alter her mood. 

“We think of this as stage two,” says Selmari. “At this point, there’s 

usually some evidence of tolerance building up, and the peer group 

may have changed so that about 25 percent are new friends who are also 

drinking or using drugs. At stage two, if you make a contract with 

your child not to drink for thirty days, she probably wouldn’t be able to 

do it.” Parents need to be especially concerned if their daughter seems 

chronically tired, has cut down on extracurricular activities, has 

become defensive, is skipping school, or is paying less attention to her 

schoolwork and her personal appearance. 

Traditionally, girls have been protected from many of the risks of 

alcohol because they start drinking later and drink less heavily; but this 

gender gap is breaking down. Since 1995, Monitoring the Future stud-

ies have found that adolescent girls and boys are equally likely to drink. 

Boys are still more likely to drink heavily, but girls are catching up. 
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Girls and boys in the eighth and tenth grades were equally likely to 

have consumed five or more drinks consecutively on at least one occa-

sion in the two weeks prior to the survey. There is some evidence of a 

convergence of drinking patterns among male and female college stu-

dents, particularly if quantities are corrected for body weight and 

water. 

While older women tend to hide their heavy drinking, girls and 

young women today are most likely to binge with a group of young 

people. Daughters are fifteen times more likely to begin using alcohol 

and drugs by age fifteen than their mothers were. 

Getting drunk at an early age is an alarming development for 

both girls and boys, because among whites (though not among blacks) 

it is a very strong predictor of problem drinking and multiple addic-

tions. Thirty years ago, women typically began drinking later in life 

than men, and this may partly explain the higher number of male alco-

holics. Now that girls and boys take their first drink at the same early 

age, some researchers predict an upsurge in the number of women who 

become dependent on alcohol. Other researchers are less alarmed, not-

ing that women’s biology and sex roles may still slow down their 

drinking when they get married and begin to have children. 

Yet there is no denying that adolescence is a high-risk time for 

developing behaviors that lead to addiction, and an early start with 

alcohol extends this high-risk period. An analysis of results of a survey 

on alcohol published in January 1998 found that more than 40 percent 

of respondents who began drinking before age fifteen became depend-

ent on alcohol at some point in their lives, compared with 24.5 percent 

of those who began drinking at seventeen, and 10 percent of those who 

began at twenty-one or twenty-two. 

And the age at which use, abuse, and addiction begin is getting 

even lower, taking doctors, clinicians, and researchers by surprise. “It 

floors everybody when nine- and twelve-year-olds get involved with 

alcohol and drugs!” said Dr. Camille Barry, acting director of the Cen-

ter for Substance Abuse Treatment, Department of Health and Human 

Services. Clinicians describe girls arriving for treatment with their 
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backpacks loaded with needles and drug paraphernalia in one pouch, 

and a worn stuffed animal in the other. 

Since emotional development is largely suspended when girls 

start using alcohol and drugs—if regular use begins at age twelve, then 

emotional development is arrested at age twelve—older girls and 

young women who come to treatment seem like children. (We’ll con-

sider this aspect of alcohol abuse below.) Patrice Selmari told me she 

recently made an intake assessment of a twenty-year-old woman and 

mistook her age: “I thought she was fourteen! She told me, ‘I’m just a 

little girl who likes to play.’ And she was—she had a bouncy, young 

walk, she wore sparkly makeup like young teens do; her hair and 

clothes were like a kid’s; and she told me that she loves to blow bub-

bles. She’d been using alcohol since she was eleven, and inside, she’s 

still eleven years old. In interactions with her peers, if any kind of con-

flict or sadness comes up, she gets up and walks away. She just wants 

to play.” 

S TA L L E D  D E V E L O P M E N T  

When teenagers rely on alcohol or drugs to ease anxiety, they lose 

the opportunity to develop healthy strategies for managing mood 

swings and making friends, and to develop skills that lead to sturdy 

self-confidence. This stalling of emotional development and growth at 

the point when hard drinking begins is one of the main negative effects 

of dependence on alcohol. When girls turn to alcohol for help because 

their resources are depleted, it depletes their resources further and 

delivers them back to their problems—which now may be bigger than 

before. 

Kristina’s story suggests this circular process. When I inter-

viewed her, and asked her to start anywhere she liked, she began by say-

ing that when she was one year old, her father left the family and “took 

off with a bunch of different women.” Her mother, a fundamentalist 

Christian who was a former model, didn’t know about these women. 

She idealized her husband. “My dad was a saint; she believed that,” said 
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Kristina. Her mother allowed him to pop into and out of the family’s 

life, believing they would one day reunite. 

Kristina didn’t think her father was a saint. He took her and her 

sister along on his dates with other women and made her lie to her 

mother. It took nine years for her mother to figure out that he was 

cheating. She divorced him and turned to other men. To this day, said 

Kristina, her father is stringing her mother along and trying to con-

trol her. 

“I really love my mom because of all the shit she’s been through,” 

Kristina told me. “My father thought that she should wait on him 

hand and foot. He didn’t like it that she worked long hours at her 

shop . . . I  understood her, and my father didn’t understand. 

“I hated my father. I hated him for hurting my mom so much. 

She’s really vulnerable, very submissive to men, and I have to watch out 

for her.” 

Though tremendously protective of her mother, Kristina revealed 

that by her early teenage years, she was quietly furious with her mother 

for allowing herself to be subjugated and for being so preoccupied that 

she could not see her daughter’s emotional needs. 

Such anger in adolescence is not unusual. During the teenage 

years, new cognitive skills that the celebrated Swiss psychologist Jean 

Piaget called “formal operations” allow adolescents to think symboli-

cally—which means, among other things, that they can think about 

their own and other people’s thinking. The psychologist David Elkind 

has described how this new skill allows the adolescent to reconceptual-

ize her past and her future. With the appearance of formal operations, 

writes Elkind, “Young people can conceptualize and attribute motives 

to their parents’ behavior that they only intuited before. Many painful 

memories of childhood are resurrected and reinterpreted in adoles-

cence. Hence young people begin, in adolescence, to pay their parents 

back for all the real or imagined slights parents committed during 

childhood that were suppressed or repressed—but not forgotten.” 

Much of adolescents’ anger and acting out, says Elkind, has its roots in 

childhood experience. 
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Kristina came to adolescence with a powerful sense of having 

been wronged. She resented being used as a pawn by her father. She 

deplored the way that, as a “half-time dad,” he still dominated her fam-

ily. She perceived her mother as distracted, working long hours, and 

never inquiring about her daughter. Said Kristina: “She never asked, 

‘How are you, sweetie?’ or ‘What did you do today?’ ” 

Under the stress of this difficult family situation, Kristina was not 

ready to meet the challenges of adolescence. Isolated, lonely, and angry, 

she was unable to assimilate strong contradictory feelings; unable to 

soothe herself when she was feeling bad; unable to form a realistic pic-

ture of her parents; unable to trust her own potential to grow in health, 

competence, and wisdom; and unable to have intimate relationships. 

If she couldn’t do this for herself, there was another way at hand. 

Wine coolers, beer, vodka, Tennessee Tea—any of these gave Kristina a 

ready-made identity and instant access to a social group. She didn’t 

have to develop communication skills; she only had to join in the 

group’s drinking. “I felt really good, like I was part of something,” she 

said, noting that if anyone at school gave her a hard time, a guy from 

her group would talk to that person, “and maybe scare him.” Even now 

she added, “Nice to have that kind of acceptance.” 

The sense of belonging that alcohol can initially bring is a com-

mon theme among alcoholics—as is the loneliness that invariably fol-

lows. As another young woman said to me, “I used to have long, soulful 

conversations with my friends. I thought we communicated best when 

we were drunk. Now I realize we only communicated our drunken 

selves, and the next day we didn’t remember anyway.” Kristina too 

eventually felt isolated, especially after being threatened at school, and 

it became clear that her friendships were based on nothing more than 

alcohol and sex. Instead of giving her a lighter, funnier, happier iden-

tity, the blurry good feeling of being drunk hid Kristina’s true self: it 

had no air to breathe and no space in which to develop. 

Not surprisingly, she placed her self-worth in the hands of a 

boy—a boy who was willing to steal sex when she was all but uncon-

scious. Desperate for his approval, she pursued him when he walked 
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away from her, writing him letters and calling. In effect, she replayed 

the drama of her parents’ relationship, with herself in her mother’s role. 

This fact was not lost on Kristina, who commented, “I had seen my 

father humiliate women all those years.” Kristina’s use of alcohol made 

her vulnerable to sexual and physical assault; essentially, it perpetuated 

the emotional context of her early family life. 

Similarly, Kristina’s drinking initially eased the painful clash 

between her love and her hatred for her mother, keeping her from the 

difficult but liberating insight that ambivalence is part of being 

human. During our interviews, she struggled with this problem in sev-

eral different contexts. Noting that her mother still doesn’t know how 

precariously balanced she was for all those years—doesn’t know about 

the early sex, the constant drinking, the marijuana and the speed— 

Kristina said she would probably never tell her. She first said scornfully, 

“She doesn’t seem to care much anyway,” but then, a few minutes later, 

added sadly, “I could never tell my mom, because it would break her 

heart.” Such painful swings of perception often dominated Kristina’s 

emotional life. “I change with the weather,” she told me. “One day I’m 

antidrugs and alcohol and think people who use them are a bunch of 

fucking losers; other times I talk to them and think they’re really cool.” 

Her attitude toward her previous boyfriends and teachers also vacil-

lated. Naturally, it was hard for her to make and stick to decisions. 

At our last interview—nine months after our first—Kristina wore 

a little chain necklace that said “God loves you,” and she carried an 

oversized paperback student Bible. Now nineteen, she had made a 

decision to take time off from college. She was going to Spain with a 

youth group, and she needed time to clarify her objectives. “My priori-

ties are changing,” she said. “Church is becoming more important to 

me, and my studies. I have things I want to do.” She intended to go 

back to school and become a Spanish teacher. 

She had made certain gains since we first talked. She was more 

conscious of her mixed feelings toward her mother. Her mother had 

offered her wine on Christmas Eve—told her the bottle was in the 

fridge—and Kristina had been angry. “I love her to death, but she’s 
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confusing,” she said. She’d lived with her sister over the summer and 

had confided in her about her experiences in eighth and ninth grade, 

which she had thought she’d never do. “Still,” she said, “she doesn’t 

really know me. In our family it’s almost a game: you have to figure out 

who the person is.” She told me she was proud of her newfound inde-

pendence, and of the fact that she was dealing with her problems on 

her own. 

Kristina told me that she and a new friend, a boy, had made a pact 

that when they wanted to drink or smoke marijuana or have sex, they 

would leave the scene and pray. She was making a valiant effort to get a 

grip on her behavior. This is typical of people struggling with alcohol 

problems, and it is often part of a compulsive cycle that goes from 

making rules about drinking to breaking those rules to feeling guilt 

and remorse and back to making new rules. I hoped Kristina’s new reli-

giosity would be a real source of strength, and not just another scram-

ble to control herself. 

H U R R I E D  C H I L D R E N  

In young people, stalled emotional development can be combined, 

heartbreakingly, with precocity and pseudo sophistication. In The Hur-

ried Child, David Elkind argues that our culture fails to protect chil-

dren from the pressures of adulthood. Our children are growing up too 

fast, he says. They are pushed too early into achievement and sex, and 

they are exposed to violence in the media before they are confident 

about learning to master their own aggressive impulses. A veneer of 

knowledge and sophistication can make them seem wise beyond their 

years—their vocabulary sounds streetwise and savvy—but they are still 

children inside. Because they mimic adult ways of relating, their isola-

tion and sadness cannot be seen. When the protection of childhood is 

over too soon, children can become overwhelmed. Here too, drugs and 

alcohol are both a cause and an effect. Drugs and alcohol promise 

sophistication, maturity, and escape from pressures, but the pressure to 

use them creates its own anxiety. 
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Elkind’s analysis makes me think of Nell, whom I have known 

since she was an eager-to-please ten-year-old. From a distance, I’ve 

watched her transformation from an awkward preadolescent into a 

glamorous and outwardly confident young woman, preparing to go to 

an elite college, and dating an older man. 

When Nell and I met in a restaurant in Manhattan on a cold 

spring day, she was eighteen, and two months’ out of inpatient treat-

ment for addiction to alcohol and cocaine. I got to the restaurant first 

and went inside because of the cold wind. I kept glancing out the big 

restaurant window, and when no one arrived, I went outside to check. 

In a corner of the building, I found Nell huddled in an oversized jacket, 

pale with cold, smoking a cigarette. She looked about fourteen. The 

wind whipped her blond hair over her face. She had come in a taxi from 

the apartment where she lived alone. 

Inside, with steaming plates of food in front of us, she took off her 

jacket and recovered her assurance. If only she could ever drink again, 

she told me—she knew she couldn’t—she would want a Stoli martini. 

That was her favorite, or sometimes Stoli and cranberry with lime. 

She’d learned to like grappa on trips to Europe. She preferred a vodka 

martini in winter, dry with three olives and a splash of vermouth. A 

Tom Collins was good in the summer, or a screwdriver if it was 

lunchtime. She liked the bar at Grand Central Station, and “very fancy 

hotel bars.” Her parents allowed her to mingle with their guests at 

cocktail parties, a drink in hand, and she felt “very adult and included.” 

To Nell, whose mother is a well-known writer, the grown-up 

world sparkled with celebrities and yachts and gallery openings. She 

always wanted to be older than she was. She ran with an older crowd of 

New York kids who knew who Nell’s mother was, and, said Nell, 

“They liked me more for it.” Alcohol was part of the scene, a way of 

claiming the rights of adulthood and achieving status. Nell drank reg-

ularly from the age of thirteen. “It was wonderful,” said Nell. “I had 

been overemotional and sloppy, and I had crushes on boys who didn’t 

like me, but when I drank, none of that happened. I was invincible. 

Nobody could touch me.” 
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By the time Nell was sixteen, her drinking was taking her to 

places where many adults would have a hard time coping. She traveled 

frequently to Atlantic City. She dated a married twenty-seven-year-old 

fashion designer, who took her to shows and introduced her to his 

friends. At a Rauschenberg triple opening, Nell met an artist who 

offered her cocaine. He was glamorous, and Nell was interested. By 

that time, her tolerance for alcohol had increased to the point where she 

couldn’t get high no matter how much she drank. Also, she said, “I was 

becoming a sloppy drunk”; she wasn’t functioning well, wasn’t show-

ing up when she was supposed to, wasn’t caring for her appearance. She 

thought cocaine would help her function better. It did—for a couple of 

weeks. “I also thought it would help me get a handle on my drinking,” 

said Nell, “but once I picked up the cocaine, I never put it down.” 

Nell’s effort to get a grip on her drinking by turning to drugs was 

irrational but not unusual. By getting high on some other drug, you 

cut back on your drinking for a while, and alcohol then works better 

when you go back to it. Today, the vast majority of adolescents who 

abuse alcohol take other drugs concurrently, most commonly tobacco, 

marijuana, cocaine (including crack cocaine), and psychedelics. They 

often use one drug to mitigate or counteract the effects of another. 

Nell, like many teenagers, became an expert at manipulating the 

effects of various drugs, including alcohol, cocaine, and clonazapam, a 

third-generation Valium that she took to help her sleep. 

These drugs in combination are potentially lethal, but obviously 

Nell was not thinking about her health. She slept with “weird people” 

and couldn’t remember who they were. Physically, she felt terrible: she 

was exhausted all the time; she shook when she didn’t drink enough; 

her nose was tremendously painful from sniffing cocaine, and it bled 

frequently. Twice she overdosed, her heart pumping wildly, her head 

pounding, her body drenched with sweat. Still, the drugs kept her 

from experiencing her own misery. “They ridded me of feeling,” she 

said. During this time, she was also bulimic and then anorexic. “I 

launched a full-scale war on my body,” said Nell. Her boyfriend, the 

fashion designer, didn’t help. He took her to watch clothes fittings “to 
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see how good a girl with a size four body looked.” At five feet, eight 

inches, Nell dropped to 110 pounds. 

Drinking and drugs got Nell into situations far beyond her abil-

ity to cope. Patrice Selmari told me, “I see it all the time. These girls 

grow up before they’re ready. They have had adult experiences without 

an adult frame of reference so they haven’t been able to integrate those 

experiences.” Ironically, though Nell and her parents wanted her to go 

to the Center for Youth and Family, for ages fourteen to twenty-five, 

that center was full. Her situation was urgent, and so, once again, Nell 

was placed with the adults. 

As Nell told me her story, I thought of the AA meetings I’d 

attended. Her narrative fit the arc of an AA story, which often begins 

with the “first drunk.” (Nell’s was at age three, when she drank the last 

drops of champagne from everyone’s glass at her cousin’s bar mitzvah.) 

The story typically proceeds through the trouble alcohol brings. Nell 

was a great storyteller, and she had me riveted. Throughout, she 

acknowledged such “character defects” as anger and self-righteousness 

and shook her head about her previous ignorance and denial. She 

recited many of the slogans of AA, for example, “Your best thinking 

got you here.” She frequently repeated, “I’m an alcoholic.” The vernac-

ular of recovery was familiar to me from meetings, from friends, from 

AA literature. She spoke with the insistence of someone who isn’t 

really sure, and at first I was saddened by what seemed like a chasm 

between any experience Nell might actually “own” and the language 

she adopted to tell her story. I’d seen that twelve-step groups tend to be 

dogmatic; they can encourage an unquestioning adherence to the pro-

gram. Was Nell adapting to the treatment culture in a way that, once 

again, denied her access to her true thoughts and feelings? 

Since that day, I have interviewed many women who have been in 

AA, and I have been impressed both by their sympathy for the girls 

and young women coming into the program and by the way many of 

them have transcended the rigidity of language and thought that char-

acterizes early recovery. One woman, when I asked for her story, said, 

“Would you like the AA format?” I laughed and said, “No, the other 

one.” She laughed too and said, “Different audience, different story.” 
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She described being “pompous and arrogant” when she first joined the 

program, and being accepted anyway. Gradually, she became more flex-

ible, more open and receptive, more secure. She spoke of her wish to be 

there for frightened newcomers like Nell. 

Nell and I shared a taxi headed downtown—she was on her way 

to an aftercare meeting. She got out first, and as I watched her pick her 

way through traffic, looking young and tentative again, I was glad for 

her broad network of support: the aftercare counselor she met with one-

on-one, the AA meetings expressly for teenagers. She was fresh from 

her inpatient treatment, and I imagined that the slogans she learned 

there could be a tool to keep her from slipping into old behaviors. Once 

her sobriety was firmly established, there would be time and opportu-

nity for deeper healing and the affirmation of her personal voice. 

A L C O H O L  A N D  S E X  

In the four years she has worked at Hazelden’s Youth and Family 

Center, Patrice Selmari has seen the girls seeking treatment get 

younger. She abhors the pressures they experience coming of age too 

soon in a society that judges them by their looks, glorifies thinness and 

supports self-destructive dieting, encourages them to please others and 

ignore their own needs, pressures them to be sexually active before they 

are ready, and bombards them with media images of casual violence 

against women. Internalizing these messages, girls and young women 

tend to carry a heavy burden of shame and guilt. They come to treat-

ment, she says, with marked problems of self-esteem: “very different 

from the young man who thinks he’s invincible at sixteen, who thinks 

he’s going to conquer the world.” 

The pressure to be sexually active is particularly hard to deal 

with. Certainly girls today—not just those who drink—are sexually 

active earlier and with more partners. In 1995, the National Youth 

Risk Behavior Survey showed that 52 percent of high school girls have 

had sexual intercourse, nearly double the rate of 1970. Fourteen per-

cent of high school girls had four or more sexual partners. 

As young teens, Kristina and Nell had been attracted to boys and 
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were eager to explore their sexuality. They associated sex with freedom 

and sophistication. Sexual intercourse came quickly, outside any kind 

of committed relationship, among peers for whom this was the norm. 

Both felt confused by a sense of violation, even though the choice had 

been theirs. Both were afraid of pregnancy and STDs, and Kristina was 

afraid of her parents’ disapproval and of going to hell. Both girls were 

uncomfortable exposing their less than perfect bodies, and both had 

seen women’s sexuality associated with degradation. The two girls 

from Middlebury, Vermont, described losing virginity as a rite of pas-

sage and said that girls often got drunk “to have sex and get it over 

with.” 

If, as girls told me, they are drinking to loosen up for sex, they are 

only following the example of their elders. Professors Sharon Wilsnack 

and Richard Wilsnack of the University of North Dakota School of 

Medicine and Health Sciences, who have been studying women’s 

drinking for twenty years, found in a survey that nearly two-thirds of 

women who had used alcohol in the past thirty days drank to “get in a 

party mood” and make it easier to have sex. 

Drinking to have sex implies a certain ambivalence, and among 

girls in particular, mixed feelings about sex are not unusual. Mary 

Pipher believes that junior high girls are not ready for more than kiss-

ing and hand holding: “Girls of this age are too young to understand 

and handle all the implications of what they are doing. Their planning 

and processing skills are not adequate to allow them to make decisions 

about intercourse. They are too vulnerable to peer pressure. They tend 

to have love, sex, and popularity all mixed up. And when they are sex-

ual, they tend to get into trouble quite rapidly.” Healthier high school 

girls still avoid intercourse, says Pipher. “Because of my work, I see the 

unhappiness of early sexual intimacy—the sadness and anger at rejec-

tion, the pain over bad reputations, the pregnancies, the health prob-

lems, and the cynicism of girls who have had every conceivable sexual 

experience except a good one. I’m prepared to acknowledge exceptions, 

but most early sexual activity in our culture tends to be harmful to girls.” 

Even as the social norms prescribing ladylike behavior are break-
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ing down, a double standard persists with regard to both drinking and 

sexuality. Girls still can get a bad reputation from drinking too much 

or from having sex. The norms are fickle and contradictory. As Mary 

Pipher notes, the same girls pressured to have sex on a weekend night 

are called sluts at school on Monday morning. One girl told me that at 

a party, it’s “okay to have one partner but not two.” 

Drinking, then, becomes a way of dodging responsibility for sex. 

If you have sex with someone uncool, or if it gets turned on you in the 

hallway at school, you can always say that you were drunk. When you 

are not sure of what’s acceptable, or of what you actually want, drink-

ing eases the way. Among college-age women too, drinking provides an 

excuse when one is needed; if you wake up next to a “loser,” you can 

always say that you were drunk. 

There is a contradiction here. On the one hand, girls and young 

women who drink to loosen up for sex may believe they are crossing 

over into a realm traditionally preserved for men. They drink, and they 

act on their sexual desires. In reality, they can’t always tell when they 

are acting to please themselves and when they are responding to pres-

sure from the boy or from their peers. 

Sadly, each sexual encounter facilitated by alcohol chips away at a 

young woman’s self-confidence. If sex was not her choice, if she did it 

because she was drunk, and she isn’t even sure if she wanted sex at all, 

what happens to her sense of personal power? If she is not consciously 

making a decision, she has little opportunity to take responsibility. She 

begins to feel like a victim, subject to the pressures of her peers and cir-

cumstances, unaware of the freedom she does have to direct her own 

behavior and make choices. 

Studies suggest that the girls most likely to drink are those whose 

attitudes about sex roles are more egalitarian and whose attitudes about 

domestic roles are less conventional. Among males, those with 

“macho” attitudes—who believe men shouldn’t participate in house-

hold chores, for instance—are more likely to drink. Since traditional 

standards tolerate and even encourage heavy drinking among males, 

but stigmatize females for heavy drinking, it’s not surprising that as 
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the social norms prescribing ladylike behavior break down, the less 

conventional girls are drinking more like boys. 

Unfortunately, the association between drinking and personal lib-

eration has been picked up by the advertising industry. In an ad for Jim 

Beam Kentucky Straight Bourbon Whiskey, a tousle-headed young 

woman with a come-on look in her eyes holds a box of matches; next to 

her stands a bottle of Jim Beam. The slogan reads, “Get in touch with 

your masculine side.” The ad seems to imply that drinking Jim Beam 

is a way of appropriating power once reserved for men, including the 

right to take the initiative sexually. 

All this is ironic, because, as we have seen, girls and women who 

are drinking heavily, even when they are actively pursuing a career, are 

often not “liberated” in any meaningful sense of the word. Their confu-

sion about sexuality and choice is aggravated by their increased vulner-

ability. Current estimates are that one-third to three-quarters of sexual 

assaults involve drinking by the victim, the perpetrator, or both. At 

one university, 67 percent of the male sexual aggressors and 50 percent 

of female victims had been drinking at the time of a sexual assault or 

another form of victimization. Under the influence of alcohol, a young 

woman may be less alert to high-risk situations and less capable of 

resisting an attack. She is also vulnerable to the widespread perception 

that a drinking female is fair game—as epitomized by two ads. One 

features a sexy woman and a bottle of tequila, with the slogan “Two fin-

gers is all it takes.” Another ad shows a drink topped with ice cream 

and a cherry, and the slogan, “If your date won’t listen to reason, try a 

Velvet Hammer.” 

A girl who has been drinking may not see sexual aggression for 

what it is. When Kristina found herself on her back in the snow, her 

boyfriend on top of her, she blamed herself and interpreted the incident 

as further proof of her worthlessness. 

“When working with young women who have been raped while 

they were drunk, I always use the analogy of an unlocked house that 

gets robbed,” says Yonna McShane, prevention specialist at Middle-

bury College. “The thief is guilty of robbery and should be held 
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accountable. The fact that I increased my vulnerability to the robbery 

by neglecting to lock the door does not make me responsible for the 

thief’s criminal behavior.” McShane encourages women who are 

assaulted while under the influence of alcohol to focus their anger 

where it belongs: on the man who assaulted them. “Down the road,” 

she says, “it’s also in their best interest to look at how they increased 

their vulnerability to danger, so they can learn from this.” 

In encouraging young women to hold the rapist accountable, 

McShane helps them define their own boundaries. Later, in examining 

how they increased their vulnerability by drinking too much, she helps 

them accept responsibility for taking care of themselves. It sounds sim-

ple: it’s the task of all parents to encourage a child to recognize and to 

take on appropriate levels of responsibility for his or her needs. Yet as 

we’ve seen, this can seem revolutionary to girls and women, who have 

been socialized to take care of others first. They haven’t necessarily 

learned to think of themselves as subjects in their own lives, rather than 

objects in a male narrative. They lose touch with their real feelings, and 

those feelings go into hiding. And shame, after all, is the wish to hide 

oneself. 

Shame can also change its shape and find new ways to ambush 

girls and women in recovery, as I learned from interviewing Sandy. 

S A N D Y ’ S S T O RY  

“I love a stage,” said Sandy, explaining why she liked to binge 

between the ages of fifteen and eighteen. Her periodic planned drink-

ing allowed her to blow off steam, to dance, show off, and have fun. 

One night during her freshman year at a college in Boulder, Col-

orado—where sorority life meant even more partying—she ran out 

onto a highway and was hit by a truck going thirty-five miles an hour. 

She lost four teeth, cut open her knee, and needed to have her stomach 

pumped, but miraculously, after a week in the hospital, she was other-

wise okay. 

Her parents, who are divorced, flew immediately to see her. Her 
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mother returned home shortly afterward, but her father, who was not 

typically available emotionally, stayed with her. “He came through full 

force,” said Sandy. “He was very shaken up, more than me.” He told 

Sandy she should drop out of school and spend thirty days at a rehabil-

itation center in Seattle. Though Sandy hated the idea, she was per-

suaded by her father’s concern. He was a high-powered millionaire 

attorney whom she thought of as prizing achievement and appearances 

above all else, yet he insisted that she quit school and get help. 

At first Sandy hated rehab. She couldn’t relate to the older 

women’s stories of hiding bottles and being afraid to appear in public. 

The second week of the program, a counselor said: “These women 

you’re with have been drinking for years. You have problems, red flags 

for alcoholism in your future. When you listen to these stories, I want 

you to think, ‘This hasn’t happened to me. Yet.’ ” The counselor told 

Sandy she should never drink again, and Sandy bawled. Not even on 

her wedding night? Her twenty-first birthday? New Year’s Eve? “I 

wanted to be part of a cool group,” she said. “It shocked me to think I 

wouldn’t!” When she left rehab, it was with the attitude that she 

would try sobriety for a while. That “while” has lasted seven years. 

Twenty-five years old now, having graduated from the University of 

Washington, Sandy works as a pharmaceutical sales representative. She 

is dynamic, attractive, and athletic, and a good role model for younger 

women. For seven years she has given alcohol awareness speeches at col-

leges, and she focuses on the benefits of sobriety. “Scare tactics don’t 

work,” she told me. “You talk about rape and death and violence, and it 

might be true, but the audience just thinks, ‘That won’t happen to me.’ 

So I talk about how great it is not to drink. I save money and calories. I 

don’t get hangovers. My weekends are productive. I can always go 

home when I want. I have no alcohol-induced behavior to regret. 

“But the most positive aspect of not drinking is the practice I get 

being myself. Most people don’t think about needing to practice this as 

a skill. In our society, we don’t get much opportunity—alcohol lets us 

be comfortable, and we don’t have to learn. I have had to practice for 

years at being myself every time I went out. In my first year after rehab, 

I used to sit quietly on the couch with my Diet Pepsi, and sometimes 
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I’d leave crying, thinking “Why do I have to be an alcoholic?” It’s 

taken me seven years to gain the confidence I have at parties, and this 

confidence now extends to all aspects of my life. Life is better for me in 

a lot of ways, a lot of areas.” 

Sandy’s friends describe her as fearless, funny, charismatic. She’s a 

very engaging young woman, direct and appealing, with a brave way of 

opening herself and at the same time knowing where she stands. Yet 

when I asked her, as a matter of course, if she’d ever had any eating dis-

orders, she spoke in urgent tones and revealed another side of her story. 

She hated her body, she said. She was shocked that with so many 

wonderful things in her life she would struggle so much with food and 

her body. “I cried myself to sleep last night,” she said. “I’m dying to go 

to see my counselor, but I don’t have an appointment until tomorrow. 

Last night I took a sleeping pill to go to sleep, because I was crying so 

hard. Back in Boulder, when I was drinking, it was different. I felt cool 

because I was in a sorority, I felt like a pretty girl . . .  I’ve never really 

had that sense of belonging since then. I seem to think the only way I’ll 

really be loved is if I’m thin. My mom to this day worries about 

weight, and my dad always talks about beautiful thin women. He’s 

dating a twenty-three-year-old woman, two years younger than me, 

and he says to me, ‘Isn’t she beautiful?’ He’s just been divorced from a 

stick-thin fashion designer. They were married for twenty years.” 

Sandy is aware of her many good sides. She’s responsible, honest, 

smart, kind; she loves nature; she cares for others; and she has great 

friends. “Really, I’m a wonderful person, but I hate my body. I want to 

hide in my bed all day and dream of putting on an outfit I can feel good 

in. I am consumed 100 percent by one silly, silly thing while many 

positive things go unnoticed. I place all my importance on how I look. 

Meanwhile, it seems almost rational. My dad is dating skinny, beauti-

ful women; my mom’s obsessed with losing weight; my sister just lost 

lots of weight, and she’s getting all these compliments. 

“I know struggle is supposed to make you stronger, but where is 

the fruit? These days I feel envious of people who are dying. Their 

struggle is over. When Princess Diana died, I felt glad for her.” 

Sandy went on to tell me the most vivid memory of her child-
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hood. She and her sister had been spending equal time with her mother 

and father, but Sandy hated her father’s new wife, so she “complained 

and complained.” When she was nine years old, her mother went back 

to court and sued for full custody. She won. It was a Wednesday night, 

which meant that the girls had dinner with their father. As the clock 

struck nine—time for him to drive them home—he sat sobbing on the 

couch. “I’ve lost my girls,” he cried. He sounded unnatural—he wasn’t 

used to crying. Sandy, sitting opposite him on an ottoman, felt pain all 

through her body. 

Sandy swore to herself that she would take care of her father and 

make up for abandoning him, as she saw it then. But nothing she did 

was good enough. Each week she planned what she would say at 

Wednesday’s dinner. To this day, she plans what she will wear when she 

sees him next. She can’t let go of the fantasy that if she makes herself 

thin and beautiful, her father’s ideal, he will shower her with affection-

ate attention, and she will find a man to fall in love with and marry. 

The reason that these things haven’t happened, it seems to Sandy 

(although she really knows better), is roughly fifteen excess pounds of 

weight. 

T H E  S H A P E  O F  T H E  I D E A L  D A U G H T E R  

The rate of eating disorders among girls and women is so high that 

it isn’t surprising when girls who drink abusively have eating problems 

as well. Studies trying to ascertain whether alcoholic women have 

higher rates of anorexia nervosa and bulimia nervosa than women in 

the general population have yielded contradictory results, but a strik-

ing finding emerged when researchers analyzed results by age group. 

Seventy-two percent of female alcoholics under the age of thirty had 

lifetime histories of eating disorders, compared with 11 percent of all 

alcoholic women. Mostly their disorders involved some kind of binge-

ing and purging, either bulimia or a subtype of anorexia in which girls 

restrict their food intake and occasionally binge and purge. These stud-

ies don’t take into account the numbers of women and girls like Sandy, 
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who may binge but not make themselves vomit, and who are consumed 

by anxiety about food and about their bodies. 

Many of the girls and young women I spoke with had stories like 

this. They tried desperately to shape themselves into the ideal daughter 

they thought their parents wanted, by studying, dieting, and being 

good; they turned their anger on their bodies when their needs weren’t 

met; they pretended to be happy when they were wilting inside. Twenty-

two-year-old Kirsten, who, when I met her in Minneapolis, was wor-

ried about how she would look for her mother that night, summed it 

up: “Trying to be something I’m not is basically what I’ve been doing 

my whole life.” 

Kirsten’s family was so convinced of her saintliness—“I was the 

angel of the family, the total model child,” she said—that no one 

guessed she drank every single day of her college career. No one sus-

pected even afterward, when she started passing out at work; crashed 

her car; and fell down a flight of steps, cracked her head, and went into 

a two-month coma. Another “model daughter” with whom I spoke 

didn’t tell her parents about her drinking until she’d been in AA for 

two years. Still another had a father who was convinced that she was 

only pretending to be alcoholic. He slipped a bottle of bourbon into 

her car when she left for her honeymoon. 

The outwardly conforming female child is praised and idealized, 

though ultimately disempowered. Ultimately, every girl knows that 

wherever there’s a pedestal, there’s a danger of falling off; idealization is 

a way of keeping a girl in line. But her counterpart, the girl who openly 

challenges the status quo, may have a rougher ride. In Women, Sex, and 

Addiction, Charlotte Davis Kasl notes that many alcoholic women were 

nonconforming children whose families punished them for varying 

from the ideal. Such children become scapegoats, absorbing the fam-

ily’s wrath. This is a harder role from which to recover, though Kasl has 

worked with many such women whose rebellious energy has kept them 

fighting all the way to recovery. The punishment of girls who vary from 

the ideal serves as an example to the rest. 

My point here is certainly not to blame particular fathers and 
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mothers. When patterns are so widespread, when the culture supports 

them to this degree, all of us participate, and all of us share in the 

harm. Sandy’s father, a bold, outgoing man and a powerful lawyer 

whom people love or hate, is himself a “foodaholic,” who has had his 

stomach liposuctioned. Nell, who thought her family cared more about 

her appearance than her inner life, discovered that her mother, too, was 

anorexic as a child. The pictures of her at that stage had been removed 

from the family albums. Evelyn Basoff, in Mothers and Daughters, recalls 

how she urged her daughter to wear a clingier dress to a dance, implic-

itly encouraging her to “market her sexuality.” She had temporarily 

slipped back into believing that a girl finds her value by conforming to 

a feminine ideal. She was motivated by concern, as, no doubt, was the 

mother of a college girl who last week, on a ski lift, told my husband 

she had binged the night before and didn’t feel too good. “Binged on 

alcohol?” he asked. “No, food,” she answered. “This is my week to eat. 

Next week I’ll drink. My mother said, you can either drink or eat. It’s 

the secret of not getting fat.” 

When parents idealize their daughters, they may believe they are 

enhancing their daughters’ confidence. Men who believe their daugh-

ters can do no wrong get a lot of positive feedback—people smile 

warmly at a smitten father. It can be hard to see how an image of ideal-

ized femininity drives a girl’s true feelings underground, makes her 

flaws into shameful secrets, and encourages her to judge herself. 

In my last talk with Kristina, she kept going back to the lack of 

honest communication in her family, complaining that if she tried to 

tell her mother anything that didn’t fit with her ideal of a girl child, 

her mother would say, “That’s nice, dear.” Her father, too, simply 

didn’t believe his angelic daughter could misbehave. Kristina saw her 

early drinking and wildness as a bid for attention. Maybe if she acted 

out, they’d stop what they were doing and really listen to her. She may 

also have been rebelling against her role. 

Our interview was winding down. As the clock neared five, 

Kristina suddenly jumped up anxiously. “I have to go,” she said. “My 

father will be getting off work. He doesn’t know I’m here and I’m talk-

ing to you.” 
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She had chosen this location, which was very near her father’s 

office, even though it meant an hour’s drive for her. 

“I’ll change names in the book,” I assured her, “and any details 

that could identify you.” 

“Don’t worry,” she said, with a trace of scorn. “My family doesn’t 

read.” 

We said good-bye. I remembered that once before, she’d said not 

to bother when I told her I’d change her name. I wondered if, once 

again, Kristina was looking for a way to get to her parents—to shake 

them up, and to reconnect. Perhaps she hoped that her parents, by 

reading her story in a book, might see through the haze of their ideal-

izations and find out who she really was. 



6  
On the Job 

In the early 1990s,  a  good deal of attention was 

focused on women’s difficulties juggling work, marriage, and children, 

and the idea got around that “role overload” was driving women to 

drink. Another stereotype was born: the stressed-out working woman 

who turns to drink for solace. In Britain, newspaper headlines from 

1990 to 1994 included these: “The Women Who Drink to Another 

Day at Work”; “Career Mothers Driven to Drink”; “Success Drives a 

Girl to Drink—Lonely High Fliers Can’t Share Stress.” 

In fact, studies have found no correlation between women’s 

employment and alcohol dependence, nor have they found evidence 

that working women suffer more from problem drinking than non-

working women. Women who work report no more alcohol-related dif-

ficulties—in their health or their family and social lives—than women 

who don’t work. Instead, studies of women generally find that lack of 

defined social roles, or loss of social roles, is associated with higher rates 

of problem drinking. Researchers hypothesize that the more roles a 

woman has—family, marriage, paid employment—the better her self-

esteem and her social support, which, in combination with her many 

responsibilities, discourage excessive drinking. Nor are women prone 

to drink because of stress at work. A study published in 1997, which 
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collected data from 3,001 men and women, found no association, for 

women, between job stress and the amount or frequency of drinks con-

sumed—results that are consistent with the findings of several other 

studies. 

Women who are balancing many roles are not surprised to find 

their risk of alcohol-related problems is low. It’s physically demanding 

to work all day, pick up children at school, make dinner, put the kids to 

bed, connect with your husband, and catch up on bills and phone calls, 

even if you have a spouse who does the dishes, gives the kids baths, and 

takes out the trash. Many women find that although a beer or a glass of 

wine at dinner seems tempting, it makes them too tired to do the 

evening’s work. A social worker told me that the best thing she’d ever 

done for herself was give up the gin and tonic she used to drink while 

watching the news. “I was feeling that I couldn’t keep up with my 

life,” she told me. “I’m working and I have young kids, and there’s 

always something I have to do in the evenings.” One study of middle-

aged working women found that they put off drinking until periods of 

work-related stress were over. 

Yet the stereotype of the working woman who drinks begins with 

an observable fact. In 1993, the National Household Survey on Drug 

Abuse found that women who work outside the home are 67 percent 

more likely to drink heavily than homemakers. This is not quite the 

contradiction it seems. The distinction is between problem drinking 

and dependence—which are not elevated among women who work— 

and heavy drinking (sixty drinks in the last month, by today’s stricter 

definition), which, in several studies, is more common among women 

who work. Women who work are also less likely to abstain from drink-

ing altogether. Large gender differences in men’s and women’s drinking 

still persist. Employed men continue to have more alcohol-related 

problems than employed women—but given the great increase in the 

number of working women (in 1960, not even 20 percent of married 

women with children under six were working outside the home; in 

1991, almost 60 percent were) it seems fair to say that women’s rela-

tionship to alcohol is undergoing a significant change. 

It may be that problems with alcohol will catch up to working 
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women. Generally speaking, alcohol-related problems in any popula-

tion increase as consumption increases. This correlation holds true 

across many cultures. We also know that at two drinks a day, a woman’s 

health risks increase significantly. We have no information about 

problems due to women’s increasing consumption of alcohol, but it 

may be that statistics about alcohol have not caught up to a changing 

reality. 

Employed single women may be more prone to alcohol problems 

than employed married women. If she has no children, a woman may 

find she can use alcohol as a way of reducing stress without negative 

consequences, and she presumably has more time to stop for a drink 

after work with friends. A National Employment Survey found that 

single women were more likely to report a connection between job 

stress and “escapist drinking”—drinking to relax after work or to for-

get about problems at work. Also, problem drinking was higher 

among single women with combined demands at work and home. 

Clearly, the interactions of variables that help protect a woman 

from alcohol-related problems or put her at greater risk are more com-

plex than any existing theories about gender, work, and drinking. 

Complicating factors call any generalizations into question. For 

instance, a study reported in the journal Work and Occupations found 

that though there was no direct connection between the amount of 

alcohol consumed and stress on the job, lower job satisfaction does 

result in a higher risk of problem drinking. Surveys of Hispanic popu-

lations in California demonstrate that ethnicity, acculturation, and 

work environment are also significant factors in risk. For instance, 

Mexican-American women who were better paid and worked with 

mostly white employees consumed more alcohol, and were less likely to 

abstain, than all other categories of Mexican-American women. And an 

unwanted status—being retired or unemployed when you want to be 

working, single when you’d like to be married, married when you’d 

like to be divorced, or childless when you want a child—is a better pre-

dictor of problem drinking than either employment or family status 

examined out of context. 
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As any woman knows who has never felt a measure of control over 

her drinking and could find in any situation a good reason to have a 

drink, the most wonderful job, the most wanted marriage, and the 

most adorable children are no guarantee against alcoholism. This being 

said, it should not blind us to the ways that particular contexts can 

support healthy drinking patterns, while others may encourage abusive 

drinking. We need to know more about the relationship between work 

and drinking, how employee assistance programs can help people who 

are having alcohol problems, and how managers can help create an 

atmosphere less likely to contribute to the development of substance 

abuse among employees. 

W O M E N  I N  M A L E -D O M I N AT E D  O C C U PAT I O N S  

Research into workplace environments and their influence on 

drinking is incomplete, but one intriguing finding seems to be consis-

tent. Women who work in male-dominated occupations are more 

likely to have problems with alcohol than women in occupations that 

are predominantly female. 

Alice 

A thirty-one-year-old lawyer with a claims department of a supermar-

ket chain, Alice is frustrated by the perception people frequently have 

that her life has been picture-perfect, though she understands why they 

might think so. She comes from an educated family in Milwaukee—her 

grandmother went to college in the 1920s—and both of her parents 

had an active sense of civic duty, serving on school boards, church 

boards, and volunteer foundations. “Nothing bad seemed to happen to 

us,” said Alice. “We had a Leave It to Beaver image.” Alice was the prized 

daughter of her father, who told her she could do anything she wanted. 

She graduated near the top of her law school class and went on to land a 

job at a major firm in her hometown. Four years later, she is moving up 

in her profession and engaged to be married to another lawyer. 
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Her colleagues know her as a ferocious worker. At her first job, 

she usually stayed at work until midnight. On one occasion, having 

pushed very hard to complete a major project, she was told not to come 

back to work for two days, because she needed to take a vacation. “I 

looked good,” Alice told me. “I went to a good school, I came from a 

good family, I was economically secure, I was young and high-achieving. 

When I came in and said I needed treatment for alcohol problems, my 

company was completely shocked.” 

Her employers were shocked in part because her performance had 

not been affected by her drinking, but also because her drinking looked 

moderate when she was compared with her heavy-drinking colleagues 

(most of them men). When her firm held functions at a bar during 

happy hour, Alice was among the lighter drinkers. Aware of how her 

drinking could veer out of control, she was especially careful among her 

colleagues. When they went on a bus trip for a conference, and every-

body was drinking expensive wine, she always drank one glass, so as 

not to stand out among the others. And even her private binges in front 

of a television with a rented movie looked moderate in the context of 

her profession. “I absolutely felt my drinking was completely within 

the norm,” Alice told me. “I could compare my behavior with that of 

other lawyers and see that a lot of people had problems, and one of 

them wasn’t me. Among the professionals with whom I was socializ-

ing, it was standard to have a dinner party with eight people and drink 

twelve bottles of wine.” 

Moreover, said Alice, at law school she had been “almost a light 

drinker” compared with her peers. There was incredible pressure to 

drink at law school, and the other women were drinking like the men. 

This prestigious school is in a small town with two bars, and “we were 

expected to work hard and play hard,” said Alice. She and her group of 

friends collaborated on projects and helped each other; their social and 

academic responsibilities went hand in hand. “In some ways, that 

school was preparing us to go on and network,” said Alice. There were 

kegs on Friday for softball, and there was a party every weekend with 

an open bar. “It never occurred to me that I had a problem, because so 
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many people drank so much more than I did. People were up all night 

and punching hands through windows. Others drank until three or 

four in the morning. I might drink six beers—a lot for 105 pounds— 

but it didn’t look bad to anyone else.” 

For Alice, however, six beers were more than enough to cause 

problems. She got “sloppy and weepy” when she went out with men, 

and the next day she couldn’t remember what she’d done. The bouts of 

depression she had suffered since college were getting worse, and her 

anxiety attacks were mounting. “I felt kind of dead inside,” said Alice. 

“When I went to bed at night, I’d think: I don’t care if I wake up 

tomorrow morning.” She went to a psychiatrist who put her on antide-

pressants, but they didn’t work, probably because she was drinking. 

Back in Milwaukee, she decided to get inpatient treatment for alco-

holism after a humiliating evening at a wedding reception at a conser-

vative country club, when she accepted a dare to dive naked into a 

lighted pool. 

It was a year after her graduation from law school when she told 

her old classmates she was going to treatment. They became upset. 

“They looked at me, and knew I drank less than a lot of them. It put 

them on notice.” Her colleagues at work were supportive but shocked. 

If she was dependent on alcohol, what did this say about them? 

Women lawyers are increasing in number and influence, but the cus-

toms of the profession have been defined by men. Even among attor-

neys who graduated from law school after 1967 (when women entered 

the profession in large numbers), men are much more likely to be part-

ners. Women in most positions are financially worse off than their male 

colleagues. As in most professions, women and men are held to differ-

ent standards. An article in New Jersey Lawyer points out, for example, 

that a male attorney who leaves work early to be with his children is 

seen as a good father, while “a woman who does the same thing is often 

seen as a slacker.” 

Trying to understand why women in male-dominated occupa-

tions are at higher risk of alcohol-related problems, some researchers 
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point to the stresses that come from built-in obstacles—the stress of 

competing with men on an unlevel playing field. However, the connec-

tion between work-related stress and drinking is inconclusive. A more 

evident factor is that opportunities to drink with coworkers are 

increased when the norms are established by men. Social scientists talk 

about “workplace culture,” the shared vocabulary and understanding 

among workers about values, rules, conduct at work, social and work-

ing organization, and collective beliefs. This culture influences workers’ 

behavior—including drinking—both on and off the job. Studies of 

railroad workers, tunnel builders, and assembly line workers, for 

instance, have documented social situations important in developing 

work-related drinking networks. 

Among lawyers, especially at large and medium-sized firms, 

there is substantial pressure to socialize informally and formally with 

colleagues at events where alcohol is almost always present. Not show-

ing up can knock you off a partnership track, for in these social con-

texts, lawyers make connections, showcase their strengths, and are 

informally evaluated by their colleagues. Firms hold dances, dinners at 

restaurants and country clubs, parties, and weekend retreats, where 

alcohol almost always lubricates the conversation. Coworkers often get 

together for drinks after work. For anyone predisposed to a problem 

with alcohol, there are ample opportunities to develop it. In addition, 

an attorney’s life may become unbalanced, with work as the sole focus 

and friends belonging to the same profession. This, says the clinical 

psychologist and attorney G. Andrew Benjamin, is “a telescopic life.” 

Strong outside relationships may be difficult to maintain; but without 

them, says Benjamin, lawyers are more vulnerable to alcoholism and 

depression. 

Law has become known as a high-risk profession for alcohol prob-

lems, though there are no reliable data on the rate of alcoholism within 

the profession. One commonly cited study found that among lawyers 

who had practiced for two to twenty years, 18 percent developed prob-

lem drinking, and among those practicing for twenty years or more, the 

figure was 25 percent. Such statistics are hard to interpret because they 
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are not broken down by gender, and men have a higher rate of alcohol 

problems than women. In addition, this study has been criticized for 

not being sufficiently rigorous. The American Bar Association itself 

estimates that 15 to 18 percent of lawyers abuse alcohol or drugs. 

William John Kane, director of the New Jersey Lawyers’ Assistance 

Program, is skeptical about the idea that lawyers are at an especially 

high risk of alcoholism. “I don’t think attorneys have more problems 

than the rest of the world,” he told me, “but they do have special barri-

ers to recovery. They have great argumentation and advocate skills, so 

they can keep people at arm’s length.” He added that if, among lawyers 

who drink, one in ten has an alcohol problem—the same proportion as 

the rest of the population—the issue needs attention. 

In recent years, as this problem has entered public awareness, the 

profession seems intent on breaking through its denial. In 1988, the 

American Bar Association created the Commission on Lawyer Assis-

tance Programs (previously called the Commission on Impaired Attor-

neys), and now all fifty states have lawyer assistance programs that 

educate the profession on substance abuse and facilitate treatment. 

Though reliable figures are scarce, many other occupations are 

thought to have high rates of substance abuse, including physicians 

and airline pilots, whose professional associations were the first to 

apply monitoring programs to protect the public and encourage reha-

bilitation. 

In Alice’s experience, frequent heavy drinking among lawyers was 

the norm, and in this context, her alcoholism went unnoticed. “It 

wasn’t until I started going out with old friends I’d grown up with 

who’d gone into business that I started to notice my drinking was 

heavier than theirs,” said Alice. “They didn’t want to go out with my 

professional friends because we drank too much! That’s when I started 

to see a discrepancy and, on some level, began to wonder if I might 

have a problem.” 

When she got sober, she found that not drinking at all in a male-

dominated workplace introduced problems of its own. At first, she 

was hugely relieved and quite open about telling people in her firm 
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that she had been to treatment. “I was just so happy that there was 

something I could do to make me stop feeling the way I felt before,” 

she said. Lawyers in the firm continued to meet during happy hour at 

bars, and nobody pressured her to go. At her next job, with the state 

legislature, Alice’s boss was protective of her once she told him she 

was in AA. “When we’d go out to dinner and the waitress asked about 

drinks, he’d say quickly, ‘Alice doesn’t drink!’ It was a little uncom-

fortable, but it made me feel safer at the time.” But much of the leg-

islative work was accomplished over drinks, and Alice sometimes felt 

handicapped, as if she had to try twice as hard to be accepted as part of 

a working group. 

Now in her fourth year of sobriety, Alice has taken a new job with 

a telecommunications company in its government relations depart-

ment—where 70 percent of the employees are men—and not drinking 

has bothered her a good deal more. “It’s not that I wish I could start 

drinking,” she said, “but I’ve felt a lot more pressure. Recently we all 

went to a three-day conference where there was a lot of drinking. I 

hated having to explain, and this now weighs on my mind. I don’t 

know how much of this is in my head, but at the conference, when peo-

ple were partying at ten o’clock at night, I didn’t want to be around 

them. I was tired, and I didn’t have that kind of energy buzz you get 

when you’re drinking. I missed out on a lot of the bonding—it hap-

pens when people are staying out later, telling jokes, finding opportu-

nities for getting to know each other. I feel that I have to work a lot 

harder to compensate. In the profession I’m in, a lot of it is your per-

sonality. You need to be on, and they need to see that you relate well to 

others and that you can network. At parties, people impress each other 

with their social skills, and those skills are what you need in the gov-

ernment relations business. Lobbying is one of those places where social 

life and drinking are a primary part of the job.” 

Since drinking can be a symbolic expression of power, and since 

it is generally less socially acceptable for women, women in male-

dominated jobs who do drink may be in a double bind. Should they tell 

jokes, communicate, and drink like a man, and risk being seen as 
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behaving inappropriately for a woman? Or should they adhere to tradi-

tional expectations about women’s behavior, and risk being seen as 

unassertive and inadequate? Alice’s fiancé is also an attorney. Recently 

they went to a Christmas party for his firm. “A lot of people were 

drunk. A lot of men got sloppy,” said Alice. “But the men who got 

obnoxious—you could see that people thought it was funny, and they 

didn’t lose respect. But the one person who stood out was a woman, 

and I’ve heard repeated comments about her ever since. She was not any 

more sloppy than the guys—just loud and slurring her words, kind of 

hanging on people—but everybody noticed her.” 

A working woman who drinks too much is more noticeable than 

a housewife who drinks at home. Historically, women with alcohol 

problems tended to quit their jobs before being identified by employee 

assistance programs. Today, they are more likely to stay and seek treat-

ment, and perhaps this is evidence that the stigma associated with 

drinking for women is lessening, at least a little bit. 

It isn’t easy to find the right balance. An effective state legislator 

from Missouri told me that she always orders one scotch with the men, 

then quietly switches to water, which gives her an advantage in negoti-

ations. Although Alice struggles with the image she projects by not 

drinking, she feels she has it easier than her husband, who is also in 

recovery. “I stand out less when I don’t drink,” she says. “I’m not drink-

ing like the other lawyers, but I’m abstaining like a woman. When he 

doesn’t drink, he doesn’t fit either the typical behavior of a lawyer or 

the masculine stereotype.” Alice notices, too, that there seems to be less 

pressure on the older women lawyers to drink. “A lot of women attor-

neys at that party who had young children weren’t drinking. I felt that 

because I’m younger, there’s more expectation for me to drink. I’m still 

in that party stage of life.” 

While an occupational culture can influence drinking and put a 

woman more at risk of developing problems, there’s no simple correla-

tion, and again, it’s risky to make generalizations. Dana, whose 

dependence on alcohol landed her in treatment in her late twenties, 

pointed out that it’s hard to separate cause from effect. She drank heav-
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ily in college, and even more heavily when she started work at a bank. 

“The way the bank worked, I was a team leader, with the salespeople 

under my direction. We entertained clients to try to get their business. 

You’d go to a steak house for lunch and drinks, go to receptions before 

an art opening or a play. I was single and worked downtown, and I got 

paired up with men. I was the hostess. The men drank like sailors, and 

I got right in there with them.” But Dana doesn’t blame her drinking 

on the atmosphere at work. “Bankers aren’t notorious for swinging 

from chandeliers,” she said. “I was seeking my own level, and I man-

aged to find the frat house in a conservative industry.” 

Some female-dominated occupations may also put women at 

higher risk of heavy drinking and problem drinking. Nurses and flight 

attendants, for instance, are subject to many risk factors. Studies of 

women in England and Wales have shown high rates of mortality from 

alcohol-related causes among hairdressers, bar staffers, and women in 

artistic and literary occupations. 

D R I N K I N G  O N  A N D  O F F  T H E  J O B  

When working women do have problems with alcohol, what hap-

pens to them and to their jobs? How are they treated by their employ-

ers and fellow workers? What are their chances of getting help? 

In a study of 301 white middle- and upper-income alcoholic 

women from outpatient and inpatient treatment centers in Michigan, 

Edith Gomberg asked about drinking in the workplace. Fourteen per-

cent of those in high-level occupations, 21 percent in middle-level 

occupations, and 36 percent in lower-level occuations reported drink-

ing at work. All the alcoholic women reported that much of their 

drinking was done at home, though those in their twenties reported 

more drinking in public places. Some anecdotal evidence suggests that 

employers are more likely to protect female workers who have alcohol 

problems, concealing these problems as long as possible. (One woman, 

for instance, told me about the boss who simply had her lie down on a 

couch until she sobered up.) The latest studies, however, find no evi-
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dence of gender differences in treatment referrals, except that in the 

previously cited study of employee assistance programs, women’s refer-

rals were more likely to come through the recommendation of a 

coworker or a boss than through a formal evaluation process. 

Though federal cutbacks and managed care have meant that many 

women are not getting the kind of treatment most appropriate for 

them, a positive effect has been a new emphasis on early detection of 

alcohol problems. This trend is a result of the realization that preven-

tion and early intervention are much less expensive than treatment of 

an established problem. The changes are by no means universal, but in 

some workplaces the norms are shifting. Dale, a computer program-

mer, said that only nine years ago she worked with a group of people 

who put in twelve-hour days, and who would bring wine into the com-

puter room after hours. Now, she says, “Nobody drinks on the job, and 

nobody laughs at excessive drinking. There’s a new level of concern and 

an awareness that help is available.” 

High-achieving women like Alice are not generally at risk of 

alcohol problems—in one study, women with a professional or gradu-

ate degree were least likely to have had five or more drinks at one sit-

ting on two occasions in the past month. But high-ranking female 

executives may be more likely to be drinkers than women of compara-

ble age and education in lower-level jobs. A study conducted in 1992 

found that among employed women, those in higher-status (manage-

rial and professional) occupations had a higher prevalence of drink-

ing—though not of alcohol dependence. This may be another aspect of 

drinking in male-dominated work environments. High-status women 

with drinking problems were four times more likely than high-status 

men to quit their job. 

A L C O H O L ,  S E X , A N D  T H E  W O R K P L A C E  

The most explosive situations at work develop when a woman’s 

drinking coincides with a habit of using sex to get power, control, and 

physical affection. 
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Kelly, now thirty-seven, grew up in a wealthy suburb where her 

material needs were met in plenty, not her emotional needs. “My par-

ents were Germans raising American children,” she told me, “and they 

had no idea how to manage us. My mother was ultracontrolling and 

moody—I don’t think she liked being a mother. She hit us all a lot, but 

I was the most rebellious and the most pissed off and the most willing 

to say it, so I got singled out for a lot of her abuse. I used to sit there and 

let her beat me, until my brother told me, ‘If she touches you, you need 

to hit her back.’ One day she did, and I exploded. I pounced on her, I 

beat her, I clobbered her—she ran to her room or I swear I would have 

killed her. A normal mother would have had me institutionalized.” 

Kelly never received encouragement and praise from her mother 

and father, or the parental strength and protectiveness that all children 

need. Without this care and acceptance, she could not learn to love her-

self. Instead, she grew up hungry for attention from other people, some 

form of proof that she was real and that she mattered. At the age of 

twelve, she discovered that alcohol temporarily filled up her emptiness. 

At about the same time, she discovered that her stunning good looks 

gave her power over men. On the surface she was vital and attractive, 

full of fun and mischief. When men fell for her, it gave her a heady feel-

ing. Sex was a way of getting the attention she so desperately craved, 

and it substituted for genuine attachments. 

Although she drank heavily and took drugs, Kelly did well at col-

lege. Afterward, she went to work at an insurance company in New 

York “in their little blue-blazer section.” It was trouble from the begin-

ning. Her reputation for drinking and easy sex grew. One colleague in 

particular, “a pretty snazzy salesman,” used her to entice his clients. “I 

wasn’t on this salesman’s team,” Kelly told me, “but whenever he had 

to entertain clients I was always invited. I was young and pretty and I 

laughed and drank a lot. There was always a chance that some dopey, 

stupid client would think I’d do anything to close a deal. My colleague 

played that card pretty heavily.” After such an evening, Kelly couldn’t 

always remember what had happened. “I’d go to people in the com-

pany, totally ashamed and full of remorse, trying to find out.” 
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As her addiction got worse, Kelly tested the limits of her power 

over men, and her fantasy that she could get away with anything. “It’s 

not that I was trying to sleep my way to the top,” said Kelly. “I was just 

so crazy I didn’t know what I was doing.” The last straw for her com-

pany came at a business dinner: drink in hand, she whispered to her 

boss, “I’m interested in fucking your friend.” The friend was another of 

her bosses. The next day she was fired. 

This was the early 1980s. It is interesting to note how different 

this story would sound if Kelly were a man. For so many years, if a male 

employee propositioned a female employee at a cocktail party—a 

familiar form of sexual harassment, usually with the male in the posi-

tion of authority—it would have been shrugged off. If the drinking 

looked like a problem, the offender might have been urged to get treat-

ment instead of being summarily dismissed. The sexual overtures 

would be explained away as “just being drunk.” In Kelly’s case, her 

drinking was an additional insult, heaping shame upon shame. 

Kelly has now been sober for fourteen years, but she still feels 

humiliated when she remembers this incident. Though she has sorted 

through many of the problems in her life, on some level, she said, she 

thinks of herself as a “slut,” and she can’t get over that. Describing her 

struggles both while she was drinking and in sobriety, she spoke in 

terms of her bad behavior, her shortcomings, and the things she needed 

to “work on” in herself. 

Kelly is devoted to AA: “What’s not to like? It’s fun! People 

make you laugh at all the miserable shit you’ve been through, they ask 

how you are, and they care.” She also remarked, though, “The people 

who have a harder time in AA are women. A lot of women don’t ever 

really recover.” In particular, she said, she and all her recovering 

women friends struggle with relationships, and with shame about their 

sexuality. 

Kelly’s framing of her behavior as a personal problem, stemming 

from character defects which are part of the disease of alcoholism, 

reflects her immersion in the twelve-step philosophy. This model 

encourages her to make a disciplined effort to change, and that is its 
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lifesaving power. She continues to be cheered and supported by AA 

meetings. I never questioned the importance of AA in her life, but 

hearing about her bouts of self-loathing through many years of sobri-

ety, and her redoubled efforts to “fix” herself after every disappoint-

ment, I began to wonder whether she, like many women, might be 

helped by another perspective. I wondered whether Kelly’s sense of 

shame may seem insurmountable because it reflects her internalization 

of attitudes she grew up with, ideas about what it means to be female 

in a society that both covets and despises women’s bodies. Was it really 

all her fault that she had chosen the role of femme fatale, or does she have 

reason to be angry about prevailing attitudes that lead so many women 

to conclude that their bodies are their best means to power? Might it 

not be appropriate—and freeing—for Kelly to be angry at that col-

league who used her sexual availability to clinch his business deals? 

And what about the company that tolerated this but did not tolerate 

her propositioning a man who had power over her? Kelly spoke of her 

failed relationships as if she were always in the wrong and the man 

always in the right. Was her focus on individual, spiritual, and emo-

tional progress encouraging her to accept all the blame in situations 

where blame should be shared? 

Walter Brownsword, who is on the staff of the University of Ver-

mont Counseling Center, notes that many addicted women believe 

they were born with a basic fault, as if they were a “demon seed.” For 

them, the disease concept, which is meant to be freeing, sometimes 

backfires. “They hear it as, ‘You’ve got this dormant thing in you 

that’s going to torture you for the rest of your life,’ ” said Brownsword. 

He finds it helpful to get his clients thinking critically about what 

they believe it means to be a woman or a man in our society, the con-

ditions that led to their negative view of themselves, and the context 

in which they learned to avoid themselves and pay no attention to 

their needs. Just as, in early sobriety, the disease concept allows many 

alcoholics to stop blaming themselves because they see the physiolog-

ical basis of addiction, a deep understanding of the social and cultural 

context of women’s self-loathing may be critical to women who wish 

to be free of it. 
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Sharon, a secretary and single mother from Las Vegas, identified 

with the women Brownsword describes. Sharon got sober in AA, but 

for many years, she said, “I was still in hell. There was a guy at one of 

the meetings I attended who used to introduce himself by saying, ‘I’m 

Mike, and I’m a degenerate drunk.’ That pretty well summed up how I 

felt during my eleven years in AA.” When Sharon heard about a 

sixteen-step empowerment group that took a different approach, she 

decided to give it a try. There, she was encouraged to look at the shame 

she had experienced growing up with a stepfather who was a drill 

instructor in the military, who liked to comment on women’s stupidity, 

and who called Sharon a “stupid Polack.” “My mother was terrified of 

him, and we walked on eggshells around this man. My idea of a 

woman? Fear and service.” 

Sharon came to understand that she had been set up to feel bad 

about herself, and that her drinking was a defense against depression. 

“That understanding gave me back my power,” she said. “Very simply, 

I realized that I could make my own decisions. The power within me 

was truly there. I had energy and rights. It made me feel free. Instead of 

feeling defective, I knew how I got where I had been, and that it wasn’t 

really my fault.” 

Dale, a forty-eight-year-old computer programmer in Washington 

state, came into her own within the framework of AA. Her lowest 

point came when she was fired after one week as a secretary, because, as 

she was told, she “didn’t have enough self-confidence to do the job.” 

Today she is a high-ranking employee, earning a generous salary. 

Dale also risked her livelihood by mixing drinking, sex, and 

work, though her story is different from Kelly’s. Her alcoholism didn’t 

develop until she was in her late thirties, and at that time, the only 

man she’d slept with was her husband. When he left her for another 

woman, she started drinking heavily and taking Valium. Two years 

later, she began affairs with two men at work. One, a consultant for her 

company, was married, had children, and was twenty years her senior. 

Since he lived in Georgia, the two met for secret weekend trysts at 

places across the country. “He’d pay for my airfare, and I’d fly to meet 
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him,” said Dale. Meanwhile, her boss—a Mormon with four children 

and a fine reputation—became infatuated with her. The two began 

meeting secretly. “We talked and fondled—it was an ‘everything but’ 

relationship,” Dale told me. “He thought I was just wonderful. He 

couldn’t communicate with his wife, but he liked my mind and my 

energy and my interest in life. I was passionate, and he liked that, too. 

We would neck like teenagers in a parking lot. Once the police came 

by and checked us out—just like in high school.” 

Dale would get drunk with her lover from Georgia, but her boss 

didn’t drink, and she never drank around him. Mostly, she drank alone 

at home. “If I’d been in a decent state,” said Dale, “I never would have 

let this happen. It’s not something I ever could have imagined doing 

before, and not something I can imagine doing now.” 

Her situation came to a crisis when her lover in Georgia devel-

oped prostate cancer. She’d seen him on New Year’s Eve, and he was 

dead in July. During that time he called her every day, from the hospi-

tal and from home. His wife called Dale and said, “I know he loves you. 

He’s talking about going to live with you. Please talk him into waiting 

until he’s well.” Dale recalled, “He wanted to come out here and live in 

the woods with me and my kids!” Three weeks before his death, his 

wife called back and asked Dale not to talk to him anymore—it was too 

hard on her and on him. “I heard about his death from a friend,” Dale 

said sadly. “I felt as though I deserved all that pain.” 

This was a turning point. Dale decided to grieve without any dis-

tractions. She cut off her relationship with her boss. After a frightening 

blackout—she woke up with her ten-year-old son beside her and didn’t 

know when he had come into the room, or who had written the notes 

she found beside her—she never had another drink. 

Dale believes that her loneliness, her drinking, and her affairs 

were all interconnected, part of the larger problem of her wounded 

self-esteem. “It’s a pretty low blow when someone leaves you for 

someone else,” she said. “I thought this woman my husband loved 

had something I did not. In my sick mind, I thought, my husband 

may have left me, but I must be okay because I am able to attract 
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these two married men. It’s a powerful feeling to think that a married 

man will choose you to spend time with over his own wife, and risk 

his job.” 

At the time, Dale was not aware of this motivation. She was in 

love with the consultant from Georgia, she had fun with her boss, and 

she treasured their physical closeness. “I didn’t have a conscious feeling 

of power, but it played a part. A smart man who is successful in his 

field pays attention to you—it’s a tremendous ego boost when you feel 

worthless. It’s a great feeling to have someone risk his marriage for half 

an hour with you after work. 

“It’s been six or seven years since I felt that worthless. . . . The  

way I acted was out of character for me. Now I have such compassion 

for other women when it happens to them! I haven’t known anybody 

who’s had a series of affairs like that and healthy self-esteem. It’s all tied 

up and related.” 

Indeed, at that time Dale was hardly capable of thinking of her 

best interests. She could think only of the potential consequences for 

her boss. If their relationship had been discovered, he would have been 

badly hurt, “professionally, as well as personally and in his marriage.” 

She never gave a thought to the risk she was taking. Only now, looking 

back, does she see the danger. “I was risking my livelihood, that’s for 

sure. I was a single parent making just enough to support myself. The 

only other person in my office was a longtime friend of my boss, and 

she was loyal to his wife. Either she or I would have had to leave, and it 

probably would have been me. I don’t know what would have hap-

pened to me.” 

Dale has used her eight years of AA membership to achieve not 

only sobriety but also satisfaction in her career and in a new marriage. 

Most important, she has rebuilt her confidence; she no longer depends 

on external validation, because she believes in her soul that she is 

worthy. 

Interestingly, Dale attends two different AA meetings, each for a 

different purpose. One, she said, is mostly men, many of whom are 

newly sober. At this meeting there is a certain grit, a life-and-death fer-
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vor, which she appreciates. At the other meeting, all the participants 

are women who have been sober for a while, and the word “alcoholic” 

often doesn’t come up. The women focus on helping each other with 

problems that arise at work and at home. During our interviews, Dale 

twice remarked that, compared with many of the people at her AA 

meetings, she was “coming from a different place.” I wondered if her 

ability to thrive within AA was related to her clarity about her own 

perspective. 

It is worth remembering that the recovery movement itself is vast 

and contains many conflicting impulses and social currents. For all its 

emphasis on personal transformation, it has not escaped a feminist-

influenced consciousness about women’s issues, and this awareness may 

be getting stronger. Something is shifting when, as noted earlier, a 

lawyers’ magazine points out that the profession’s attitude toward 

women attorneys makes it tough for them to seek help for addiction. 

Indeed, in the last two years community recovery support programs 

have sprung up across the country. Unlike AA (which, as they point 

out, must remain “apolitical”), these organizations endorse and oppose 

specific causes related to preventing addiction, to treatment, and to 

recovery; advocate for policy changes; and work to reduce the stigma of 

addiction. 

It remains to be seen what course these organizations will take, 

but the trend looks promising for women. For example, the Woman’s 

Consortium, which is based in New Haven, Connecticut, is an advo-

cacy group that works on behalf of women with mental health prob-

lems, especially those with addictions. Conventional treatment, which 

emphasizes breaking through an alcoholic’s denial, is often not relevant 

to poor women who are not able to meet their basic needs and who are 

most often victims of trauma. The consortium puts pressure on the 

government and on treatment providers to address these women’s 

trauma, assist with housing and transportation for them and their chil-

dren, and offer job counseling. It’s an approach that looks realistically 

at the role of social context and personal experience in these women’s 

addictions and sees their medical, emotional, social, and spiritual needs 
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as part of the same picture. Instead of resigning itself to crisis manage-

ment, expecting these women to live from relapse to relapse, the con-

sortium hopes to empower them so that they may become confident 

enough to tend to their own needs and contribute to the workplace and 

their communities. 
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7  
Love Hunger 

In the testimonies of women alcoholics,  alcohol 

is often referred to as an actual partner in a relationship: “Alcohol was 

my true love; I never went to bed without Jack Daniel’s.” Caroline 

Knapp, in her memoir Drinking: A Love Story, writes: 

Our introduction was not dramatic; it wasn’t love at first sight, I 

don’t even remember my first taste of alcohol. The relationship devel-

oped gradually, over many years, time punctuated by separations 

and reunions. Anyone who’s ever shifted from general affection and 

enthusiasm for a lover to outright obsession knows what I mean: the 

relationship is just there, occupying a small corner of your heart, 

and then you wake up one morning and some indefinable tide has 

turned forever and you can’t go back. You need it; it’s a central part 

of who you are. 

Like the touch of a lover, alcohol brings ease, warmth, excite-

ment, and oceanic feelings. It melts away self-consciousness. It offers 

courage. It brings out wit and charm. Many drinkers—not only alco-

holics—savor the rituals of drinking: ice in a bucket, wineglasses and 
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tumblers, and special recipes, like vermouth passed over a glass of gin 

for a perfect martini. Expectations about how alcohol will affect you are 

a significant factor in the development of drinking habits. Several 

women with whom I talked remembered the excitement of their par-

ents’ cocktail hour: the hors d’oeuvres and gin-soaked olives, the way 

their mother’s laugh changed and her spirits lightened, their father’s 

joviality, the way the kids were suddenly allowed a longer leash but 

still wanted to play nearby, in the aura of beneficence and humor. 

Over time, for an alcoholic, a drink becomes not just a positive 

experience but a necessary one. She begins to organize her life around 

alcohol. Anything that gets in the way—relationships or obligations— 

may be dropped, because she believes she can’t survive without it. 

Meanwhile, as tolerance develops, the initial comfort alcohol brought 

may have dropped away. Now she needs to drink to stave off with-

drawal pains. The hypnotic lover becomes a demon lover, consuming 

time and energy, giving nothing in return. “I think of alcoholism as 

possession,” I was told by a man whose wife is actively drinking 

although the courts have ordered that she cannot be with their children 

alone until she achieves three months of sobriety. “It’s like a slug at 

your brain stem that’s indifferent to human life. It wants only to pre-

serve itself. It will ride its host and won’t interfere except insofar as it is 

threatened. Then it saps your emotions and your mind. It takes over 

your will. It urges you to give up everything you used to love, so you 

can keep it alive with drink.” 

Often, women are introduced to alcohol and drugs through a 

romantic relationship; when the relationship fails, the alcohol and 

drugs fill the gap. Because of this, and because unhealthy relationships 

with men frequently undermine women’s recovery, a new model is 

developing as a way to conceptualize women’s addiction. Taking off 

from relational theory (which, as described in Chapter 5, stresses rela-

tionships as the framework and context for women’s growth), this 

model sees the essence of addiction in troubled relationships, where 

love for a drug increasingly cuts the drinker off from connections to 

human beings. Diane Byington, Ph.D., who has a private practice in 
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psychotherapy in the Denver area and has written on relational theory 

and addictions, says, “When women are in relationships with men 

where they’re offering everything and not getting much back, the rela-

tionship to a drug starts to seem a lot more appealing—it feels a whole 

lot safer.” Men also retreat from human relationships to relationships 

with objects or experiences, and they often understand what Byington 

is suggesting when she asks if they have a relationship with their car. 

She finds that talking about what makes a relationship mutual and ful-

filling allows clients to realize how isolated they have become. “Recov-

ery is about ending the relationship with alcohol and drugs and 

rebuilding essential connections: to yourself, to a higher power, and to 

other people.” 

Some recent research lends credence to the relational approach. In 

an article analyzing data collected over ten years from a representative 

sample of 696 American women, Sharon and Richard Wilsnack evalu-

ated how well women’s personal and social characteristics predict their 

drinking behavior. They found three specific patterns of predictors of 

problem drinking. The first, confirming much other research, relates to 

adverse childhood experiences; the second to a lack, loss, or impairment 

of interpersonal ties; and the third to these women’s expectation that 

alcohol would make them more self-confident and less sexually inhib-

ited. “The common denominator of all three patterns is women’s rela-

tionships,” Sharon Wilsnack told me. “Even early experiences such as 

sexual abuse, which is a powerful predictor of drinking problems 

decades later, may be important largely because of their long-lasting 

effects on women’s relationships. It could be that the current bad rela-

tionships fuel the drinking.” Wilsnack cautions, “All of this is inter-

pretation, but the relationship theme makes sense.” Many of the 

Wilsnacks’ findings support this perspective. Drinking alone, for 

instance—“the solitary, norelational variable,” Sharon Wilsnack 

jokes—was a predictor of a range of drinking problems. Perhaps most 

persuasively, women who reported having a single confidante over a 

long stretch of time—even women predisposed to alcoholism by a 

range of high-risk factors—were unlikely to develop alcohol problems. 
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It’s not possible to sort out cause and effect here. Most likely, cause and 

effect work in a reciprocal fashion. Alcohol abuse gets in the way of 

relationships, but if you are grounded in a sustaining relationship, you 

aren’t as vulnerable to alcohol’s pull. 

Sometimes, the relationship between romance and alcohol is not 

what it appears. When women drink to tolerate a difficult relationship, 

economics can be the hidden factor. Sarah, for instance, who had just 

completed four weeks of inpatient treatment when I first spoke to her, 

told me she felt good for the first time in fifteen years. The staff had 

advised her to go directly to a halfway house for at least three months, 

because they believed that if she returned right away to her boyfriend, 

Sam, she would surely drink. Sarah believed that those three months 

would undo her relationship altogether, and so she went back to Sam, 

the love of her life, and resumed drinking eight weeks later. 

She was not, as it first seemed, simply blinded by love, though she 

spoke of her great need for Sam, and she clearly felt affection for him. 

She was also concerned about her ability to care for herself. She had a 

history of panic attacks that had gotten her fired from several jobs. She 

would open her mouth to speak, but no sound would come out, and she 

would flee. Sarah was afraid of slipping, as she said, all the way into the 

gutter. Sam was abusive and goaded her into drinking, but he sup-

ported her. 

Women’s relationships are also complicated by the way alcohol 

affects sexuality—both psychologically and physiologically in contra-

dictory ways. Many cultures throughout history have associated alcohol 

and other intoxicants with enhanced sexuality. The truth is that physi-

ologically, alcohol—especially in large doses—diminishes sexual 

arousal by reducing the blood flow to the genitals and decreasing the 

intensity of orgasm. Alcohol can also affect the hormonal cycle and 

deaden the senses. Yet women generally report that drinking enhances 

sexual pleasure. Why should this be so? It may be that some women’s 

anxiety about sex overwhelms their capacity to enjoy it while sober. For 

them, the disinhibiting effects of alcohol may more than compensate 

for its negative effect on blood flow. It may also be that some of the 
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general excitatory effects of alcohol get interpreted as sexual excite-

ment, or even, as one study suggests, that alcohol increases women’s 

testosterone level, which may heighten sexual arousal. Finally, the age-

old belief that alcohol heightens sexual excitement may be more pow-

erful than women’s own experience. In a study at the University of 

California at Los Angeles, Linda Beckman and her colleagues asked 

sixty-nine female volunteers, aged eighteen to thirty-four, to keep a 

daily diary through two to three menstrual cycles, recording all they 

ate and drank and all their activities. Afterward, when the women 

filled out a retrospective questionnaire, they reported that alcohol stim-

ulated them to initiate sex. Their daily diaries, however, showed no 

such association. These women had just finished observing themselves 

under a microscope and yet were unable to interpret accurately what 

they had observed when it did not match preconceptions about alco-

hol-induced sexual assertiveness. This should not surprise us. When 

our culture tells us that something is true, we tend to see it even when 

it is not there. 

In spite of women’s reports that alcohol enhances their sexual 

enjoyment, however, sexual dysfunction—lack of interest or enjoyment 

in sex, few or no orgasms, or pain during intercourse—remains a robust 

predictor of continuing alcohol problems. This reflects more than alco-

hol’s negative effects on sexual function, since for many of these women 

sexual dysfunction preceded heavy drinking. Researchers suspect a spiral 

in which women drink because they believe it will help them loosen 

up, but the alcohol dulls their senses and makes them less sexually 

responsive, which increases their anxiety and their wish to drink to 

loosen up. 

Drinking, then, may look like a way of managing one’s sexuality, 

of tolerating a relationship that is distasteful, or altering oneself to 

make a relationship work. It can also coexist with the hungry pursuit of 

romance, which has its own relentless cycle, similar to alcoholism: 

pleasureful anticipation, an initial high, and then a crash—emptiness, 

shame, and desolation, and an urge to seek relief by pursuing another 

romance. 
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Sophie’s  Story 

Sophie is a forty-six-year-old dancer, now sober for six years. She thinks 

of her twenties and thirties as “gray, foggy stretches of time alternating 

with big bursts of drama.” She had a tendency to engage in “wildly 

tempestuous affairs with totally inappropriate men”; the members of 

her dance company would comment, “Who needs Dynasty and Dallas 

when we have Sophie around?” Tall and jaunty, blond, with a toothy 

grin and natural warmth, she has a way of attracting “difficult men”— 

but it’s easy to see how anyone would be attracted to her. 

The daughter of a teacher and a social worker, Sophie had “a con-

ventional, small-town, WASP upbringing.” Though her parents drank 

very little, Sophie’s father was volatile. He could be adoring, but he 

could also break into sudden rages that terrified his daughter. Sophie 

became tense, eager to please, and somewhat prone to depression. An 

excellent student, she went to college at the age of sixteen. She was very 

hard on herself and never satisfied with her work. “No wonder I became 

a dancer,” said Sophie. “It’s a perfect profession for a perfectionist. In 

your body and in your movements, you always fall short of the ideal.” 

The first man Sophie got involved with—she married him in her 

early twenties—was twenty years her senior and, like her father, 

volatile. He was also an alcoholic. “A tumbleful of vodka with a little 

tomato juice was his idea of a Bloody Mary. And for the seven years we 

were together, I drank whatever he put in front of me. It made me less 

self-conscious and inhibited; I felt funnier, prettier, warmer. Alcohol 

works—at least in the beginning.” She recalls long, soulful conversa-

tions with her husband: “I thought we communicated best when we 

were drunk—though I didn’t remember anything the next day.” 

Like so many women, Sophie was introduced to alcohol by a lover. 

Her drinking started in the service of a relationship, then gradually 

took over and replaced the relationship. Sophie’s husband deteriorated 

quickly from using alcohol and drugs. She watched him desperately 

trying to find a balance between barbiturates and alcohol—taking one 

for energy, the other to calm himself down. “It seems incredible to me 
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now, but I really didn’t know what the problem was. I knew that some-

thing was wrong. I told him, ‘I feel like I’m on a sinking ship, and I 

have to get off, or I’m going to go down with the boat.’ ” 

Finally, Sophie left him. Soon afterward—as if she’d been a 

prophet—she heard that he had drowned while swimming in the 

ocean. He had probably been drunk at the time. 

At age thirty, Sophie was alone for the first time in her life. “It 

was intolerable to me. I’ve heard the phrase ‘attachment hunger,’ and it 

rings a bell for me—I had it in spades. That’s when I bought my first 

bottle of alcohol, all on my own. It was a bottle of gin.” The gin dis-

tanced Sophie from her painful feelings, the longing for romance and 

affection, and the fear that, on her own, she was only half a person. It 

also gave her a focus outside herself, a focus that became a preoccupa-

tion and then an obsession. Even as, unconsciously, her fears began to 

grow, she began an internal dialogue that many of the women I inter-

viewed spoke about, familiar to drinkers in denial: the hundred ways of 

proving to herself that she did not have a drinking problem. “I put the 

gin on the shelf, and I said to myself: this will last a week. That seemed 

an acceptable amount to drink. I made it last exactly a week, and 

immediately bought another.” 

During this period, Sophie was touring with her dance company 

and doing some teaching. Her work acted as a control. She didn’t drink 

until the evening, and if she woke up sick in the night, the thought of 

having to dance or teach in the morning kept her from curing herself 

with another nip. She learned quickly that whatever she had in the 

house she would drink, so she bought half-pint bottles, poured a third 

down the drain, and drank the rest. At this level of consumption she 

avoided bad hangovers, and to her, it proved she was not an alcoholic. 

On her dance tours, she’d keep a bottle of gin in her handbag. 

When she put the bag through the X-ray machine at an airport, she’d 

be embarrassed by the outline of the bottle. The other dancers thought 

this was funny—and as it ended up, three of the seven women in her 

company became full-blown alcoholics. “We were traveling so often,” 

recalled Sophie, “and when we’d get in late at night, it seemed as if 
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there was nothing to do except have a drink. We weren’t doing drugs, 

thank God—we couldn’t afford it.” 

During certain blissful periods—a few months or a year—a new 

man could fill up Sophie’s emptiness. In the arms of her newest love, 

her boundaries melted away. Merging with a man, she was whole and 

complete. She felt safe and grounded. But as soon as any ambivalence 

entered into the relationship, she began to panic. She clung to roman-

tic expectations of a perfect love. She could not tolerate the complica-

tion of her own or her partner’s feelings—no anger was allowed, and no 

jealousy. Any leveling off of passion was extremely threatening to her. 

She saw no compensation in the return of ego boundaries, no freedom 

in the ability to turn her gaze elsewhere. For anyone, it’s frightening to 

see past the idealized image of a partner to the actual person. The 

compensations of mature adult love—support and companionship, 

acknowledgment and even celebration of difference—should make up 

for the loss of full-time rapture. For Sophie, the sense of her personal 

boundaries falling back into place plunged her into fear. She was right 

back where she had started—running away from the recognition that, 

in the end, no other human being could take responsibility for her, and 

no human being could make her safe. 

When each relationship ended, she’d “go scurrying off to a new 

therapist.” Her mood swings and erratic behavior might have alerted a 

counselor who was knowledgeable about alcohol problems, but none of 

these therapists asked about Sophie’s drinking, and she never told. 

Meanwhile, the alcohol that “worked” in the beginning now made her 

maudlin and depressed, weepy and hopeless. Her anxiety—which she 

thought she was curing with alcohol—deepened. 

Sophie, like so many alcoholic women, focused on her lovers’ 

problems with alcohol to keep herself from seeing her own. Lying in 

bed next to her new man one night, the two of them clutching their 

heads after too much gin, she had a little glimpse of truth: “I knew why 

he was clutching his head, and I said to myself, wait a minute—I’m in 

the same boat he is.” 

Not long after that, she had a dinner party in her one-room apart-
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ment, and at about ten P.M. she excused herself to lie down on her 

bed—two feet from the table—for a minute. She passed out. When 

she revived at three A.M. and found that the guests had gone, she was 

mortified. 

A few days later, another dancer called Sophie and told her she 

wanted to go to an AA meeting, because she was afraid she was an alco-

holic, and asked Sophie if she would come with her. “I graciously con-

sented,” said Sophie. “We went to the meeting. I kept going, but my 

friend never went back. 

“I still didn’t believe I was an alcoholic. I kept going as an anti-

dote to my loneliness. I was riveted by the honesty of the sharing. A 

woman there sort of appointed herself my sponsor, and to please her, I 

managed to stop drinking for ninety days. Then I celebrated with a 

drink, saying to myself, I guess I’m not an alcoholic if I can stop for 

ninety days. But I got another ninety days together, and then another.” 

Sophie never had another relapse. While she was freeing herself 

from the impulse to drink—understanding at last that no cure for 

loneliness could be found in a bottle of gin—she still believed in the 

power of a man to fill her life and make her feel complete. Instead of 

protecting herself during this difficult transitional time, she followed a 

new lover to London. “A job for me came up at the same time, and I 

thought it was meant to be.” When the relationship broke up, she 

found herself alone in a foreign city, disoriented and frightened. “I 

nearly died of loneliness,” said Sophie quietly. “I didn’t know it was 

possible to feel that desperate.” 

Sophie now believes that it was herself she was missing in those days. 

Having experienced herself as a satellite of her volatile father, she 

unconsciously revived those dynamics by finding new men to revolve 

around. They became the sun and she the moon, absorbing and reflect-

ing their light, power, and energy. When the relationships came apart, 

and the sun was gone, she entered the dark. She didn’t know where to 

go for energy and power, except to another man. 

Sophie is a graceful, vivacious woman, but she had no knowledge 
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of how to get access to her own resources and be nourished by them. 

Instead, in a process psychologists call projection, she attributed many 

of her own positive qualities to the men she adored. For as long as she 

could, she merged with those men in order to repossess her own powers. 

Relationships are doubly difficult when partners are stalled in 

their emotional development. Sophie still experienced herself as pas-

sive, instead of the agent of much of her misery and the source of her 

own strength. Her focus on men prevented her from becoming familiar 

and comfortable with her own needs and confident that she could man-

age them. Her wish to merge with a man arose from a part of herself 

that felt like an abandoned child. 

In discussing teenage girls, we noted that women and men with 

alcohol problems are often stalled in this way, especially if they began 

drinking before they consolidated their identity. In this respect, alco-

holics are not necessarily different from the many people without a 

drinking problem who grow up with a deficient or negative sense of 

themselves, shaped in part by their childhood environment and rein-

forced and re-created in unhealthy relationships with schools, teachers, 

and adult partners. A person who is not in the grip of some compulsive 

behavior can, if she chooses, carry on with a wounded sense of self; but 

the alcoholic, if she wishes to stay sober, will probably need to confront 

her pain and sadness. Getting sober is only the first step. Next comes 

the difficult work of healing, of identifying old patterns and letting 

them go, and starting over like a child, reclaiming one’s own voice and 

accepting one’s own feelings. 

Sophie spoke of her first years of sobriety as the most difficult 

period of her life. In London, she “lived at AA meetings,” leaning on 

other recovering alcoholics. This dependence was qualitatively differ-

ent from what she had experienced with her lovers and with alcohol. 

Now, support involved not a fantasy of merging, but rather learning to 

trust other people and allowing them to see her weaknesses and 

strengths. Feeling accepted at AA, she gradually became more accept-

ing of herself. She became aware of how self-critical she was, and as she 

began to let go of her negative judgments, a more compassionate atti-

tude rose in their place. 
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Years later, the circumstances of her life haven’t changed much, 

said Sophie—she’s still single, still dancing, still teaching—“but I’m 

much happier. I have sane relationships with men, and I don’t mind 

living alone. I don’t wake up shuddering with anxiety. I used to think I 

had to have alcohol to enjoy sex, but without it, sex is better.” 

At the moment, Sophie is struggling with the process of putting 

her mother in a nursing home, and she’s upset and sleepless. “Probably 

anybody would be. But I’ve learned I can get through hard times 

without drinking. I swim instead, a few times a week; I go to meet-

ings; I get myself a massage. I’m still prone to obsessive thinking and 

compulsive behavior; I could still drink if I ever forgot how terrible it 

is. I go to meetings two or three times a week to remind myself. They 

calm me down. Sometimes when I go I’m bored and tired, and I sit 

there with my eyes closed. But for an hour, I acknowledge that I have 

this problem, and everything in my life depends on my staying on top 

of it. 

“Drinking keeps you from growing up and dealing with life on 

life’s terms. It’s a constant avoidance technique. One of my lovers and I 

used to say that the others were grown-ups and he and I were adorable 

children who shouldn’t be expected to tend to the business of this 

world. It was a seductive way of thinking, and my lover—a writer— 

could capture the magic of that childlike perspective in his work. But 

now I don’t want to be a child any longer. I’m not running from respon-

sibility. I do my part, and I like that.” 

For Sophie and many other women I interviewed, their alcohol 

problems, painful as they were, became an opportunity to transcend 

the rigid structure of identity and to experience peace, connectedness, 

and gratitude. Their new lives are not about miracles but about open-

ing up to a whole range of experience, including such negative feelings 

as ambivalence, anger, and sadness—the feelings they used to try to 

medicate. The first months (and sometimes years) of sobriety can be 

agonizing. Alcohol used to provide a barrier against discomfort, but 

now that is gone. It takes enormous courage, enormous faith, to wait it 

out, holding on to the promise that the agony will subside in time, and 

you will learn how to manage your feelings. The pain and the cravings 
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may never disappear altogether. But although you may initially feel 

beset by hornets, eventually it is possible to brush them off. 

S E X U A L  S H A M E  A N D  I S O L AT I O N  

When drinking has been part of a larger picture of failed relation-

ships, early sobriety can plunge women into a period of intense shame. 

They are likely to condemn themselves. Instead of locating the prob-

lems in destructive relationships, they tend to blame their own defi-

ciencies. Certainly it is appropriate to look inward and assess one’s own 

capacity to change, but this perspective shows only part of the picture. 

Sophie’s relationships—in which the man’s needs were her preoccupa-

tion, she needed a man to complete herself, and romance was “forever 

after”—followed a familiar cultural script. Women tend to feel enor-

mous shame as they attempt to come to terms with their failed rela-

tionships, taking all of the blame and hurt upon themselves and letting 

their partners—and their culture—off the hook. 

Tamara’s  Story 

Tamara is a lively, articulate, attractive thirty-seven-year-old with a 

husky voice and a gift for vivid speech. When she got sober, she was 

stricken with shame about her “promiscuity,” a loaded word in alco-

holism research. In early studies, male alcoholics were said to have 

“numerous sexual partners,” while female alcoholics were “promiscu-

ous.” The behavior was the same, but the negative value judgment was 

aimed at the women only. Tamara described her self-loathing by telling 

me of a woman she had just read about. In a psychotic state, this 

woman killed her sleeping daughter to protect her from people who 

were coming to steal her and take her into slavery. “They put her on 

medication and gave her therapy every day,” said Tamara, “and gradu-

ally she came out of her psychosis. Then she began to realize the horror 

of what she had done. She’d killed her own daughter, and she had to 

live with that! I hadn’t killed anyone when I was drunk, but getting 
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sober and coming out of the fog, I realized—oh, my God, all the really 

horrible things I had done, the impression I had made on other people, 

and the pain I’d caused.” She felt helpless in the face of her self-

loathing. “I didn’t have coping strategies, but I still had all the prob-

lems that led me into my addiction. I felt a tremendous amount of 

sexual shame.” 

In fact, Tamara had little interest in sex when she was drinking, 

but she used men for access to alcohol and drugs. “They adored me; they 

thought I was beautiful. I would meet them at bars and attach myself to 

one, who would be sort of like an island for me. Home base. I felt a lit-

tle bit safer than when I was on my own. They’d buy me drinks. I rarely 

had any money.” Focused entirely on her addiction, Tamara would have 

preferred to avoid sex altogether. “But if things didn’t go quite right, 

that’s where I ended up. I’d lead someone on too far, and I’d feel obliged 

to have sex with him. Or the person who took me home would have 

ideas, and I’d be too drunk to fight it. Today they’d call it date rape. At 

that time, if they wanted to screw me, there was nothing to stop them.” 

While she was drinking, Tamara ran away from any man who had 

a crush on her. When she was sober, the roles were reversed. She 

became the pursuer, and any man she hooked up with ran away after 

one or two dates. “No wonder,” she told me. “I never said anything 

truthful to any of them. I told lies to boost my self-esteem—that I was 

filthy rich, for instance. They’d see that I was nuts, and leave.” Tamara 

felt used, degraded, ashamed, and very, very lonely. She spent hours 

each day fantasizing about romance, marriage, “and just someone who 

wouldn’t run away from me!” Young and beautiful, she had no trouble 

attracting a new man for one or two nights, and she fell into each man’s 

arms with the fervent hope that he would rescue her. When the man 

left, her self-recrimination intensified, and her fantasies picked up and 

led her into bed with someone else. 

Her actions may seem hard to comprehend. It makes no sense to 

try to cure sexual shame by sleeping with another man, just as it makes 

no sense for a remorseful drinker to reach for another drink. Yet such 

behavior is part of a common self-destructive cycle that picks up speed 
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when a person feels cut off from any sense of hope. When there is no 

real connection to self, lover, family, or community, shame and isola-

tion intensify, and so does the need for psychic numbing, which com-

pulsive rituals create. Said Tamara: “I replaced booze with sex.” 

Tamara’s loneliness stretches back to her difficult childhood with 

an emotionally absent father and a depressed mother who mostly 

ignored her but often flew at her with her fists. She now sees her 

drinking, her use of drugs, and her “revolving-door” relationships as 

desperate attempts to break out of an isolation so painful that she con-

sidered suicide. “I always felt haunted, just haunted,” she said. As she 

grows in her understanding of what makes a mutual relationship, she 

also looks more kindly on her past behavior, seeing her addiction and 

her indiscriminate sexuality as a drive to connect, before she under-

stood how to do so in a healthy way. Alcohol was a substitute “best 

friend,” she told me, and, “Sex was an attempt like all other attempts 

to get out of myself and try to make some connection with the 

world.” 

Now, although she has been sober for thirteen years, she still 

struggles with relationship problems. Not long ago, her fiancé broke 

up with her, saying that she was too disorganized and that he didn’t 

always feel loved. Painful as this was, it prompted a period of real 

growth, and Tamara is optimistic. “I’ve had an enormous amount to 

learn about relationships,” she told me. “I’ve had to learn how to be 

receptive to love, how to listen, and how to be honest. Each relation-

ship has brought me further along.” 

Tamara relies on AA meetings to stay sober, but she attributes her 

gradual progress with relationship problems to hard work in therapy. 

As we have noted, though AA is referred to as a “program for living,” 

women may need another context in which to come to terms with spe-

cific life problems, especially when they involve sexuality. (Unfortu-

nately, sexual problems are often not dealt with in treatment centers 

either.) Some women find the support they need at same-sex meetings 

within AA. Others that I interviewed turned to Women for Sobriety, 

because its members are all women, and because this organization 
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tends to be more open to discussions of factors contributing to addic-

tion. Any woman with continuing relationship problems or repeated 

relapses may benefit from the support of a trained professional as well 

as a recovery group. 

L O V E  A N D  P O W E R  

Underlying Sophie’s and Tamara’s stories about love hunger is 

another, paradoxically related, theme: women’s need for power. This 

theme has received attention in relation to the male drinker’s psyche, as 

in David McClelland’s book The Drinking Man (1972), in which he the-

orized that men drink to boost an illusion of power over others. The 

more McClelland’s subjects drank, the more they fantasized about sex-

ual conquest, physical prowess, aggressiveness, and personal influence. 

McClelland’s subjects were all men, but—typically—his results were 

assumed to be valid for women also. Analysts who conceded that 

women are less likely to fantasize about conquests were simply rein-

forced in the assumption that women are less vulnerable to alcoholism 

than men. 

The terms of the debate about alcoholism, gender, and power 

have changed over the years. Sharon Wilsnack, who was a graduate stu-

dent of David McClelland’s, was disturbed by references in the scien-

tific literature to alcoholic women’s “deviant sex role adjustment.” She 

began her own research in 1972 with studies of female social drinkers 

and problem drinkers, and she reframed the issues surrounding power 

and dependency into an analysis of conflicts generated by the narrow 

range of acceptable behavior in women. When I asked her about the 

most recent work on drinking and power, she laughed and said, “It’s an 

idea that won’t give up,” but conceded “there’s something in it.” As we 

saw in Chapter 2, anthropological studies have reported that men’s 

drinking is designed in part to demonstrate their masculinity, that is, 

their stamina, self-control, independence, and willingness to take 

risks—a finding that bears some relation to McClelland’s early work. 

Also, as described in Chapter 3, feminist family systems theorists have 



164 H A P P Y  H O U R S  

noted that problems of dependency and power are prevalent in the inti-

mate relationships of alcoholic couples. 

It’s more consonant with a traditional notion of femininity to 

speak of women’s need for intimacy than of their need for power, but 

the obsessive drive for union may in fact involve both. Sophie, for 

instance, had little faith in her own resources, so she projected them 

onto men; she felt energetic, cheerful, and productive only when she 

was in the early stages of falling in love and she and her lover experi-

enced an illusion of merging with each other. This is a drive for “rela-

tionship” only in a distorted sense. More precisely, it is a drive to 

repossess the power one has given away. When an early romance wore 

off and ego boundaries fell back into place, Sophie felt depleted and the 

relationships fell apart. She would then look around for another mag-

netic, mercurial man, an object for her projection, a man whose power 

she could share and thereby restore herself. 

This phenomenon is familiar to students of developmental theo-

ries. For example, in one normal stage of development, the infant has 

an illusion of merging with the mother and sharing in the mother’s 

perfection. The dawning recognition that the mother is a separate 

being destabilizes the child. Children may revel in their emerging 

powers, but they will also long to restore the symbiotic union with the 

mother whenever the world proves frustrating. 

Even as adults, we never completely leave behind this longing for 

the oneness we once knew with our mothers. As Judith Viorst writes, 

Although we do not remember it, we also never forget it. We 

acknowledge it in religion and myth and fairy tales and our con-

scious and unconscious fantasies. We acknowledge it as reality or as 

dream. And while we fiercely protect the boundaries of self that 

clearly demark the you from the me, we also yearn to recapture the 

lost paradise of that ultimate connection. . . . Through sex, through 

religion, through nature, through art, through drugs, through med-

itation, even through jogging, we try to blur the boundaries that 

divide us. We try to escape the imprisonment of separateness. We 

sometimes succeed. 
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Temporarily reexperiencing this “world-embracing oneness” can 

supply us with strength, an illusion of safety, and a sense of connection 

to the world. When this impulse becomes predominant—when it 

becomes a central, life-shaping ideal, when there is no joy in the return 

of personal boundaries and the ordinary life of a separate person who 

relates intimately with another individual—then the wish to merge is 

regressive, a yearning for the symbiosis of infancy. The connection 

implies safety and power. Though compelling, it does not make room 

for the two separate identities that are needed for a relationship. For 

Sophie, breaking out of her repeated episodes of drinking, romance, 

and disillusionment meant letting go of her fantasy of being fulfilled in 

someone else, and realizing that “growing up isn’t something that just 

happens to you. You have to work for it. It’s a choice you make.” Now 

“a citizen of the world,” she has an arena where she takes responsibility, 

and she no longer runs from the challenges that used to prompt her to 

take refuge in a drink or the arms of a man. 

For Tamara, relationships were also largely a matter of power, but 

in different ways. When she was drinking, she got a further high from 

the hold she had over men, from the way she could get them to buy her 

drinks and do whatever she wanted. When she was sober, she would 

work out for three hours a day to keep her body perfect. She would 

walk into a room and know that everybody there was looking at her. At 

a gym or a swimming pool, all heads turned her way. “It didn’t provide 

the action that drinking did, but it was exciting,” she told me. She 

relied on this attention to make her feel real, since, like many others 

who struggle with lifelong feelings of inferiority, she believed she 

existed in the eyes of others. Underconfident, unaware of any other way 

she might achieve a sense of being worthy, she knew she could at least 

manipulate men with her beauty. She could get them into bed with her 

once, even if she couldn’t make them come back. Her body was a tool 

to gain power and control, and sex, though it didn’t interest her, still 

allowed moments of physical affection. In a sense, Tamara settled for 

being an object of desire and admiration as a substitute for genuine 

love and wholeness. 

I am stressing the role that power plays in many people’s drive for 
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connection as a way of compensating for the current way of talking 

about women’s needs in terms of their talent for relationships. For most 

women, the language of relationship is a comfortable way of framing 

their needs, because it is consistent with their socialization and 

describes a familiar feminine ideal. It’s so comfortable, in fact, that it 

becomes an easy refuge, and it may push any impulse toward aggres-

sion, or any wish to exercise power, out of one’s awareness. I recently 

came across an article on high-achieving women in recovery that exem-

plifies the danger of idealizing women’s relationships. The authors, two 

practicing clinicians in New York, identify “the need to nurture and 

enable others” as the most authentic aspect of women’s character, the 

part of themselves high-achieving women will uncover as they heal. 

They acknowledge that a recovering woman needs to be mirrored by 

others, and they suggest that AA fills this need. But, they caution, 

“power and success strivings are not consistent with the emphasis of self-

actualization within the framework of a spiritual life.” These authors tell 

stories of high-achieving clients who left their competitive occupations 

once they identified with being female and tapped into their own capac-

ity for nurturance. This formulation sounds very much like the old pre-

scriptive ideal of femininity that shut women out of “men’s work.” 

Clearly, it is useful to point out how women’s development is dif-

ferent from men’s, and to see it in its own terms. It is also important to 

recognize that traditional male models of development, which focus on 

separation and autonomy, may lead to exaggerated ideals of independ-

ence and self-reliance. Women, because of their traditional nurturing 

roles, may be less likely than men to forget that human beings are 

mutually interdependent. They are well-situated to articulate a moral-

ity that emphasizes our need for one another. Yet to be fully them-

selves, women, like men, need to acknowledge their aggression and 

their need for power, accomplishment, and a sense of self, and to accept 

these needs as natural sources of energy. If they don’t, they may have 

trouble arranging their lives in ways that address their own needs. 

They may look to relationships to satisfy needs that are better met 

through work and creativity. 
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Tamara spoke feelingly of the self-enclosed cycle in which she was 

trapped, setting her sights on a man, bringing him in, experiencing 

first elation, then despair, then anticipation of another romance. She 

spoke of how little sense of self she brought to any relationship. Even 

when she was in therapy and AA, this self-enclosed, self-perpetuating 

cycle persisted. I asked her how she broke out of it, and her answer was 

telling. “By doing things,” she said. What things? “I went back to 

graduate school,” she said. “I got a job.” 

Once Tamara had genuine accomplishments behind her, and a 

working community to mirror her strengths and weaknesses, she had 

less need to tell “self-esteem lies” to the men she dated. In her relation-

ships, she took steps toward further intimacy and more mutual 

exchange. The rewards of love given and received gave her courage to 

reach further into herself and acknowledge feelings she had buried, 

which released more energy for love and work. As with all develop-

mental progress, hers didn’t take a linear course but rather was a spiral 

or a circle, with a bit of movement in one area allowing for movement 

in another. Her example illustrates how growth in personal develop-

ment, relationships, and engagement with the world all grow in con-

cert with one another. 

T H E  F O R C E  T H AT  D R I V E S  A D D I C T I O N  

The force that drives addiction is powerful and doesn’t disappear 

when drinking stops. Alcoholics often leave drinking behind only to 

find themselves in the grip of some other compulsive behavior. Many 

women shift from one addiction to another—from alcohol to another 

drug, or to compulsive sex, gambling, or spending, or to bingeing and 

purging, and back to alcohol again—each destructive behavior provid-

ing a temporary relief from unnamed inner cravings. All have in com-

mon an anticipatory high and some kind of release; then come shame 

and self-castigation and another search for relief. 

Mary, who was a topless waitress when she was drinking, is now 

living a conventional life as the wife of a banker in London. Her com-
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pulsive behavior has been rechanneled into physical fitness and shop-

ping. Two hours a day on the treadmill keep her body nearly perfect, 

even after two children, and daily shopping in exclusive boutiques 

yields fabulous clothing and jewelry. She no longer goes topless, but 

people still look up when she enters a room. “I guess I’m still an exhi-

bitionist,” said Mary, who keeps her sense of humor. Though her hus-

band makes plenty of money, she shops so extravagantly—a Prada 

handbag for $900 is nothing—that they are always struggling to pay 

their bills. She still craves the high that comes from living in a danger 

zone. “My best friend in AA says I haven’t made a dent in my alco-

holism,” said Mary, “even though I haven’t had a drink in five years.” 

Alice, the lawyer whose story appears in Chapter 6, said that two 

months after her inpatient treatment, her craving for alcohol entirely 

disappeared; but the eating disorder she’d struggled with in college 

came back in triple force. The need that had driven her workaholism, 

her drinking, and her fear of relationships was transformed into literal 

hunger: “Once my eating disorder was triggered, obsessive thoughts 

were almost unbearable. They took up all of my mental space. It was 

awful. It was crippling.” She described her obsessive planning of meals: 

the time she spent shopping for food, her intricate rituals of prepara-

tion, her reverence for a perfect place setting, the conditions that had to 

be met before she would eat. “I had a medical condition that kept me 

thin—I knew without doubt that I was not overweight—but that 

didn’t matter. I was consumed by my diet.” 

Compulsions like these fall along a continuum that has to do with 

consumption. At one end, you have women working on their bodies, 

hoping they will feel better when they are showpieces, the object of 

men’s desire, adornments that make men feel powerful. In a culture 

where women’s bodies are used to sell everything from cigarettes to 

automobiles, women are led to assess their own value as a commodity. 

At the other end of this continuum, women themselves become con-

sumers—buying designer handbags, bingeing on doughnuts, obsess-

ing over a perfect meal, drinking a fifth of gin—in an effort to fill up 

their emptiness. Our culture encourages us to find solutions in the 

marketplace. 
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Often, as with Sophie’s spiraling relationships, the compulsion 

that plagues a woman in sobriety operates alongside her drinking. 

Sometimes—as with Tamara and sex, or with Alice and food—it gains 

momentum when the drinking stops. Multiple addictions to drugs or 

behaviors can drain a woman so completely that she may be forced to 

give up and seek help. Many younger women turn to cocaine specifi-

cally to increase their tolerance for alcohol. Tamara took cocaine for this 

reason, and she believes that its devastating highs and lows brought her 

into treatment ten years sooner than alcohol alone would have done. 

Multiple addictions may also provide just enough relief from one 

another to widen the self-destructive circle and keep it going for a 

while longer. In her memoir, Caroline Knapp writes, 

I am consistently amazed to hear women talk about their multiple 

relationships with addictions, the way they combine two or three, 

the way they shift from one to another, so naturally and gracefully 

you might think they were changing partners in a dance. Addic-

tions segue into one another with such ease: a bout of compulsive 

overeating fills you with shame and sexual inferiority, which fills 

you with self-loathing and doubt, which leads you to a drink, 

which temporarily counters the self-hatred and fills you with chem-

ical confidence, which leads you to sleep with a man you don’t love, 

which leads you circling back to shame, and voilà: the dance can 

begin again. The dance will begin again, for the music is always 

there in women’s minds, laced with undertones of fear and anger, 

urging us on into the same sad circles of restraint and abandon, 

courtship and flight. 

It is tremendously painful to live this way, but these cycles serve 

several purposes. They distract a woman from self-loathing, and they give 

her the punishment that she feels she deserves. They provide brief relief 

as well as excitement and drama. They create a comprehensible set of 

rules and this gives an illusion of relative safety, a familiar set of obses-

sions. They offer a strategy for shutting out a world that feels increas-

ingly unmanageable and living within a world with a comprehensible 



170 H A P P Y  H O U R S  

shape and structure. In a healthier (but still misguided) sense, such 

repetitive behavior is impelled by a desire to get it right this time, to 

master impulses, grow up, get a handle on life. Isn’t this drinking 

problem basically a lack of restraint? Isn’t it time to seize the reins and 

take control of life? Isn’t that what everybody around the drinker is beg-

ging her to do? 

Contradictions, double binds, and paradoxes are at the heart of 

addiction and recovery. The drinker drinks to find love, but drinking 

chases love away. The drinker drinks to find relief, but after that initial 

release she finds only pain in the bottle. The drinker feels powerless and 

drinks to escape and to assert her power, but drinking renders her help-

less. If she turns to a substitute addiction, it tightens the self-destructive 

cycle and delivers her back to drink. Her determination to get control 

of her addiction exacerbates her problem. It’s a closed system, and she’s 

in it by herself. The spiral keeps on tightening. There is no way out 

from within. 

Even the wish to break out and get a larger perspective can lead to 

more drinking. Allison, a recovering alcoholic who has also been diag-

nosed with obsessive-compulsive disorder, described her desperation to 

break away from “the engine that drives me every day.” “At the end of 

the day, I wanted to get outside myself. I wanted to reach that state 

where I wasn’t like a cork, swept along by the ocean. I wanted a higher 

perspective, one foot in my life, and one foot out. When I drank, at 

first, I could finally let go of all the trivial things that bothered me and 

see myself, and my life, from a larger perspective. That’s what I 

wanted; that’s why I drank. But it was a lie. Alcohol doesn’t transcend. 

It obliterates.” 

For all of us, our ordinary inner life—our subjectivity—is fairly 

chaotic and complex. Thoughts, feelings, and impulses come and go. 

We hide from our awareness of being alone. We struggle along, 

attempting to choose a path, but we find ourselves caught in conflict-

ing desires. All of us are capable of sinking to a frightening level of 

unconsciousness, a point of primitive aggression, rage, and lust. We 

wish for some larger sense of purpose, but we find it hard to achieve or 
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sustain. For an alcoholic in a tightening spiral, the desire to break out 

can be desperate. 

In our secular society, many people have no way of understanding 

or talking about the basic human desire to transcend the self. We lack 

a cultural context for the ecstatic experience—that temporary state of 

pure focus, of inner and outer harmony, that can become a vehicle for 

personal transformation, as the memory of oneness with the world is 

gradually integrated into daily life. The oceanic feelings alcohol brings 

may be as near as we get to being in touch with the ineffable. When 

alcohol disinhibits us, and our inner censor and judge takes a holiday, 

our warm, loving feelings may be as close as we get to being in har-

mony with ourselves and all of life. One woman told me—sincerely 

and even passionately—that she was a better person when she drank. 

For many women, the experience of oneness is what makes alcohol 

so compelling. Love, power, and alcohol are all related. To paraphrase 

Tamara, they represent attempts to get out of the self and make some 

connection with the world. To be sure, this pursuit is misguided. There 

is a difference between swelling the ego and transcending it, and alco-

hol betrays you in the end. Although compulsive behaviors arise in part 

from a shaky sense of self and feelings of despair and emptiness, the 

motivations for drinking often include health and striving for whole-

ness. It’s just that alcoholics have chosen, as a Buddhist might say, 

“unskillful means” of achieving their goal. 

In recovery, the alcoholic needs to learn “skillful means” of break-

ing through her isolation, repairing her connections to self and others, 

and discovering how to transcend the self in a way that can liberate her 

from a self-destructive cycle. Since alcoholism is, in part, a relational 

problem, genuine recovery must take place among people. More and 

more of the alcoholic’s inner life, which often has been buried even 

from her own awareness, must be brought into her relationships. 

Telling her story—at recovery meetings, in therapy, among friends— 

becomes a crucial means of breaking down the boundaries that have sep-

arated a living soul from other living souls. As connections strengthen 

and life expands—including more experiences, more people, more 
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feelings—she may learn to find strength in community, depend on 

other people, and let others depend on her. 

Sometimes, said Tamara, when she calls her sponsor about some-

thing she has done that worries her, her sponsor says, “We’re going to 

ignore that right now.” 

“She doesn’t say you are going to ignore this,” said Tamara. “She 

says we. That word means someone else is on my side. I have a connec-

tion to a human lifeline.” 



8  
Springs of Sorrow:  
Drinking at Times of Loss 

Margaret, are you grieving  
Over Goldengrove unleaving?  
Leaves, like the things of man, you  
With your fresh thoughts care for, can you?  
Ah! as the heart grows older  
It will come to such sights colder  
By and by, nor spare a sigh  
Though worlds of wanwood leafmeal lie;  
And yet you will weep and know why.  
Now no matter, child, the name:  
Sorrow’s springs are the same.  
Nor mouth had, no nor mind, expressed  
What heart heard of, ghost guessed:  
It is the blight man was born for,  
It is Margaret you mourn for.  
—Gerard Manley Hopkins,  

“SP R I N G  A N D  FA L L” 

Loss repeats itself throughout our lives.  The evo-

lution from infant to child to adolescent to adult involves a series of lit-

tle deaths. A baby who develops separation anxiety has realized that she 

and her mother are separate people, and her mother can go away. Not 

without a struggle, she gives up the illusion of perfect safety and 
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harmony, of oneness with her mother. This is the first and primal 

renunciation in a life that will be conditioned by loss. 

Women’s biology and cultural roles entail particular losses. When 

a girl has her first period, sometimes as early as eight years old, the loss 

of childhood may seem particularly abrupt. Adolescence beckons, and 

though she may greet it with excitement, there is usually nostalgia 

for what is left behind. Bearing children involves many forms of loss. 

Miscarriages are common and can be emotionally devastating. Even 

abortions may require mourning. Infertile women must reconcile 

themselves to never being biological mothers. Raising children involves 

giving up aspects of the self. With menopause comes new freedom, but 

it also marks a loss of possibilities. If a woman’s sense of usefulness 

has derived chiefly from her service to her children, when they leave 

home, not only will she miss them; she will have lost the meaning in 

her life. 

For some women aging can bring a sense of doom. As her sexual 

power diminishes, a woman whose self-worth has been linked to youth 

and beauty may feel useless and unloved. She may fear that she will be 

discarded by her mate—no doubt, she knows men who have left their 

wives for younger women. Older age brings a loss of health and a loss of 

friends through death and illness. Since men die younger, and widows 

are less likely than widowers to remarry, many women end their days 

alone. 

In The Seasons of a Woman’s Life, the research psychologist Daniel 

Levinson estimates that we spend nearly half our adult lives in transi-

tion between periods of relative stability. During these transitional 

times, we challenge our operating definitions, question our values, 

explore our own wishes and motivations. We relinquish previous self-

images. Although each metamorphosis brings new potential, we need 

to pause to mourn our losses before we go on. 

At any point in the process, we may become stuck. Our crisis may 

be developmental, as we are suspended in transit between ending one 

life structure and beginning another; or we may be adapting to some 

highly stressful situation, such as illness or violence; or both of these 
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crises may be happening at once. We feel shaken, scared, wrenched. 

The past—and sometimes even the future—collapses around us. 

Even the most adaptable people are likely to struggle before they 

let go. Some hold on longer, becoming rigid, refusing to adapt. Some 

fight to stay young, or develop psychosomatic illnesses, or distract 

themselves—as Judith Viorst describes it in Necessary Losses, “running 

too fast to notice what they have lost.” Some people develop compul-

sive behavior. One option is to drown one’s awareness in drink. 

L AT E -O N S E T  A L C O H O L I S M  

While not blaming their drinking on events or seeing themselves 

as victims, many of the women I interviewed dated their drinking 

problems from a major transition or loss. Stephie, whose husband had 

encouraged her drinking (Chapter 3), had been sober for five years 

when she was plunged into grief—and a relapse—by the death of her 

brother. Billie took to drinking when she lost her job as an administra-

tive assistant and despaired of finding another. Jill, the woman whose 

mother told her, at age eight, never to touch her again and whose “sec-

ond mother” killed herself, first got drunk after the suicide; her alco-

holic drinking was triggered by her father’s death. 

Dale, the thirty-six-year-old computer programmer in Washing-

ton state, was happier than she’d ever been just before her world fell 

apart. She was working part-time as a legal transcriber, taking care of 

two small children, and actively involved in the Catholic church with 

her husband—they sang at mass each week and led retreats for married 

couples. Having been a lonely child, she now felt like a valued member 

of a community for the first time in her life. Neither she nor her hus-

band drank more than an occasional glass of wine. Then one June, on 

her husband’s last day of teaching for the school year, he came home 

distraught and told her he was “beginning to have feelings” for another 

teacher. In retrospect, Dale believes that he had begun an affair that 

day. This woman was going away for the summer, he said, to give 

them both time to think. “I want us to spend the summer as though 
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there is nothing going on,” he told Dale, “just you and me and the 

kids.” 

That night Dale and her husband got drunk on Black Russians, 

and their nightmarish summer began. She drove the kids around to the 

swimming pool, bought Burger King dinners for the family, stopped 

eating, and lost twenty-five pounds, all the while pretending that 

everything was okay. “If I’d known then what I know now, I wouldn’t 

have gone along with it,” Dale told me. “But I was terrified of losing 

him. This was the person I had fallen in love with the night I met him. 

He was everything I wanted in a husband. When I first saw him, I was 

twenty-one, and I knew right away that I was going to marry him.” 

Three years later, when they were finally divorced, Dale started 

drinking every night on her own. “I chose white wine because I had 

gone back to school, and if I spilled red wine on my homework, I’d 

have to copy it over.” When she was offered a job in Seattle, she moved 

there with her children within a week. Desperately lonely, she escalated 

her drinking. Three months later, she was laid off, Seattle’s rain kept 

coming down, and all she could do was worry that she’d run out of 

money and not be able to buy wine or Valium. 

It is hard to assess how commonly or how directly women who 

develop drinking problems are reacting to situations. More often than 

men, they report that their heavy drinking followed such a crisis as 

miscarriage, a divorce, unemployment, or a child’s leaving home. In 

some cases—especially when domestic violence is involved—it may be 

that drinking contributes to a crisis, as much as the other way around. 

Sometimes, alcoholic women may see a loss as an explanation that 

doesn’t cause them shame. Men, on the other hand, may find it shame-

ful—a sign of weakness—to attribute their drinking to grief. 

As we have seen, researchers debate whether women’s problems 

with alcohol may be more reactive and less genetic than men’s. Some 

researchers believe that early-onset and late-onset alcoholism differ in 

their precipitating causes: people who develop problems in adolescence 

are genetically predisposed to addiction, whereas those whose problems 

develop in midlife or later are more likely to be responding to such 
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stress and loss as death, retirement, and illness. Later onset of problems 

(defined differently by different studies) appears to be more common 

among women. Among elderly respondents in a general population 

study who reported alcohol-related problems within the last six 

months, fewer than one-third of the men but more than half of the 

women reported an onset after age forty. In another study of older 

women and men in treatment, the mean age of onset was twenty-seven 

for men but over forty-six for women. 

Investigators have tried to distinguish different subtypes of alco-

holism, looking at such factors as age of onset, family history, and the 

relative contribution of environmental and genetic factors. Cloninger’s 

typology for men is probably most influential. He distinguishes 

between type 1 alcoholism, which begins later and includes a strong 

element of psychological dependence and a stronger contribution of 

environmental factors; and type 2 alcoholism, which starts early—usu-

ally in adolescence—and involves a stronger family history and more 

antisocial behavior. In 1995, the researcher Shirley Hill presented evi-

dence for a premise that there are two types of alcoholism in women as 

well. Hill’s “primary alcoholism” corresponds more or less to 

Cloninger’s type 2, which is thought to be more influenced by genetics 

and more severe. Drinking tends to begin in adolescence, problems 

escalate, behavior is antisocial, and treatment is difficult. “Secondary 

alcoholism” is largely the result of environmental pressures. A woman 

with secondary alcoholism is less likely to have a family history of alco-

hol abuse. She probably began to drink regularly in her twenties or 

thirties, and her problem is likely to peak in her forties or later. 

Several women I interviewed had been told that they were “pri-

mary” or “secondary” alcoholics, but scientists dispute whether there 

are genuinely distinct subtypes of alcoholism. As we have discussed, 

genetic and environmental influences interact, and there is no clear way 

to isolate their effects, though researchers do try. 

Some research into the etiology of alcohol problems highlights 

individual responses to negative events. Edith Gomberg found a simi-

lar number of negative events in early life among 301 alcoholic women 
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and a nonalcoholic control group, but the alcoholic women interpreted 

those events more negatively. Gomberg found that they felt more 

deprived, managed anger in self-destructive ways, felt more depressed, 

and experienced a higher degree of guilt and shame. 

Why do some women respond to trauma, or to “ordinary losses,” 

by adapting and building new life structures, while some become 

depressed or self-destructive? In psychology, research into resilience 

reflects a shift in attention from why some people succumb to fate to 

why others thrive in the face of adversity. We know, for instance, that a 

family history of alcoholism is one of the strongest predictors of alcohol 

problems, yet most people reared in an alcoholic home never develop 

an alcohol problem or a related behavioral disorder. What protects 

these people? According to one study, adolescents are protected by pos-

itive communication with their parents, parental support, and close 

monitoring. Another study showed that among adults, social support 

from friends is protective—more so than family support. 

Very often, if a loss in adulthood sets us spinning in a downward 

spiral, we are recapitulating an earlier loss, when support was insuffi-

cient and mourning was never completed. When Dale was a little girl, 

her family moved every three years, and she didn’t fit with any group of 

kids. Her mother favored her sister and shamed Dale for being “selfish, 

lazy, and disagreeable.” The shaming took. At ten years old, Dale wet 

her bed at night and washed her hands so fiercely during the day that 

her wrists bled. She was her father’s favorite, but he was usually over-

seas. She longed for him to return. Throughout her childhood, she said, 

it was as if she “lived in a glass phone booth, but nobody could see I 

was enclosed in there.” 

In adulthood, having a stable marriage, success as a mother and a 

worker, and perhaps most important, strong community support, Dale 

was able to grow, learn, and thrive. When her husband left and she 

suddenly moved to a new apartment in a new city, she reenacted the 

drama of her childhood, desperately grieving in a place she could not 

call home. Her isolation became intense, as did her shame and her sense 

of worthlessness. Alcohol and Valium replaced the support of her hus-

band and friends. 
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Drinking and Depression 

There is a high incidence of depression among alcoholics, and this com-

plicates their problems. Depression can be reactive—a response to loss 

or trauma—or it can be a chronic underlying condition. Some would 

argue that this state of despair, with its stream of self-denigrating, self-

flagellating thoughts, is purely biological, a disease of neurotransmit-

ters. Others believe that underlying all depression is some kind of loss, 

whether current or long-buried. Most seem to take a middle road, 

believing that some individuals are predisposed to depression, and a loss 

can trigger it. 

According to DSM IV, a diagnostic manual, such symptoms as 

insomnia, poor appetite, and weight loss in a grieving person should be 

diagnosed as “bereavement” for two months. After that—but who 

doesn’t grieve longer than two months?—the diagnosis changes to 

“major depressive disorder.” As this example makes clear, grief and 

depression are often intertwined; the boundaries between them are 

probably different for different people. 

Assessing an alcoholic’s depression is particularly complicated, 

because alcohol itself depresses the central nervous system. Even rela-

tively small amounts can worsen depression and increase anger. Con-

versely, symptoms of depression—guilt, sleep disturbances, loss of 

appetite, and irritability—often diminish in periods of sobriety. In 

addition, the life circumstances of an alcoholic make sadness inevitable. 

Many have compromised their health, lost their jobs, and lost their 

spouses (this is true of women more often than men). In treatment, not 

only are they giving up alcohol, which dulled the grief of other losses, 

but if they have been drinking and using drugs with friends, they may 

be advised to give up their friends, too. If a woman has been clinging to 

an idealized image of herself, corresponding to her sense of what a 

woman ought to be, she must also recognize the gap between that image 

and reality—perhaps the hardest loss of all. 

Since so much depression is induced by alcohol, twelve-step treat-

ment has traditionally shunned antidepressant drugs. Until 1994, doc-

tors at Hazelden, the most influential substance abuse treatment center 
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in the country, recommended that depressed patients achieve two years 

of sobriety before considering drug treatment. Perhaps the most 

important shift in treatment is the recent recognition that untreated 

depression can sabotage sobriety and the acceptance of antidepressant 

drugs and other therapies. Since depression and alcoholism have a syn-

ergistic effect, treatment for both is critical. 

Estimates of the prevalence of depression among alcoholics vary 

widely—from 15 percent to as high as 70 percent—depending on the 

source of subjects and the definition used. Studies comparing male and 

female alcoholics consistently find higher rates of depression among 

women. On the one hand, this is not surprising, since women’s risk of 

depression generally exceeds men’s by two to one. On the other hand, 

male alcoholics are depressed at about the same rate as male nonalco-

holics, while female alcoholics are more frequently depressed than 

female nonalcoholics, suggesting that alcohol problems and depression 

are often closely related among women. In addition, women’s depres-

sive symptoms are more likely to persist into sobriety, and to have pre-

ceded their dependence on alcohol, whereas men’s depression tends to 

follow drinking. It’s not clear why this should be so. It may merely 

reflect the fact that men tend to become alcoholic at earlier ages than 

women, before clinical depression is likely to be diagnosed. Yet 

younger women alcoholics have even higher levels of depression than 

older women—a finding that would seem inconsistent with this argu-

ment. Scientific evidence seems to keep shifting, but it may well be 

that alcoholism is more reactive in women than in men. 

A M Y ’ S S T O RY:  
D R I N K I N G ,  L O S S , A N D  T H E  L I F E  C Y C L E   

Daniel Levinson outlines the developmental periods of 

women’s adulthood and notes that although each new phase involves 

growth and dissolution—the building of new life structures and the 

falling away of structures we have outgrown—the balance changes as 

we age. In childhood, each step forward entails some loss, but we are 
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moving toward our full potential. After forty, we begin a gradual bio-

logical decline. We will still grow psychologically and emotionally, but 

our losses multiply. 

A sixty-three-year-old painter whose career has only recently 

taken off, Amy would seem to defy the usual arc of life. Yet she 

describes how, in later life, she sank under the weight of accumulated 

losses. 

I met Amy through my friend Jonathan, who, when I told him 

about the interviews I was doing for this book, took me to see Amy, a 

woman with, he said, “a torrential sense of humor.” A year before, at 

the age of sixty-two, she had gone to the Betty Ford Center in Rancho 

Mirage, California, for treatment of her alcoholism. 

Her loft in Manhattan had a big central room, crowded with 

bookcases, paintings, and wood furniture. Brushes, paints, and supplies 

were laid out in front of the window. A half-finished painting was 

propped on an easel. Amy’s mother was also a painter, and her father 

was a noted political cartoonist. The couple met in Paris in the 1920s, 

and Amy grew up in a social milieu that included Scott Fitzgerald, 

Hemingway, and H. L. Mencken, who was her godfather. She decided 

early on to stay away from painting even though she loved to draw and 

was well-schooled in it. “I didn’t want to compete with my parents,” 

she explained. She wrote instead but wasn’t successful, she said, on her 

own terms or anybody else’s. “Then I got married and had three babies, 

and I did that with a vengeance. I loved having children.” When they 

were grown and Amy got divorced, she returned to writing for a while. 

Finally, in her late forties, she picked up watercolors and then oil 

paints. She had a successful exhibit, and since then, her paintings have 

sold so fast that she has to borrow them back to get a show together. 

Amy wore big round glasses and looked up at us expectantly from 

her modest height. Her thick white hair was cropped around her face; 

she wore casual, loose clothing. Her parrot screeched, and Amy told us 

she was sad today, quite upset, in fact, because a friend had died after a 

long illness. She and Jonathan—who have known each other since both 

were very young—gossiped about old friends, several now dead. A 
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neighbor knocked at the door and told Amy he was throwing out a 

footstool. Would it be useful to her? “Increasingly,” she said. “You 

don’t happen to be throwing out a walker too?” 

Among the many photographs around the loft, one in particular 

held my attention, a large one pinned to the bookcase, of a little boy 

with a self-inflicted haircut. He was about six years old, sensitive-

looking and elfin. This was Amy’s grandson. In our private interview, 

Amy would tell me of his central place in the story of her alcoholism. 

When the little boy, Luke, was eight months old, Amy’s daughter 

returned to work and needed a baby-sitter. Amy volunteered. Three 

days a week, she cared for Luke from seven in the morning until seven 

at night. “I fell for him completely,” she told me. She had three other 

grandchildren, but he was the one she took care of, and he was the one 

she understood. They took walks together, did errands, read books. 

When he was older, she took him to a nursery school for a couple of 

hours in the morning and was there to pick him up afterward. They 

loved to chat but were equally happy to be with each other in silence. 

“We were completely at home with each other,” said Amy. Four days a 

week she painted; the other three days she devoted herself to her grand-

son. Amy’s life was in balance, and the schedule suited her perfectly. 

When Luke was four and a half, he moved away with his mother 

and father. Amy found she had no reason to go on. “I felt so bereft and 

alone and sad. . . . I  was heartbroken. I couldn’t work. I had a major 

breakdown. To me, when Luke left, it was like everybody leaving.” 

A pint of whiskey every day helped Amy cope with her depres-

sion. But she never kept it in her house. Instead, she made a daily trip 

to the liquor store, not drinking on Sunday, when it was closed—which 

proved to her that she didn’t have a problem. Previously, Amy drank on 

social occasions. Now she shunned alcohol when she was with others, 

preferring to hide herself away with her drink. “I did it the way I 

would have taken heroin—all by myself.” 

Though Amy had a circle of friends and was in close touch with 

her daughters, she looked ahead and saw herself ending her life alone. 

Her work had been thriving, but she had always felt her deepest satis-

faction in mothering someone. Now she felt less useful, less important. 
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The alcohol dissolved her loneliness. It also helped her avoid obsessing 

about her bills and her health, which worried her overwhelmingly, for 

no particular reason. “I was tied up with drinking, and I stopped wor-

rying about money and about getting cancer. I also liked being uncon-

scious and irresponsible, calling people and telling them to go to hell. 

It freed me up. It didn’t ease my anxiety, but it moved me into a differ-

ent room.” 

The afternoon of my visit to Amy’s loft, she showed me her 

father’s cartoons, her mother’s wooden easel, and both of their faces in 

her paintings. I was highly aware of the prominence of the past in her 

imagination. Her enormous, bright parrot, which squawked from time 

to time, gave a figure to my thought. Thirty-six years old, he had been 

raised with Amy’s daughters, and, said Amy, he still sometimes spoke 

in the voices of the girls when they were young. “It’s eerie,” she said. 

Especially because of her friend’s death, voices from the past seemed to 

be the day’s theme. Clearly, they enriched the present, giving context 

and meaning to each moment, but they also suggested a time that 

could not be recaptured. When Amy’s grandson moved away, her inti-

mate, daily care of him also belonged to the past. Ahead, with age, 

would come more losses: of people, health, memory, choices, status, and 

work. 

When Older Women Drink Too Much 

In older women, a drinking problem is often precipitated by the death 

of a spouse or friends, financial stress, depression, or illness. Among 

elderly women who seek treatment, there is a typical pattern: drinking 

first with a husband or significant other, then becoming a widow, then 

drinking more and more. 

The number of women problem drinkers over sixty is generally 

thought to be quite small. In 1991, in a national survey, only about 3 

percent of women aged sixty-one to seventy reported alcohol-related 

problems in the previous twelve months, compared with 26 percent of 

women aged twenty-one to thirty, 17 percent of women aged thirty-

one to forty, 10 percent of women aged forty-one to fifty, and 7 percent 
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of women aged fifty-one to sixty. Yet many experts believe that alcohol 

abuse by the elderly is widely underreported. At Johns Hopkins Hos-

pital in Baltimore, doctors failed to diagnose alcohol dependence in 63 

percent of the patients over sixty who met the criteria—and they 

missed all the elderly alcoholic women. 

Released in June 1998, a report on substance abuse and the 

mature woman by the National Center on Addiction and Substance 

Abuse at Columbia University (CASA) declared, “By any standard of 

public health measurement, substance abuse and addiction has reached 

epidemic levels for American women over age fifty-nine,” and noted 

that mature women are more likely to be hospitalized for ailments 

related to substance abuse (smoking, drinking, abuse of psychoactive 

prescription drugs) than for heart attacks. Smoking accounts for a high 

proportion of these ailments, yet CASA also found that more than 10 

percent of mature women drink more than the limit of one drink per 

day recommended by the National Institute on Alcohol Abuse and 

Alcoholism. White women who were fairly affluent—with incomes of 

over $40,000—were particularly likely to abuse alcohol. 

Even two drinks a day are a matter of concern among elderly 

women, because they get addicted faster, using smaller amounts, than 

any other group of adults. Tolerance for alcohol and prescription drugs 

falls with age. The two martinis a woman could handle in her forties 

are far over her limit at sixty-five. Also, one in four mature women is 

using at least one psychoactive drug—often inappropriately prescribed. 

Amy is one of the lucky ones. Her daughters were alert to her 

drinking. Instead of rationalizing that their mother should be allowed 

to drink because she was lonely and had few pleasures—a common atti-

tude that can condemn older women to ill health and early death— 

they persuaded her to get treatment. More often than not, a mature 

woman’s addiction is swept under the rug by her physician, family, and 

friends. Relatives may notice symptoms—depression, memory loss, 

accidents, stomach trouble, and difficulty sleeping—but, according to 

CASA, they can’t believe their grandmother or aunt is abusing alcohol 

or prescription drugs. 
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Echoes  of  an Early Loss  

Amy’s loss brought back painful early memories, but she did not refer 

to them until I asked detailed questions about her paintings. Her 

paintings now are often very large, oil on wood; but when she started 

fifteen years ago, she said, she did watercolors of little, empty, box-

sized rooms, and eventually some people appeared in these rooms. They 

reminded her of the dollhouse that was her salvation when she was a 

small child. “It was a humdinger of a dollhouse,” she said. “My mother 

made it. It had lights and running water. I played out my life in it.” 

Amy created an unusual floor plan. The dining room became a 

hospital waiting room, with tiny magazines, and the kitchen became 

an operating room—not surprisingly, perhaps, when you know that she 

had been hospitalized for a year at the age of five after suffering a burst 

appendix, before this modern age of drugs. At that time, there were 

rigid rules, restricting even parental visits. In addition, Amy’s mother 

was terrified of pain and hospitals. During her year in the hospital, the 

five-year-old girl never once saw her parents. 

It is hard to grasp the ramifications of such a separation. Dr. 

Sylvia Staub, a clinical psychologist in private practice in Cambridge, 

Massachusetts, says, “It’s a profound and complete disconnection. Your 

parents are the people who reflect back to you who you are, that you 

exist and are worthwhile, that you are loved and lovable. When a child 

loses the parents on whom she depends for her very existence, it always 

feels like rejection and abandonment. She internalizes this and comes 

to feel there is something wrong with her, something bad, that caused 

her parents to leave her.” 

A child who experiences such a separation, who is not certain that 

she will see her parents again, is likely to become anxious. Her early, 

primitive terror of being alone and helpless in the world is likely to 

color her future attachments, making her particularly vulnerable to 

losses in adulthood. “There’s a kind of echo chamber,” says Sylvia 

Staub. “New losses set off echoes of previous losses. It’s not necessarily 

conscious—we may not say, ‘I’m feeling the way I did when I was five’— 
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but deep inside, in that echo chamber, there are resonances of the child-

hood trauma that intensify our reaction to a current loss.” Studies of 

the physiological response to loss of parents in childhood also suggest 

that basic mood-regulating mechanisms may be permanently altered. 

Since children who suffer early loss are at higher risk of many 

problems, it isn’t surprising that they are also more prone to alco-

holism. Nonetheless, said Sharon Wilsnack, she was startled to dis-

cover the strength of the correlation between early separation from a 

parent and problem drinking among women. As we have noted, Sharon 

and Richard Wilsnack followed the drinking habits of 696 representa-

tive American women over a ten-year period. They found that women 

who had been separated from either parent before the age of six were 

five times more likely than other women to develop a drinking prob-

lem, or to have an existing problem get worse. 

When Luke left with his parents, Amy was hit at once with all 

the losses of her life. “It was like everybody leaving,” she had said. Liv-

ing in a heavy cloud of depression, she felt unloved and unwanted. Her 

anxieties about her health escalated—not surprisingly, since ill health 

had led to that first, most shattering separation. Ironically, the daily 

pint of whiskey that eased her mind was putting her health at risk. 

Letting Go of  Grief  

Late-onset drinking can devastate lives, but thankfully, it is often quite 

responsive to treatment. This was certainly the case for Amy, who 

opened herself up to the healing power of the group of people in her 

inpatient treatment. As reported in Chapter 4, she said to me in 

awestruck tones, “I don’t know why I was cured. There’s a sense of mys-

tery about it.” 

“Mind you,” she added, “I’d already had ten years of Freudian 

analysis in early adulthood, and I did take care of a great deal of what 

was troubling me in my life before I went to Betty Ford.” 

Today some psychologists believe that the earlier mode of analy-

sis—in which the analyst remained very neutral, very reserved— 
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retraumatized patients who were suffering from childhood disconnec-

tions. Amy’s analysis had not protected her from being overwhelmed 

by feelings of abandonment, or from turning to alcohol for solace, but 

it had allowed her to let go of many problems, and it may have laid the 

groundwork for her healing experience at Betty Ford. There, among 

many struggling people and their families, in an atmosphere of accept-

ance and honesty, she felt a profound sense of connectedness. The image 

of herself as lost and abandoned dissolved as she experienced the reality 

of what she shared with other people. 

The transcendent quality of this experience has changed Amy’s 

life. Much of her anxiety has dropped away, and she no longer frets 

about her health. She still feels lonely at times, and the past may pre-

side in her imagination, but she now experiences joy at least as fre-

quently as pain, and she has no impulse to wash the pain away with 

drink. 

Other women, too, speak of their recovery from alcohol as an opportu-

nity to shed a grief that has dogged them through life. 

Jill is working hard to grow beyond the legacy of her father’s vio-

lence, her mother’s abandonment of her, her “second mother’s” suicide, 

her father’s early death. After a relapse, she decided to get therapy: “I 

had to admit I needed more help. I was hanging on to hurts in ways I 

wasn’t aware of.” As her hidden fears come into her awareness, they 

have less power over her. Gradually, she is freeing herself from the grief, 

anger, and fear that have dominated her emotional life. Recently, she 

sent me an e-mail describing how she and a friend in AA—an older 

woman whom she thinks of as her “third mother”—enacted a ritual to 

help her let go of the past. 

“I went to San Diego,” the note began, “and finally put closure on 

my past.” Before she left, she wrote letters to all the people she had 

loved and lost, describing her feelings, including her guilt, and explor-

ing her own role in the sadness of her life. As her friend Nell watched, 

she placed the letters and some poems in a burlap bag and tied a rose to 

it. The two women walked to the cliffs not far from Nell’s house. “I 
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threw the bag, and together we watched it as it landed in the Pacific 

Ocean, and it got carried away. Eventually, we no longer saw the bag or 

the rose any longer. . . .  The feeling of peace that I found as I walked 

away that morning was something I have no words to describe.” 

Eleven days later marked the tenth anniversary of Jill’s mother’s 

death. “This year I looked upon it in calm,” wrote Jill, “with fond 

memories of my mother for the first time ever.” She returned home 

“without the heavy burdens of things that are long gone,” and she is 

enjoying her new freedom. She ended her letter on a note of quiet con-

fidence: “More things will come my way when the time is right.” 

Though no one would recommend loss or addiction as a path toward 

spiritual fulfillment, many women have learned and grown from these 

struggles. 

While telling me her story, Dale stopped talking when she got to 

the part where her husband announced that he was leaving. “This is 

different from telling my story in AA,” she said quietly. “I’m feeling as 

sad now as I felt then. . . .  But I don’t regret anything. Everything that’s 

happened in my life has led to where I am now. I’m in a good place.” 

Looking back, she saw how she had carried her childhood hunger 

into her marriage and relied on her husband to fill her up. “He was 

overwhelmed by my need for affirmation, direction, and stability. I was 

brainy, but I had no self-awareness. Inside, I felt blank. Not depressed, 

just blank.” 

As Dale described it, her new life was not as miraculous as Amy’s. 

There were no sudden changes, and now, in her new marriage, she and 

her husband struggle with children who have problems with drugs. 

Yet, through hard work in AA, Al-Anon, and therapy, she has let go of 

old hurts and gained an inner freedom that she treasures. “I don’t need 

to rely on one particular person anymore,” she said. “I have enough 

inside myself.” Importantly, Dale’s “having enough” is not utter self-

reliance. She also relies on her husband; on “good supportive friends” 

both in and outside AA; and her sponsor, whom she meets every Mon-

day for lunch. “I’m still learning how to mind my own business and 
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stop trying to control other people,” she said. “I’m pretty well con-

vinced that if everyone would do what I want, the world would be a 

better place!” 

Coming to terms with her mother (her father is dead) isn’t easy. 

Her mother still likes to taunt her daughters, both of whom recently 

received a telegram from out of the blue, which read: “Changing my 

will—Going to live it up—Guess who.” 

“When I see my mother,” said Dale, “it’s bizarre to think that I 

grew inside of her. I don’t have any sense of connection to her at all 

except blood. She’s let me down many, many times—not out of hostil-

ity, but just because that’s all she knows. I have made the decision to 

call her once or twice a month and chat about inconsequential things— 

what the kids are doing, trips, recipes—because that’s the level at 

which I can safely talk, and I don’t have a need to go deeper. It would 

be a losing proposition. But I wouldn’t want her to die in one of those 

periods where she wasn’t communicating. I want to keep in touch, and 

I’m healthy enough to do that.” 

Where Dale can do more, she does. Four years ago, her ex-

husband’s mother had a stroke, and Dale helped nurse her during her 

convalescence. “People were flabbergasted that I would do this, because 

I hadn’t been her daughter-in-law for ten years. But I had a fine rela-

tionship with her. She taught me to be a mom, and she really nurtured 

me. I was very lucky. 

“It was my turn to help her, just as it’s my turn to nurture my 

twenty-seven-year-old stepdaughter. Now I have money, and I can 

counsel. I have a great sense of the continuity of things.” The child who 

never fit in has learned that she belongs to the circle of life. 



9  
Stealing Courage 

from a Turtle’s Heart: 
Sexually Abused Women 

Fighting Alcohol 

“Start  anywhere  you  l ike , ”  I  sa id  to  L indsey,  a  

mature-looking eighteen-year-old with pretty dark eyes and curled 

eyelashes, brushed with mascara. At our second meeting, she would be 

visibly more relaxed, tucking her legs beneath her and sipping a mug 

of tea, but during this first conversation she held herself to attention. 

“I have two brothers and two sisters,” she began, “and my family 

was always hanging on by the skin of our teeth. My dad was in and out 

of work, and my mom ran the farm—we had a cow, calves, and a pig 

for meat; chickens for eggs; and a huge garden. We did everything for 

ourselves.” 

Lindsey’s high school teacher, a friend of mine, had described her 

as strong and gutsy, bright but underachieving, a girl who’d drunk her 

way through her teenage years until she decided to get sober. She and 

Lindsey became close, and that is why Lindsey agreed to talk to me. I 

sensed now that she didn’t want to be interrupted. There was pride in 

her voice, even when she told me about getting forced out of her fam-

ily’s farmhouse when it was quarantined by the state because the owner 

wouldn’t fix it up. She made it clear that she didn’t want pity. 

“My father wanted to be a writer, and in his spare time he would 
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write and otherwise fill in at a factory or do carpentry and mow lawns, 

anything he could find. My mother skipped meals so the kids could 

have enough food. She was always counting pennies, and that taught 

me how to save. The kids down the street had millions of toys, and they 

would go outside and break them. We might get one or two toys at 

Christmas, but we knew our parents had cut out something else to give 

us those toys, and we appreciated them. 

“We grew up in an atmosphere of love and respect. My parents 

respected us and we respected them. Instead of punishing us when we 

did something wrong, they talked to us about their values. They 

taught us to take responsibility.” 

Perhaps this idealized family picture should have alerted me, but 

I was unprepared for what came next. 

In the same deliberate voice, Lindsey continued, “When I was in 

ninth grade, my sisters and I turned my father in for sexually molest-

ing us.” 

E A R LY  T R A U M A :  S T U D I E S  M A K E  T H E  L I N K  

This was my first experience of what were to become familiar dynam-

ics in my interviews with women about the place of alcohol in their 

lives. Somewhere along the line, they would drop information like a 

bomb, and everything they’d said up to that point would have to be 

looked at in a different light. This was most true of the younger women 

and those newest to sobriety, who were struggling to make sense of 

their personal stories. There’s a saying in AA: “You’re as sick as your 

secrets.” These women were trying to dredge up their secrets without 

drowning in the pain. They needed to look calmly at their guilt, their 

shame, their sorrow and loss, and to integrate their experience into a 

larger narrative, which, if it didn’t exactly redeem them, still offered 

them a future different from their past. Those who had come further 

told stories that seemed more continuous. They were conscious of 

building new lives—often full of ordinary joys—on the ground of the 

misery they’d lived through and helped to create. 
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Many women spoke of early experiences of violence, abuse, aban-

donment, and loss. I expected to hear such things—dysfunction may 

well be the norm for family life—but the degree of hardship they 

described was startling. It would be misleading and reductive to sug-

gest that such trauma causes alcoholism. Of course, many women who 

suffer childhood trauma do not become problem drinkers. But studies 

have consistently shown that a disrupted early family life—a death, a 

divorce, a parent’s absence or psychiatric illness—is a common experi-

ence among those who later develop problems with alcohol, and 

women report such experiences more frequently than men. Some 

researchers do posit that trauma precipitates women’s problem drink-

ing, but others, including Edith Gomberg, point out that among 

women who report similar painful early life events, the problem 

drinkers are more likely to respond negatively, and to view their child-

hoods as unhappy and lacking in love. These women may, for reasons of 

temperament and circumstance, have less capacity to cope with major 

stress. 

In the case of sexual abuse, the trauma seems to be so overwhelm-

ing that even resilient children can suffer such long-term consequences 

as anxiety, depression, poor self-esteem, difficulty trusting others, emo-

tional reactivity, and rapid shifts in mental and physical abilities, as 

well as addictive disorders. Primarily, girls are affected. Not only are 

they three to four times more likely to be sexually abused, but the 

abuse is typically longer in duration, and the perpetrator is more often 

a parent, so that they have no safe retreat. 

In the late 1980s and early 1990s, when researchers began trying 

to quantify how sexual abuse is implicated in women’s alcohol prob-

lems, the numbers were startling. Studies of women in substance abuse 

treatment centers found that up to 75 percent reported a history of 

physical or sexual abuse. In a study reported in 1993, data were col-

lected from in-depth interviews of forty-seven women between the ages 

of eighteen and forty-five. Forty-five percent of women seeking treat-

ment for alcohol-related problems said they had been sexually and 

physically abused by their parents in childhood, compared with 11 per-
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cent of first-time drinking and driving offenders, and 14 percent of 

women in randomly selected households. Even compared with female 

psychiatric patients who were not abused, women who were sexually 

abused in childhood have higher rates of alcohol and drug abuse; this 

suggests an actual association between childhood victimization and 

problems with alcohol—not simply a greater tendency by abused 

women to seek help. There is greater long-term harm when abuse 

occurs before puberty, and when it involves vaginal penetration. Child-

hood rape doubles the number of alcoholic symptoms in women. 

Some of these studies have been criticized for using too small a 

sample or for being poorly designed, and indeed, this kind of research 

presents many challenges. First, definitions of abuse and alcohol-

related problems must be very specific. Findings vary broadly depend-

ing on the researchers’ definitions and the methods they use to collect 

data. For instance, if women are asked a broad question about whether 

they were “abused” before a certain age, they are more likely to say no 

than if they are asked a list of questions about specific sexual interac-

tions. When definitions vary, it is difficult to compare results among 

studies. 

Second, most of these studies focus on women in treatment, and 

it’s not clear if these women are representative. A theory called Berk-

son’s selection bias suggests that people with multiple problems— 

whether related to abuse or alcohol—are more likely to seek treatment 

than people with only one problem. It’s possible, then, that studies of 

women in treatment overestimate the association between sexual abuse 

and alcohol-related problems. Only 14 percent of alcoholic women get 

treatment. Do the 86 percent of women who don’t get treatment have 

similar histories of sexual abuse? And what of women with a drinking 

problem who aren’t necessarily addicted? Does sexual abuse also play a 

role in their drinking? 

Finally, most studies rely on retrospective reports of abuse, and it 

is possible that some alcoholic women, in great distress, are straining 

to find an explanation for their problems. Would they have identified 

themselves as victims of abuse before they started drinking? Also, not 
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only may alcoholic or psychiatric patients be more apt to report sexual 

or physical abuse; the control groups may include “false negatives”— 

that is, women who are in denial about abuse. This too would distort 

the comparison. (There are not enough data to confirm a link between 

childhood abuse and alcohol problems in men, because no studies of 

males in treatment have compared them with control groups of males 

without alcohol problems.) 

Some recent longitudinal studies have found ways to minimize 

the bias of retrospective reports and a focus on women in treatment. In 

Norway, a population sample of adolescents was followed over six years; 

17 percent of the girls, but only 1 percent of the boys, reported having 

been sexually assaulted at some time. Researchers gathered data five 

times. They found that the female victims reported a dramatic increase 

in alcohol-related problems by the time of their late teens. 

In May 1997, Sharon and Richard Wilsnack published the results 

of a landmark study of the general population, the largest one of its 

kind, in which they conducted ninety-minute personal interviews of a 

nationally representative sample of nearly 1,100 women, including 

354 who had been followed since 1981. They asked questions to ascer-

tain the women’s level of drinking and the number of ensuing prob-

lems. Instead of asking a general question about sexual abuse, they 

asked about specific sexual activities, including exposure of the 

woman’s own genitals, exhibitionism (by the perpetrator), touching or 

fondling, sexual kissing, oral-genital activity, anal intercourse, and 

vaginal intercourse. These activities did not count as abuse unless they 

occurred before age thirteen with a family member who was five or 

more years older, or before eighteen and were unwanted, also with a 

perpetrator five or more years older. 

When they analyzed the data, the Wilsnacks found that control-

ling for age, childhood sexual abuse predicted the onset of problem 

drinking over a five-year follow-up period: 51 percent of the women 

who were not problem drinkers in 1981, but who reported sexual 

abuse, had become problem drinkers five years later, compared with 19 

percent of those who had not been abused. Women abused in child-
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hood were three times more likely to report such symptoms as black-

outs and the inability to control themselves while drinking, and were 

more than twice as likely to report drinking-related problems in the 

last year. Some 50 percent of the women who had alcohol problems 

reported sexual abuse in their childhood. Says Sharon Wilsnack, 

“When you find the same thing in treatment centers and in the general 

population, you know you’re on to something real.” 

Wilsnack said that in this study, “Childhood sexual abuse is the 

single strongest predictor of alcohol dependency in women, even 

stronger than a family history of drinking.” 

L I N D S E Y ’ S S T O RY  

Some of Lindsey’s fondest memories are of fixing up their family 

farmhouse in Vermont with her father, Mark. “I’d run home from 

school, drop my book bag, change my clothes, and go outside to work 

with him,” she recalled. “Whenever he had a project, I was beside him, 

and he taught me everything—electrical wiring, plumbing, Sheetrock. 

It was fun working together. 

“We talked about everything under the sun. For breaks, I’d sit 

beside him and tell him everything I’d learned in school. He was 

always so understanding. 

“Then as soon as the sun set, he was the abuser. He would sneak 

into my room and touch me. . . . My mother worked nights at a center 

for the elderly, and my father always said he had the nights to himself. 

When he came into my room, I didn’t remember the day or how nice it 

had been. The next morning, when he looked at me as if nothing had 

happened, I blocked out the abuser. I saw my father as two different 

people.” 

She whispered, “I loved my dad so much. I didn’t want him to go 

away.” 

I had the impression that Lindsey was referring not to a literal 

abandonment, but to a fear that she would no longer be able to connect 

to the loving part of her father if she allowed herself to see the whole 
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truth. Seeing her father as “two different people” enabled her to com-

partmentalize her perceptions, switching from one perspective to the 

other without ever putting the two together. Lindsey defended her 

“good father” by keeping the “bad” one in another part of her mind. 

She also wrapped up her anger and kept it in a separate box, afraid it 

would demolish the father she desperately needed. 

This kind of “splitting” is thought to be universal in early child-

hood. In Necessary Losses, Judith Viorst explains, “In our immature state 

we cannot hold in our head the strange notion that those who are good 

can sometimes also be bad. And so our inner images—of mother and of 

self—are split in two.” At age two or three, we may typically see a par-

ent as two people—one is an all-nurturing mommy or daddy, and the 

other is all-frustrating. Our image of ourselves is also divided: there’s a 

lovable self and a rotten one. Gradually we learn to mend these splits, 

to understand that the loving mother who soothes us and the hateful 

mother who goes away are really one mother, toward whom we have 

both positive and negative feelings. We also unite the good girl and the 

bad one in a single image of the self. Viorst writes, “Instead of parts of 

people we begin to see the whole—the merely but magnificently 

human. And we come to know a self in which feelings of hate can inter-

mingle with feelings of love.” 

The task of uniting these inner images is never complete. As we 

continue to develop, our images of self and other become increasingly 

complex. From time to time, most of us slip back into black-and-white 

thinking, and some adults continue to vacillate between grandiosity 

and self-hatred, between idealizing and demonizing their loved ones. 

In Lindsey’s case, her father’s abuse forced her back into a primi-

tive kind of perception. It was intolerable to her that the man she 

needed so badly and loved so much could be the same one who caused 

her so much pain. In many ways, it is astonishing that today she can 

talk about this process and grasp it so well—astonishing because, as 

she revealed to me later, she cannot remember a time when her father 

did not fondle her genitals. In his court-ordered therapy, he confessed 

that it began when she was still in diapers. If a nonabusive father can 
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seem like a monster to a child, imagine the monstrous proportions of 

the abusive father in the child’s mind, and how hard it would be to rec-

oncile this figure with the father who nourishes. 

“You can’t overestimate how important it is for a child to have a 

good view of her parents,” says Rita Teusch, Ph.D., a psychologist who 

works with sexually abused women in therapy in Cambridge and 

Wellesley, Massachusetts, and has written on the connection between 

sexual abuse and chemical dependency. “She will see them as good at all 

costs, even if the cost is distorting reality. 

“To hold your daddy in your mind as good and bad both, you have 

to have a reasonably safe childhood. You have to be able to think, 

‘Well, he’s sometimes good and sometimes bad, but I can tolerate 

both.’ When there’s abuse going on, the child can’t tolerate it. The 

experience gets split off, denied, dissociated.” 

Dissociation is commonly used as a coping strategy among girls 

who are abused. In its mildest form, familiar to us all, it simply means 

doing one thing while thinking about something else. Dissociation 

may also involve feeling detached from one’s own mind and body— 

many girls describe a sensation of hovering over the scene of their own 

abuse. While the body is being punished for being bad, the mind is 

“good” and safe and far away. In this sense, dissociation and splitting 

are related. In daily life, dissociation allows a victim to confine her 

awareness of the abuse to a realm outside her normal perceptions. So 

that she does not have to contend with overwhelming anxiety, fear, and 

anger, the traumatic events are split off. These events don’t figure in 

the story she tells herself about her life. When the trauma is happen-

ing, or when it is recalled, she may enter an altered state of conscious-

ness, like a trance, in which she is less susceptible to pain. A more 

extreme form of dissociation occurs in dissociative identity disorder, 

where self and memory are broken into fragments. 

Dissociation allowed Lindsey to have breakfast with her father in 

the morning as if nothing had happened the night before. It allowed 

her to rush home from school, drop her book bag, change her clothes, 

and run out to work with him. It allowed her to view her mother as a 



198 H A P P Y  H O U R S  

self-sacrificing saint, and never to blame her for being weak or for fail-

ing to protect her daughters. 

“Our father wasn’t affectionate with our mother,” Lindsey told 

me. “She would cry.” Lindsey believed she must sacrifice herself for her 

mother’s sake. “I thought, if I do this with my father, maybe it will 

help my mom.” 

Keyed into Lindsey’s psychology, her father told her, “If you don’t 

love me, then I can’t love your mother. Mommy needs love. If I give it 

to you, then I can give it to her.” 

Sitting on my sofa, Lindsey blew her nose and looked around for a 

wastebasket. “He didn’t need to threaten violence,” she said. 

Lindsey tried to protect herself in practical ways. She learned to take a 

three-minute shower, including the time it took to shave her legs and 

dry herself off, so she was out of the bathroom before he could invite 

himself in. Finding safety in numbers, she became best friends with her 

little sister Heidi, stayed with her whenever she could, and shared a 

bedroom with her. “He wouldn’t touch you if you were with someone 

else,” she explained. Still, he found other ways. He’d invite her to his 

band practice, for instance, and pull off the road on the way home. Her 

constant anxiety about when he might approach her was nearly as trau-

matic as the episodes themselves. 

By the time she was in ninth grade, she was conscious that her 

father’s actions were abusive. 

I asked her how she got from the state of mind in which she sub-

mitted to his fondling for her mother’s sake to the point at which she 

said to herself, “This is wrong.” 

“I think it was just hormonal changes,” she told me. “I was 

attracted to boys—instead of to my father—and that made me think 

differently.” 

Indeed, says Dr. Teusch, many girls who have blocked out memo-

ries of early abuse remember it when adolescence hits, and their hor-

mones are going haywire. Also, adolescence brings a whole new level of 

comprehension. Teenagers know which rules are universal. They know 
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the difference between, as the developmental psychologist David 

Elkind describes it, “rules that hold for the one and rules that hold for 

the many.” Specifically, though Lindsey had once believed her father 

when he said, “People will laugh at you if you complain about what 

I’m doing, because all daddies do this with their daughters,” she now 

came to know that he was breaking a taboo. 

“I stood up to him,” she told me. “I was taking a bath, and he 

came in and said, ‘Let me look at you.’ When I said no, he said, ‘I 

promise I won’t touch.’ I said, ‘What’s your problem? You have a wife 

you’re supposed to do that with. Get out of here or I’ll tell.’ ” 

She said proudly, “This was two whole months before my mother 

found out he was molesting us, but after this incident, he never 

attempted it with me again.” 

As it happened, Lindsey’s older sister Emily was reaching her own 

limit at just about the same time. One morning at breakfast, in the 

presence of her mother, she asked him for a ride to her boyfriend’s 

house, and he said no. She nearly spat at him, and he said, “What’s 

wrong? Why are you so pissed at me?” 

“I have a good reason to be pissed at you,” she snarled, and 

stormed up to her bedroom. 

Something cued her mother in. She followed Emily to her room 

and said, “Has he been touching you?” Emily began to moan. She 

hugged herself and fell to the floor. 

Her screaming woke Lindsey up. When Lindsey ran into Emily’s 

bedroom, her mother turned to her, white-faced. “Has he been touch-

ing you, too?” she asked. 

Lindsey couldn’t find a voice, but the tears streaming from her 

eyes were answer enough. 

For two intolerable months they continued to live as a family, on 

the condition that Lindsey’s father, Mark, didn’t touch the girls again. 

When Lindsey’s mother broke down at work, a colleague persuaded her 

to turn in her husband. She and her daughters went to the authorities. 

There was a trial, and the judge sentenced Mark to fifteen months in jail. 

When he left, Lindsey felt “a thousand times lighter. I could take 
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a shower without worrying; I could be alone without fear.” At the same 

time, she told me, she felt tremendously sad. 

“What was the sadness?” I asked softly. 

Lindsey’s eyes filled up with tears. I thought about the loss of her 

childhood, her guilty feelings about her father, her family in pieces, but 

Lindsey was not thinking of herself. 

“It upset my mom,” she whispered. “She was living with this tur-

moil inside.” 

The Aftermath 

Lindsey is early in the process of coming to terms with her abuse and 

still needs to protect herself from the force of her experience. She is able 

to talk with understanding, but emotionally, it needs time to sink in. 

She’s apt to deliver contradictory statements about her parents without 

seeing any problem. At one moment in our interview, she described her 

father as inspiring and two sentences later commented on his selfish-

ness, saying that while her mother was skipping meals so the children 

could eat, her father was “buying candy for himself and hiding it in his 

room.” He was, she said, “overall not abusive,” but then she noted that 

he had “a flaring temper” and “if something went wrong he might 

throw a hammer across the room.” But typically, she said, “no one 

would get hurt.” 

Her mother, her “most important teacher,” taught her that “you 

have to love yourself before you can love other people”—this being the 

same mother who cried for years because her husband didn’t love her 

and put up with hammers being hurled. Lindsey described her mother 

as consistently overwhelmed, then called her “a very strong person.” 

Still unconscious of any anger toward her mother, still protecting her, 

Lindsey needs to see her mother as a wonderful parent. 

Most painfully, Lindsey expressed the split in her own frame of 

mind, at one moment describing herself as “feeling better—myself 

again,” and at another saying, “I can’t concentrate on anything 

because I’m so unhappy.” She works hard to keep any guilt and anger 
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invisible to herself. She wants to be loving and giving, and indeed, by 

the end of our second meeting, when she gave me a warm hug, I was 

under her spell. I remembered that my friend, Lindsey’s teacher, had 

told me that boys fall all over her, not because she is seductive, but 

because “she’s warm and cuddly, and they want to lay their heads on 

her chest and cry.” Lindsey’s voice grew affectionate when she talked 

about “looking out for her mother,” who gets lonely and needs more 

social life. 

Lindsey, like many survivors of incest, grew up taking care of her 

parents’ emotional needs. In a way, this made her feel powerful and spe-

cial. She may have imagined that she could appease them with her care 

and make them feel so loved that they would become capable of taking 

care of her. To maintain her sympathy for them, she focuses on their 

suffering. Not surprisingly—abuse is often an intergenerational prob-

lem—Lindsey’s mother was also abused as a child. Her father’s father 

despised him, and his mother was schizophrenic. 

Her role as caretaker has, of course, been severely challenged, but 

she’s doing her best to maintain it. When her father—whom she took 

to calling “Mark” when his abuse was uncovered—was sentenced to fif-

teen months in jail, she said, “Everybody else was pissed off that it 

wasn’t longer, but I didn’t really care. I’m not the kind of person to 

hold grudges.” Her mother was upset after learning about the abuse 

because “she thought we blamed her because she didn’t notice it ear-

lier”; but “we never felt anything bad toward her. It wasn’t her fault.” 

Lindsey’s anger flares up when the stakes are not so high. Her 

tone changed to genuine scorn when, in our first talk, I asked how she 

was doing in her freshman year at college. “I hate this college,” she 

said. “I don’t like it—my work has shown that. I don’t like my profes-

sors. The rooms are like prison rooms. . . . I’m  not  coming  back for 

sure, no way.” She also got angry with her older sister, noting, “She 

hates Mark now, but she always wanted her own room, and I wonder if 

perhaps she wanted the extra attention.” Apparently, the girls found it 

safer to express their anger at each other than at their father. Lindsey 

noted that when they were younger they were “vicious.” “We pulled 
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each other’s hair, and Emily scratched me till I bled.” Now, they enjoy 

a closer relationship. 

In our conversation, Lindsey saved her most intense rage for the 

counselors who worked with her after her father’s arrest. “I hated my 

first counselor, so—stupid them—they put me in group counseling 

with my sister Emily! I couldn’t say a word because she’d use anything I 

said against me, and everything I said she contradicted. So I said, I’m 

not doing counseling, I hate it. Fuck it! I can get through this by myself. 

They were drilling stuff into my head that I didn’t feel was true or 

right, and that pissed me off. They were telling me things about myself 

that weren’t true, and I said, ‘Why are you filling my head with this 

shit?’ ” 

I asked Lindsey what they were telling her. 

“That I should be angry and upset!” she answered. “That I should 

not want anything to do with my dad, and I wanted to see him again 

and be friends with him. They tried to tell me that that’s not what I 

wanted, and I was like, no, I’m not that angry person, you’re not going 

to tell me who I am. I was really peeved. They kept telling me that it 

wasn’t my fault, and I’m like, I know that.” 

I was especially struck by the formulation, “I’m not that angry 

person; you’re not going to tell me who I am.” To Lindsey, love and 

anger were not just feelings common to all of us; they were the basis for 

two incompatible identities. There were people who love, and there 

were people who hate and are angry. With her maternal air and solici-

tous manner, her dream of working with children and handicapped 

people, Lindsey intended to be someone who loves. 

Lindsey did like the counselor at her high school, who was more sensi-

tive and took a comforting but neutral stance. She did not try to force 

Lindsey into territory she wasn’t ready to navigate. But Lindsey was not 

ready to depend on anyone else. Their meetings were only sporadic, 

and Lindsey did not confide in this counselor when her life went from 

bad to worse. 

In tenth grade, with her father in jail and her mother divorced, 
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remarried within days, and divorced again, Lindsey began her first 

experiments with alcohol. She was in a school play, and before the cast 

party, she and a friend drank five shots of rum. “Whoa,” she thought, 

“this is nothing—like drinking a cup of water.” At the party she got 

sick, and a friend had to drive her home. 

Lindsey was not particularly young by national standards—in the 

Monitoring the Future survey, 40 percent of tenth-graders reported 

drinking within the previous month. There was no heavy drinking in 

her nuclear or extended family, so presumably she wasn’t genetically 

predisposed to alcohol dependence. At first, Lindsey was cautious about 

drinking too much, not for her own sake, but because she wanted to be 

sober if anything happened to her friends. “I was with a wild crowd,” 

she explained. “I was worried about alcohol poisoning, or someone 

falling into the river. . . .  One night a friend broke his ankle, and 

another night someone passed out in the snow and came in blue-lipped 

and pretty much in hypothermia. I was sober enough to take care of 

them.” 

Girls who are sexually molested are significantly more likely to 

have early consensual sexual intercourse. By the age of fifteen, if Lind-

sey liked a boy, she slept with him. “It was drilled into my head for so 

long that sex is a must for someone to love you, and so I was always 

really free about sex—always, always, always. I thought, That’s what he 

wants, that’s what will make him happy.” During her junior year, she 

hooked up with a steady boyfriend, Freddie. “I had this hollowness 

from Mark being gone,” she said. “Freddie filled the spot.” He was a 

big drinker, and over time she began to keep pace with him, often stay-

ing drunk from Friday afternoon until Sunday night. She took care of 

him as if he were a child: making him breakfast, doing his laundry, and 

cleaning up after him when, drunk out of his mind, he vomited and 

peed all over himself. 

Lindsey’s behavior, says Dr. Teusch, probably had several uncon-

scious motivations. Tending to Freddie and that whole gang of boys— 

“I was like a mother to them,” said Lindsey—she became the caretaker 

and protector that her own mother wasn’t, allowing her to be less 
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helpless than she was as a young child. The sex and the caretaking 

could also be unconscious ways of trying to appease an abuser. If you 

give a boy what he wants, perhaps he will not hurt you. Also, Lindsey 

might have been trying to assuage the guilt she would naturally feel as 

the result of her father’s imprisonment. “I knew it wasn’t my fault,” 

Lindsey maintained at first, but later she said, “In some ways I feel 

guilty for letting the abuse happen. . . . I  didn’t say anything right 

away.” 

I said, “Right. When you were in diapers, you didn’t say any-

thing.” 

She replied, “That’s so true, but it doesn’t click in my head.” 

In spite of all her efforts, Freddie eventually left Lindsey for his 

first love, and she fell apart completely. It’s not that she loved him so 

much—“We were just used to each other,” she said—but her feeling of 

helplessness redoubled. Neither sex nor her fanatical attention to her 

boyfriend had kept her in control. Panicky and desperate, unable to 

cope with her life, she started stealing brandy from her mother. When 

that ran out—her mother never noticed—she got a friend to bring her 

more. She hid it under her bed so she could take a few chugs in the 

morning. She kept another bottle in her locker at school. At the end of 

the day, she and her buddies, “my guy friends,” as she still calls them, 

would go out “and drink and drink and drink till we were passed out 

all over the place.” At times, she stayed home from school and took a 

bottle to bed with her. 

When she drank, Lindsey said, “It was like I was in a bubble. 

Nothing could touch me. Nothing could harm me.” When there was 

no alcohol to be found, “I’d be like, AAAh!” said Lindsey, mimicking a 

scream. At these times, she turned on herself. With a dull knife, she 

would saw at her arm “until it was just like shredded.” She had done 

this once before, just after her father left their home, during that time 

when she was “a thousand times lighter . . .  and tremendously sad.” 

The cuts were always shallow; she never went to the emergency room, 

and she never told anyone. She cared for her own wounds and wore long 

sleeves throughout the summer to hide the scabbing. The cutting gave 
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her a feeling of being high, and it eased her tension. The physical pain 

covered over the far worse pain of her anger and fear. 

It is estimated that close to 2 million Americans injure them-

selves by such means as cutting, burning, bone-breaking, and rubbing 

glass into the skin. In an essay in the New York Times Magazine, Jennifer 

Egan describes the typical profile of a self-injurer, and it fits Lindsey. 

She is likely to be white and female and to have been sexually abused. 

She probably suffers from other compulsive disorders, like alcoholism, 

has a powerful need to be in control, and may be driven by a “mix of 

toughness and a hypervigilant desire to please.” Terrified of expressing 

rage and sadness for fear of chasing people away, she turns her feelings 

on herself. “In a sense,” writes Egan, “self-injury becomes a perverse 

ritual of self-caretaking in which the injurer assumes all roles of an 

abusive relationship: the abuser, the victim and the comforting pres-

ence who soothes her afterward.” By enacting a drama in which she 

played all the parts, Lindsey tried to gain control. 

Although the typical self-injurer is likely to continue into her late 

twenties, often with increasing severity, for Lindsey, “it seemed like it 

just stopped.” Alcohol remained her favorite release, and her favorite 

way to punish herself. Consuming little but alcohol, she lost twenty 

pounds in a month and found herself contemplating suicide. She was 

stumbling on the ugly truth about alcohol: though it may “work” at 

first to lighten your mood and ease your pain, it stops working after a 

while. You have to drink more, and then more again, to achieve the 

same high. You go on chasing elusive feelings, though they seem to get 

farther from view. Meanwhile, you suffer the hangovers, illness, alien-

ation from yourself and your loved ones. The pain you were seeking to 

escape intensifies. But you go on drinking, because by now you have to 

drink—your body craves it, your hands tremble in the morning, and 

you feel like jumping out of your skin until you do. In Lindsey’s pithy 

words: “Alcohol knocked everything out, but in the long run, it kicked 

my ass.” 

Lindsey never had treatment for her alcohol dependence. At some 

point, it dawned on her that drinking made her feel worse, and she was 
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able to cut back. She began to feel moderately better, and then a little 

better than that. She started eating again and catching up at school. 

When I first spoke with Lindsey, during the spring of her fresh-

man year in college, I was under the impression that she was commit-

ted to staying sober, but it soon became clear that she is not out of the 

woods. Indeed, she hasn’t fully acknowledged that she has a problem 

with alcohol. I had to put this together from contradictory bits of 

information she revealed to me—at one point referring to her recovery 

when she was a senior in high school, and later describing the summer 

that followed, when she moved in with her gang of “guy friends” and 

got drunk every night, even experimenting with LSD and mescaline. 

But now, she said, she wasn’t into the drug scene and never had more 

than one or two beers. When I asked, she said she never worried about 

drinking. 

The summer passed. We met again in the fall, and Lindsey said 

she had decided to take a year off from college to work and think about 

her goals. More open with me now—and perhaps with herself—she 

acknowledged that her attitude toward drinking was inconsistent. One 

day, she said, she’ll be on the wagon, and the next she’ll ask her mother 

to get her a six-pack, because she needs to relax. She’d gotten drunk 

with her new boyfriend the night before. It’s not uncommon for her to 

down five shots of hard liquor. She got a little worried, she said, when 

she realized that over the summer, hardly a day went by when she 

didn’t have a beer at lunch and another at dinner. 

Lindsey’s evasiveness alternates with piercing honesty—a pattern 

familiar to many alcoholics and their families. It sometimes seems that 

the honesty is a cunning way for the drinker to convince herself and 

others that she’s got a handle on the situation. In the meantime, she 

goes home and has another drink. Denial is far more complicated than 

an outright refusal to acknowledge a drinking problem. 

The way Lindsey revealed her struggles with alcohol reminded 

me of the way she revealed the abuse: contradictions, a combination of 

openness and secretiveness, emotional distance with dips into real feel-

ing. For her, denial is not something that developed with dependence 
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on alcohol; it is part of the mental world she constructed when she had 

to pretend that she had a loving, respectful father. 

There are parts of that story she still can’t say out loud. She first 

led me to believe that her father’s abuse had stopped with fondling her 

genitals, but she must have wanted to correct that impression, because 

she sent me a poem in the mail, called “What a Great Daddy.” It 

describes her father putting his fingers inside her. When she complains 

that it hurts, he kisses her “down there”—to make her feel better, she 

decides, the way he kisses the scrapes on her elbows and knees. The 

next visit, he slides his penis in. She cries. He gets off, hugs her, and 

says he’s sorry. She feels blessed to have such a wonderful daddy, who’s 

“always thinking of others.” Lindsey told me that she sent this poem to 

her father to let him know how much he’d hurt her. 

Denial is still protecting Lindsey from the full horror of her child-

hood, which is connected to her use of alcohol; thus denial of her drink-

ing problem is another loop in an already complicated system of 

defense. Says Dr. Teusch, “The feeling that you are actually out of con-

trol, as an alcoholic really is, is intolerable to abuse survivors. It com-

plicates the recovery. They have a real reason to fear being out of 

control.” She adds that, even more than other alcoholics, survivors of 

abuse need to believe that they can cut back and can take care of any 

problems on their own. 

Lindsey communicates fierce independence. When I saw that she 

was struggling, I tried to think of ways to broach the subject. I went so 

far as to get the names of some therapists who had worked successfully 

with girls who have alcohol problems and were sexually abused, hoping 

I’d be able to say, “Look, if you do want help . . .” I’m still hoping for 

that moment, but so far, Lindsey has made it clear that she doesn’t 

want suggestions. She was telling me how hard sex is for her, how as a 

child she trained herself not to feel any pleasure, and now she has to 

fight her own repulsion to have an orgasm. She described some difficult 

sex to me. She had suddenly got frightened, had yelled at her 

boyfriend, and had curled up into a little ball “to deal with it on my 

own.” I commented, “You’re so much on your own.” She answered, 
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“If I’m going to do something, I’m going to do it on my own, and I 

don’t want any help.” To illustrate her point, she told me about getting 

a fever of 105 and hallucinating, but refusing to go to the hospital and 

refusing medication. She was determined to get better by herself. 

This anecdote points up a paradox: Lindsey’s need to be entirely 

self-sufficient undermines her ability to take care of herself. Until she 

learns to rely on other people, she’ll have a hard time relying on herself, 

and she’ll be vulnerable to self-destructive impulses. To ask for help, 

she’ll have to make two leaps—believing that someone can help, and 

believing that she deserves help. 

She has several things going for her. Cognitively, she understands 

her history, and she can talk about it. That, says Rita Teusch, is the big 

first step. It always takes time to integrate knowledge. And then, she’s 

taking certain healthy steps. She’s made a rule that she won’t have sex 

unless she really wants it. Instead of going out with friends every night, 

she finds herself “becoming quieter and more self-oriented”—because, 

she says, “it’s something my body is asking for.” When she and I went 

to lunch, she wanted to talk about an Oprah show in which a guest 

claimed that when women lose themselves in caring for their families, 

their bodies grow fat as a way of saying, “Pay some attention to me.” 

Lindsey is learning that she needs to pay attention to her own needs— 

her needs, not her boyfriend’s. Not her mother’s. Not her father’s. 

And then, there’s the warmth and concern she has for others. 

Though it still has a desperate edge, it will be there for her to return to, 

if—as I trust she will—she dares to walk through the mess of her rage 

and shame into a place of greater freedom. 

Why Do Sexually Abused Women 
So Often Tu rn to Drink? 

First of all, many don’t. In the Wilsnacks’ survey, 24 percent of abused 

women in the general population developed alcohol-related problems. 

Note that this is different from the percentage of alcoholic women who 

were sexually abused—that figure is at least 50 percent. This means 
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that over 75 percent of sexually abused women did not develop alcohol 

problems. The effects of childhood sexual abuse are wide-ranging and 

vary from one individual to the next. Some therapists note that their 

abused clients avoid alcohol because they associate it with losing con-

trol, the last thing they want to do. 

In Lindsey’s story, we’ve seen how alcohol covers up her pain and 

allows her to stay in partial denial about her abuse, continuing—with 

one part of her brain—to believe that she grew up in an atmosphere of 

love and respect. Alcohol numbs and soothes her temporarily; it makes 

it easier to have sex. When she was at her lowest, cutting herself, con-

vinced of her own guilt and unworthiness, alcohol was a way of harm-

ing herself, and it may still be. For some women, alcohol keeps them 

from remembering. The addictive cycle is so preoccupying—the crav-

ing for a drink, the drinking itself, the hangover, the depression, the 

new craving—that there’s simply no psychological space for anything 

else. If they suffer from severe dissociation due to the sexual abuse— 

including frightening gaps in their memory—they may prefer to 

blame it on alcohol, which also causes blackouts. And extreme 

instances of dissociation can be frightening in themselves—when you 

blank out for periods of time, you can’t rely on your own mind. This 

impairs your ability to work or interact with people. Alcohol can be an 

escape from this problem, and it can also exacerbate it. Abused women 

also often drink to be able to tolerate adult sexual relationships and to 

numb themselves against abuse from their current partners. 

Some of the newest research explores how severe trauma in child-

hood, especially when the central nervous system is still developing, 

can cause lasting neurological damage. “The shock absorbers of the 

brain are shot,” explains Dr. Bessel van der Kolk, a professor of psychi-

atry at Boston University who specializes in trauma. “If everything is 

running smoothly, if it crawls along just fine—as it does in nobody’s 

life—you’re fine. But the moment you get hurt, jealous, upset, fall in 

love, fall out of love, your reaction becomes much stronger.” 

Women who were severely and chronically traumatized as chil-

dren may fit the diagnosis of posttraumatic stress disorder (PTSD), 
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which used to be called “shell shock,” because veterans of war so often 

develop it. It involves frightening hallucinations and flashbacks, irri-

tability and angry outbursts, difficulty concentrating, hyperarousal, 

insomnia, and an exaggerated startle response. 

Corinna Stewart, a psychologist with the Counseling Service of 

Addison County in Middlebury, Vermont, works with teenagers who 

abuse drugs and alcohol and also have PTSD. “Imagine what they’re 

dealing with,” she says. “They have all the usual difficulties of recover-

ing, plus they have to learn how to detach from their bodies’ own 

responses. When you or I step out into the crosswalk and hear a siren, 

we have a moment of fear, and we jump back onto the sidewalk. These 

young women might hear a door shut and experience that same fear: 

the adrenaline rush, the sweating, a sense of doom. They feel like they 

can’t get out of the way. To deal with it, they may need medication, and 

they need—through long training—to learn to experience the body’s 

panic without taking it too seriously, without having to act on the 

impulses of the body, which may never change.” 

Women with PTSD may feel that they absolutely need to drink, to 

relieve their symptoms. This was the case with Louise, a forty-two-

year-old African American who made a conscious decision to start 

drinking at fifteen “to have the numbness. To bear the agony and pain.” 

An attractive woman with a mass of cornrows, she described herself as 

“very sad,” and indeed, throughout our interview, she stared at the floor 

and looked disconsolate. She had a way of raising her eyebrows in two 

slanting lines, as if she were perplexed. By the time she was fourteen, 

Louise had been raped three times—first by her mother’s boyfriend, 

then by an uncle, and then date raped at gunpoint by her own 

“boyfriend.” She developed a terror of men. In school, if she was 

assigned a male teacher, she would sit in the back of the class and sob 

until she was moved to another room. She had two marriages to abusive 

men and has never in her life had sex without being drunk. She has 

twice tried to kill herself, and she spent years hiding in her dark house. 

“I couldn’t stand the sunlight,” she told me. “I was like Dracula.” 

At the time of our interview, she had been sober for seven months, 
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and many of the memories and feelings she’d kept at bay with alcohol 

had started to come back. “I’m having nightmares,” she said. “Waking 

up, cold sweat. My hands, my nails—I’m going to have to cut them 

because I sleep with my fists balled up and my fingers constantly ache, 

ache, ache. I’m getting headaches, because there’s too much going on. I 

told my counselor, the stuff coming back to me, I want it to stay 

buried. I tried to get out of seeing her, but she told me I needed to.” 

Louise has a hard time leaving her house, because, as she says, 

“I’m paranoid about men. I was walking, I dropped something, and 

this man said, ‘Miss,’ and he talked to me. I’m telling you, I ran two 

miles. It freaked me out.” 

Louise’s addiction to alcohol has cost her enormously—when she 

sees her children hurting because of the years she was lost in a fog, it’s 

“the saddest sight I ever saw in my life.” But she still says, “I’m glad I 

had the alcohol. I just couldn’t cope. I couldn’t. I told my counselor, 

I’m glad I had the alcohol. It helped.” 

For Louise, seven months of sobriety is a magnificent achieve-

ment. She still has a long road ahead of her. Although medication will 

help, she’ll probably always have to contend with anxiety and panic. In 

time, these should become less distressing, as she comes to see that she 

is not in genuine danger. She has people to help her: her children and 

sister are devoted to her, and now she has a counselor she’s come to 

trust. She understands her vulnerability; now she’s trying to learn 

about her strength. 

W H AT  D O E S  I T TA K E  T O  R E C O V E R ? 

For a long time experts in treating alcoholism insisted that getting 

sober must come first; only then could other problems be addressed. 

Fortunately, in recent years many have changed their tune—now 

women and men are also advised to get treatment for coexisting disor-

ders. For women like Louise, whose alcohol abuse is intricately bound 

up with a history of sexual abuse, whose trauma-related emotions come 

flooding back when they stop drinking, it simply isn’t possible to set 
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aside their feelings while they work on getting sober. They need help 

in understanding how substance abuse and their history of sexual abuse 

are interrelated and mutually reinforcing. 

It is becoming clear that insisting on sobriety as a prerequisite for 

exploring a history of incest sets some women up for failure. Their half-

hearted commitment to getting sober often reflects their fear of reliv-

ing their traumatic past. Clinicians who treat survivors of trauma say it 

works best to encourage such clients to express or contain their fears 

without resorting to alcohol or drugs, and to set goals appropriate to 

their stage of recovery—all the while making safety the first priority. 

This difficult transitional period challenges the therapist, who may be 

reduced to such stopgap measures as getting the client to agree not to 

drink and drive, or to stay away from dangerous neighborhoods. “The 

clinical task,” writes Joan Ellen Zweben, Ph.D., executive director of 

the 14th Street Clinic and Medical Group and East Bay Community 

Recovery Project in Oakland, California, “is to fine-tune one’s sense of 

timing, to maintain clear goals when deciding how much to explore 

painful experiences, and to devise ways to secure cooperation with 

safety measures despite turmoil and distress.” 

Zweben adds that much treatment for addiction relies heavily on 

group counseling, and in some settings there is a bias against individ-

ual therapy. Yet survivors of trauma are often ashamed of their history; 

they need private attention. Zweben refers to a study in 1994, in which 

70 percent of clients who were substance abusers and had a history of 

incest preferred individual counseling. This study did not surprise me, 

since of the six women I interviewed who discussed sexual abuse, all 

but Lindsey—who is at the beginning of her journey—referred fre-

quently and gratefully to their therapists. One woman said simply, “A 

therapist is the best gift a woman can give to herself.” 

In her chapter “Substance-Abusing Women and Sexual Abuse” in 

Gender and Addictions, Rita Teusch outlines common issues in the 

treatment and recovery of sexually abused women who abuse sub-

stances, from the period of initial stabilization through longer-term 

goals: 
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Developing a Therapeutic  Alliance 

Women who were chronically abused as children will not trust anyone 

easily and may try to sabotage their relationship with a therapist, 

because they are frightened of becoming dependent and thus vulnera-

ble to being traumatized again. “Even to accept a suggestion and fol-

low it may be associated with unbearable fear,” writes Teusch, adding 

that in such cases it can take a year or more to develop an alliance. 

Maintaining Safety 

A woman who is suicidal or can’t control her use of alcohol or drugs 

might need to be hospitalized, sometimes repeatedly. Many women 

reenact their childhood abuse by getting involved with an abusive 

partner. They may need the therapist’s help to leave. 

A woman usually feels safer in therapy if she works with another 

woman, especially if her abuser was a man, but sometimes she feels so 

betrayed by a mother who failed to protect her that she may work bet-

ter with a man. Survivors of incest often test their therapists to see if 

they care by relapsing or otherwise hurting themselves. They need a 

therapist to notice and address even subtle danger signs. 

Educating About the Impact  of  Sexual  

Trauma and Substance Abuse 

Many survivors feel hopeless and overwhelmed and cannot imagine 

recovering. It helps to learn about physiological reactions to alcohol 

and drugs, depression, flashbacks, and dissociation. It helps to know 

that hyperarousal, mistrust, and self-destructive impulses are common 

among women who have been abused, and that recovery takes a lot of 

time and work. Such reassurance needs to be ongoing. 
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Separating Recovery from Substance 

Abuse and Sexual  Abuse 

A major task for the recovering woman is separating out and articulat-

ing her feelings. Nightmares and flashbacks can be described in words, 

tolerated, and worked through. Negative feelings not directly related 

to the trauma—fear of being isolated, fear of making changes—need to 

be identified and connected to the urge to relapse. When triggers of 

relapse are discussed and understood, there is less need to act on 

impulse. Instead, rage, disappointment, and hurt can be tolerated and 

expressed. 

Shifting Addictions  

Sexually abused women commonly shift addictions during recovery. A 

woman who has used alcohol to soothe herself may achieve the same 

effect when sober by turning to other drugs or developing addictive 

behaviors: shoplifting, compulsive eating, cutting herself, or compul-

sive sex. Early recognition of the tendency may be enough to prevent its 

escalation. In more severe cases, the new problem may need specific 

treatment. Many women feel like failures when they develop new addic-

tions. They need to be reminded that recovery is always complicated. 

Difficulties  Using Twelve-Step Programs 

Many sexually abused women do not want to show their vulnerability 

or rely on others for support. Sometimes they need to develop trust in 

one person first, perhaps a therapist, before they can trust other people. 

A woman who suffers from flashbacks and panic attacks may hesitate to 

join a group, but joining becomes easier when she understands her 

triggers and has options for dealing with them. A woman with disso-

ciative identity disorder—what used to be called multiple personality 

disorder—may have child personalities that need to be reassured. She 

may need to take “baby steps” in her recovery, perhaps standing for five 
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minutes at the door of the room where the group is meeting, rather 

than trying to stay the whole hour. She may find a support group less 

stressful if it has a leader. Finally, some women feel uncomfortable 

about discussing their abuse at twelve-step meetings. Such women can 

find a smaller group or an all-women’s group. As Louise said to me, 

“I’ve been to some meetings, but when I walk in and see a lot of men, 

I’m gone.” Some women do well with AA when they accept that it’s 

meant specifically to help them stay sober, and that they’ll need 

another format to discuss their abuse issues. 

Use of  Medication 

Many sexually abused women need medication to relieve overwhelm-

ing anxiety, depression, sleep problems, and hearing voices from disso-

ciated parts of themselves. A woman in this situation needs a physician 

or psychiatrist who is sensitive to clients’ potential to abuse a medica-

tion and who can help clients work through any anxiety they have 

about depending on medication. 

Reenactment of  Abusive Situations  

A woman who has been sexually abused will commonly experience a 

crisis with her therapist over issues of control. If the therapist fails to 

understand what’s happening, it can escalate into an adversarial rela-

tionship, in which the therapist is experienced as another abuser. Such 

a scenario stirs up painful feelings for both client and therapist, and the 

work can be long and slow. 

A woman who has been sexually abused may associate caring and 

nurturing with sexual contact and may long for a sexual relationship 

with her therapist. She may have trouble setting her own limits. She 

may have trouble saying no when she doesn’t want sex. She may want 

to please her therapist and may see sex as the best way. Since she was 

taught that sex can equal power, she may see sex as a way of taking con-

trol of the therapy. A sensitive therapist makes it clear that all the 
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client’s feelings, including sexual feelings, can be talked about and 

sorted out, and that none of them will be acted on. Obviously, it is 

critical that a sexually abused woman find a reputable, well-trained, 

morally sound therapist who is comfortable with all of these dynamics 

and is easily able to recognize and discuss them. 

Longer-Term Treatment Goals  

Even when an abused client feels completely secure with her therapist, 

treatment can be a rocky road. Regression is inevitable, because each 

time a woman feels strong enough to explore her painful feelings, her 

anxiety mounts, and she becomes vulnerable to relapse. Gradually, as 

she becomes familiar with the range of her feelings, she can learn to get 

some distance from them, to recognize that she doesn’t have to act on 

self-destructive impulses, that she can choose healthier behaviors. 

S A M A N T H A :  S H E ’ S C O M E  T H R O U G H  

Having interviewed several women who were struggling 

through the early stages of recovering from sexual abuse and alcohol 

problems, I was alert to the awesome challenges they faced. I was espe-

cially glad to meet Samantha, age forty, who had been sober for twelve 

years and whose curiosity, liveliness, ease, and mischievous manner 

suggested a woman at peace with herself and engaged in the world 

around her. Samantha—an Ojibwa woman with long, black hair down 

to her thighs, suggested that we enjoy the spring sunshine by sitting 

on the lawn of the Minnesota Indian Women’s Resource Center, where 

she works as a chemical dependency counselor. She amused both of 

us by quizzing me about my other interviewees with a slightly com-

petitive edge—she wanted to be sure she was going to make it into 

this book. 

We sat down beneath a shade tree, and she began her story. “My 

family lived on a reservation in a little one-room shack. No electricity 

or running water. My dad was an alcoholic, and there was a lot of vio-

lence. Now, you hear some women say, ‘He made me drink.’ I always 
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think that’s BS, because everybody has a choice. But I think my mom 

was one of the people who actually are made to drink. My dad used to 

pull her hair and jam the bottle down her throat. He’d hold her head 

back and pour it down her throat, and if she moved he’d slug her. 

“There are a lot of stories about abuse, but I always think it wasn’t 

anything compared with what my mom went through and what we 

went through.” 

At this point, Samantha gave me a searching look and a half-

smile. “Are you sure you want to know all this?” 

I nodded, and she proceeded with a story of such violence and 

pain that it seemed surreal. In one incident, when Samantha was five or 

six, she watched her father go after her mother with an ax. She now sus-

pects that her father suffered posttraumatic stress disorder. He had 

been in the Marine Corps in Korea and engaged in hand-to-hand com-

bat. When he was sober, he was loving to his wife and six children, but 

when they heard him coming home singing “exactly like Hank 

Williams,” they knew that he was drunk, and they would throw blan-

kets and pillows out the window, jump out on top of them, and run 

into the woods to spend the night. 

Samantha’s grandparents lived in a wigwam village built for 

tourists. They dressed in buckskin, and her grandmother would sit 

under a birch bark awning weaving baskets. When Samantha was 

eight, they made a “jingle dress” for her, and she and her cousins would 

dance for the tourists. Samantha liked the chance to get paid, to leave 

the reservation, and to be with her grandmother, who loved her pas-

sionately. She loved to watch her grandmother tan deer hide, and to 

help her cook. Wrinkling up her nose, she told me, “One time when we 

were really little, my grandfather caught a great big turtle. I watched 

him. He tipped it over on a table and the head came out, and then he 

chopped it off. It stunk. My grandmother’s house—sometimes it 

would stink. She cooked all this stuff they caught. We could see the 

turtle floating around, bubbling in the water. After they cut it up, they 

cut the turtle’s heart up. The turtle has courage and perseverence. They 

cut the heart right up when it was beating, and they made us eat it.” 

I asked, “To give you courage and perseverence?” 
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She nodded. “Raw. We were really little, and they lined us all up, 

and my grandma took it on a spoon, and made us eat it.” 

There were no turtles at the tourist village. Though she loved to 

see her grandmother, the worst memories of Samantha’s life are also 

from this period. Every afternoon when the village closed, Samantha’s 

grandfather got her alone and raped her. 

Some researchers point out that the strong link between child-

hood sexual abuse and later alcohol problems does not establish causal-

ity. Both substance abuse and such traumatic events as child abuse, 

they argue, might share a deeper cause, rising out of a disturbed family 

environment that fails to nurture and protect a child. When Samantha 

looks back at all the violence and physical abuse in her life, what she 

experienced and what she witnessed, including the times when she was 

taken from her mother and placed in foster homes, her grandfather’s 

abuse, which began when she was eight, is what hurts and enrages her 

the most. One detail in particular still overwhelms her. Every time he 

raped her, he bought her a hamburger afterward. This was a child who 

was used to eating raw oatmeal sandwiches, who would take a sheet of 

paper and roll it up into a cone, fill it with a dab of government peanut 

butter, and if there was sugar, sprinkle some on top, so she could pre-

tend it was an ice cream cone. Samantha scowled as she told me, “It got 

to where I let him rape me so I could get that hamburger. . . .  And he 

knew. He knew we were poor. He knew how old I was. He knew how it 

was at our house. He knew. He knew. God.” 

She shook her head. “What else could I have become but an alco-

holic?” 

Samantha and all of her siblings started drinking early, keeping 

their parents company. All had their own children young, and, said 

Samantha, “We were all the time getting drunk, beating each other up, 

going to detox, going to jail—just the same stuff we grew up with.” 

All but Samantha and one sister are still drinking. 

Samantha first got sober in an effort to win back custody of her 

children. After a period of sobriety, she shifted addictions—as Rita 

Teusch points out, this is a common pitfall—and began to shoot 
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cocaine. Her memories were deeply traumatic, but harder to cope with 

was her overwhelming guilt. Her son was born with fetal alcohol syn-

drome and became an alcoholic before he was twelve years old. Chron-

ically drunk, she had neglected her son and her daughter until they 

were taken away by the state. Furthermore, she had seduced countless 

men for the pleasure of walking out on them. And then there were all 

the losses: the drug-addicted friends who had died, and the recent 

death from cancer of Bruce, the father of her children. She had loved 

Bruce since the age of thirteen, though when he made her choose 

between alcohol and him, she chose alcohol. When Bruce lay dying in 

the hospital, he asked her what would make her happy in her life, and 

she answered, “Being your wife.” They were married ten days before 

he died. 

Shortly after his death, after speaking to her son on the phone— 

he was in a treatment center—Samantha lay down on Bruce’s bed and 

cried. She was living in his old house, but the landlord had called and 

was coming to kick her out. Bruce’s brothers were coming to pick up 

his belongings, and she had nowhere to go. She had three bottles of 

Bruce’s pain pills. She thought that if she sold them she could buy 

enough cocaine to kill herself. She could hardly bear the thought of 

leaving her kids, but she told herself that Bruce’s parents would take 

care of them. When she heard a far-off sound, she sat up and looked 

around, wondering what it was. On a dresser stacked with jeans, she 

found a little radio, one she’d never seen before. It must have belonged 

to Bruce. The radio was on. She turned it louder, and listening to the 

words, she felt the hair stand up on the back of her neck. The song, by 

Corey Hart, was called “Never Surrender.” She realized that she wasn’t 

going to kill herself. She would go on, no matter what. 

Samantha did get sober, and she regained custody of her children. 

Her son is still in and out of treatment. When her daughter started 

experimenting with marijuana in high school, Samantha immediately 

noticed the slide in her grades and had her in therapy and a support 

group before any serious problems developed. Samantha went back to 

school and began her work as a counselor. 
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Six years after her last high, Samantha was beseiged by night-

mares and overwhelming memories and was diagnosed with delayed 

PTSD. She was placed on medication. She went back to therapy for 

four more years. She had to work through much of her fear, her sadness, 

and her rage—but, said Samantha, she didn’t exactly follow the thera-

peutic prescription. “They say, oh, you need to forgive the ones who 

abused you, but when I was in therapy I made a decision: I was never 

going to forgive my grandfather. I don’t care who did what to him, that 

was no reason for him to do it to me. I’ll die not forgiving him, and can 

I live with that? Yes, I can. And not only that. In therapy, I decided 

that I would not go all the way into my rage. I went maybe halfway, a 

little less than halfway, and then I decided, I’m keeping the rest of it 

for me. Because some day I may be in a situation where that rage is 

going to save my life.” 

I wondered if rage had kept Samantha alive through so much sor-

row, and if that’s why she wanted to hang on to it. Sitting there in the 

shade as a gang of kids played ball nearby, I was in awe of her achieve-

ment. By turns fierce, passionate, tender, and funny, she all the while 

communicated a peaceful sense of having come to terms with herself. 

She was open about her shortcomings, but not judgmental. Much of her 

story she told me with wry amusement, and sometimes with comic 

flair. She still worries about her mother—“she’s probably drunk with 

my son right now,” she laughed—but she seems to know the limits to 

how she can and cannot help. She’s excited about her future, having 

applied for a further year of schooling with some hope of a scholarship. 

I asked where she got her strength. She said, first of all, that she 

had been loved by many people: her grandmother; a social worker she 

met in seventh grade; a foster mother who hugged her, encouraged 

her, and told her that the white girls who taunted her, calling her a 

“savage,” were jealous of her straight A’s. Then there was the therapist 

who saw her through her flashbacks, encouraging her to call his emer-

gency number when she was at the hardest stage. Perhaps all that love 

helped her develop her faith in the Creator—“or God or Allah,” she 

said. “He knows I’m talking about him.” She cautions that her faith is 
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not about believing life can get easy, because “Life isn’t like that. 

Things happen. People die. Your whole sky could fall down, and it 

does. But it passes. And the pain passes too. As long as you allow your-

self to grieve, it will pass.” 

In her work as a counselor, Samantha sometimes has to guard 

against a sense that she’s been through worse than her clients. As soon 

as she listens to their stories, she understands that they share pain. “Life 

hurts,” she said. “Not only for Native Americans. I do evaluations, and 

I see it’s the same for whites, for blacks. I’d say that 99 percent of my 

clients are sexually abused.” 

“That many?” I asked. Though sexual abuse cuts across lines of 

class and race, it can be endemic in impoverished, embattled commu-

nities. 

“That’s right. I think about how hard it was for me to go through 

therapy, and I always tell my clients, ‘You can, you really can, you can 

get sober. I know it.’ 

“I don’t know what part of me is the part that stays sober, but 

whatever it is I wish I could cut it out, and cut it into little bitty tiny 

pieces, and feed it to all my clients.” 

I asked her, “Like a turtle’s heart?” 

She rewarded me with a winsome smile. “Whatever God gave me 

he gave to everybody. I try to help my clients find what he gave them to 

go on. He didn’t discriminate. He said, ‘Oh, you’re going to earth— 

here, have this. You’re going to need this on your way.’ He didn’t give 

anybody less than what he gave me.” 





Part  Four   

Women’s Paths  
in Recovery  





10  
Doctors Still  
Don’t Get It  

More and more,  the alcohol treatment community 

is focused on early intervention to try to help people change their drink-

ing habits and divert them from “end-stage alcoholism,” which wastes 

so many lives and is so very difficult to treat. Yet the major components 

of this new emphasis are drunk driving programs, in which women are 

underrepresented (because they more often drink at home, and because, 

when they go out with a man, the man more often drives), and em-

ployee assistance programs, which may reach men more effectively. 

Though women who are problem drinkers are less likely than 

men to run up against the law and less likely to be referred to treat-

ment by their employers, they are apt to visit physicians and mental 

health professionals much more frequently. Women seek medical 

attention more often than men, and among women who see physi-

cians—family doctors, gynecologists, obstetricians, pediatricians—or 

other health care professionals, the prevalence of alcohol-related disor-

ders is at least double that in the general population. Men seeking help 

with alcoholism are more likely to go to a substance abuse treatment 

center, and women are more likely to see a personal physician or a psy-

chiatrist. Unfortunately, the stereotypical perceptions of what it means 
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to be female—especially a female with a drinking problem—go with a 

woman into the doctor’s office and work against objective assessment. 

Like Daphne, whose story was told in Chapter 3, many women 

who are dependent on alcohol are in denial, and they go to their doctors 

to seek relief from a concurrent disorder, such as depression. They also 

go to seek relief from symptoms directly attributable to alcohol: 

fatigue, sleeplessness, anxiety, irritability, weight loss, chronic heart-

burn. Such symptoms, taken together, should alert doctors to potential 

substance abuse, particularly when other risk factors are present— 

including depression, a family history of alcoholism, and a history of 

sexual abuse—but doctors frequently fail to make the diagnosis. Many 

initial assessment forms ask the patient about alcohol and drugs; but 

although these forms may protect a physician from a lawsuit, they are 

all but useless when an alcoholic is intent on hiding her problem. 

Across the country, thousands of doctors and mental health profession-

als are missing the signs of drinking problems in women. 

Of course, it is hard to work around a patient’s and her family’s 

denial. When Daphne went to the doctor with complaints about depres-

sion, clumsiness, sleeplessness, fatigue, heartburn, and irritability, she 

did not consciously attribute her symptoms to the effects of alcohol. Nor 

did she make the connection when antidepressants failed to take effect. 

Though her husband, Paul, never saw her with her tall glass of vodka, he 

must have sensed she was drinking—he told his friend she seemed drunk. 

That he never put two and two together over a period of ten years might 

seem bizarre and extreme, but such denial and despair are familiar in 

alcoholic families and are not at all surprising to workers in the field. 

Recovering women tell of being discouraged by their doctors 

even when they actively sought help. One woman said, “When I told 

my gynecologist I might have a problem, he said to me, ‘You’re too 

smart to be an alcoholic.’ ” Another woman went into a hospital for gall 

bladder tests and suffered withdrawal symptoms under the doctor’s 

nose. He pretended not to notice. In one study, physicians were given 

hypothetical patients in a computer simulation and asked to elicit 

additional information and arrive at a diagnosis. Two-thirds of these 
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well-trained clinicians missed the diagnosis of alcoholism in cases 

that were considered obvious by others. Although this is a problem for 

both men and women patients, a range of studies have found that 

physicians are particularly blind about alcohol problems in women. In 

one study, hospital doctors were three times more likely to fail to 

diagnose a female alcoholic than a male alcoholic. Another study 

found that even when physicians did recognize signs of alcohol abuse 

in their patients, they addressed the problem in only 24 percent of 

cases. 

The stories proliferate. I interviewed a man who, like Paul, had 

missed his wife Diana’s alcoholism over a period of many years. When, 

still clueless, he accompanied her on a visit to her psychiatrist—a well-

known clinical diagnostician—the doctor announced that he was refer-

ring them to somebody else for treatment, because Diana reminded 

him painfully of a personal case, and he could not treat her objectively. 

After the session, this husband wondered aloud what this could possi-

bly mean. “He told me I remind him of his wife,” said Diana. “She was 

a closet drinker for years, and he never figured it out. His children had 

to tell him. Isn’t it sad?” For the first time, the lights went on in this 

husband’s head. 

Alcoholism nearly always refuses to see itself. The tragedy deep-

ens when suffering people place their trust in a health establishment 

that shares in their own denial. 

Physicians have a real opportunity to help. A range of studies and 

clinical experience suggest that even brief counseling by a physician 

can reduce drinking and decrease the costs of health care for alcohol-

related problems. A recent community-based study found evidence 

that should encourage any physician about the usefulness of careful 

screening. Among men who consumed more than fourteen drinks per 

week and women who consumed more than eleven drinks per week, 

brief intervention by a physician—two short counseling sessions and 

follow-up telephone interviews—resulted twelve months later in a 14 

percent reduction in alcohol use in men—and a 31 percent reduction 

in women. As noted previously, a single motivational session offering 
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feedback to heavy-drinking freshmen resulted in fewer alcohol-related 

problems over the first two years of college. Among the women I inter-

viewed, one—Dale—was confronted by her physician after a fairly 

brief period of dependence on alcohol. She left his office, joined AA, 

and never had another drink. 

In May 1997, a committee of the American Medical Association 

presented a report addressing the poor record of physicians in identify-

ing alcohol-related problems in their patients, particularly women. 

The report recommended that the AMA urge physicians to be alert for 

alcohol-related problems, to screen patients more thoroughly for alco-

hol abuse and dependence, and to educate women of all ages about 

their increased risk of liver and heart disease from alcohol and about 

the effect of alcohol on the developing fetus. It included advice on how 

to counsel patients with problems, and screening instruments that 

might be more effective than those currently in place. 

This is an important first step—and one hopes that the AMA will 

follow through. If a survey of 400 physicians done in late 1997 by the 

National Center on Addiction and Substance Abuse at Columbia Uni-

versity (CASA) is any indication, this issue had not yet penetrated 

many physicians’ awareness. When asked how many drinks per day 

would constitute problem drinking, their answers (from 2.3 to 2.5 

drinks per day) were virtually equal for patients of both sexes and all 

ages. They did not take into account women’s lower tolerance for alco-

hol, or the changes that age brings. The survey found that only one in 

seventeen physicians asks patients to complete an alcohol assessment 

form at every visit. Only one in five uses the sensitive CAGE question-

naire. (CAGE is an acronym for four brief questions: Have you ever felt 

you should cut down on your drinking? Have people annoyed you by 

criticizing your drinking? Have you ever felt guilty about your drink-

ing? Have you ever had a drink first thing in the morning (eye-opener) to 

steady your nerves or get rid of a hangover? One doctor in thirty-three 

uses the TWEAK, a version of CAGE modified for women (see Appen-

dix A). And when presented with a hypothetical patient who presented 

a full array of symptoms consistent with alcohol problems, only 1 to 2 

percent considered the possibility of substance abuse. The results of 
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this survey are clear. Too many physicians do not have substance abuse 

on their diagnostic radar screen. 

On the other hand, 82 percent of these physicians suggested 

depression—the most common diagnosis. Twenty percent suggested 

anxiety, stress, or psychological problems other than depression. These 

are reasonable diagnoses, but if substance abuse is not screened for, the 

stage is set for such inappropriate medication as antianxiety drugs, 

sedatives, and certain antidepressants that complicate and exacerbate 

addiction, which goes untreated. Doctors who miss the signs of alco-

holism often send a woman away with a prescription for tranquilizers 

tucked into her purse, setting her up for a dual addiction. Female alco-

holics like Daphne and Dale, who abused Valium along with alcohol, 

often combine alcohol and prescription drugs. 

Similarly, doctors confuse the signs of drinking in older women 

with side effects of medications and senility. When an old woman trips 

and falls, her doctor often doesn’t consider that the two martinis she 

could handle twenty years ago now have an increased effect on her body 

and may be causing her clumsiness. 

What is the problem here? 

Physicians, like the rest of us, may have stereotyped ideas of 
what an alcoholic looks like. 

Unfortunately, the stereotypes of the alcoholic hooker and the alcoholic 

bag lady persists. In the study at Johns Hopkins University Hospital, 

doctors were even less likely to consider alcohol as a potential problem 

if the women had private insurance or higher incomes and education. It 

boils down to this: If a woman doesn’t fit the stereotype of an alcoholic, 

she cannot be a problem drinker. 

Physicians may wink at a woman’s heavy drinking, believ-
ing she needs alcohol to cope. 

In CASA’s survey of 400 physicians, more than one-third agreed with 

the statement, “Many physicians fail to address problem drinking 
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among mature patients because they believe drinking is one of the last 

few pleasures left for the elderly.” Thus, they overlook or wink at early 

signs of trouble. 

While this attitude may be most exaggerated in relation to eld-

erly women, it may pertain to women patients of all ages. In Substance 

and Shadow: Women and Addiction in the United States, Stephen R. Kan-

dall describes the long history of women being excessively medicated 

by physicians. This, along with women’s own self-medication, has been 

a significant factor in addiction. Women have been thought to need 

special protection, to be less able than men to deal with physical or 

psychic pain. During the Victorian era, doctors medicated “women’s 

diseases” and “nervous weakness” excessively, contributing to addic-

tion. By the end of the nineteenth century, two-thirds of the nation’s 

opium and morphine addicts were women. Today we have different 

pressures and different ways of conceiving them—for example, com-

peting in a male-dominated workplace, or coping with an empty nest. 

Yet today, if a woman is anxious or lonely, a doctor is still apt to pre-

scribe tranquilizers and sedatives, making her less likely to adapt cre-

atively and more vulnerable to addiction. 

Physicians are not properly educated about substance abuse. 

A national panel of doctors, representatives of insurance companies, 

public officials, business executives, and leaders in medical education 

concluded that physicians are being inadequately trained. Doctors may 

not know that most of their alcoholic patients will come to the office 

sober with no trace of liver disease and no obvious signs of withdrawal, 

and that these patients may have periods of abstinence lasting for days, 

for months, or even longer. They’re often unaware that such other con-

ditions as a modest elevation of blood pressure and an increase in 

triglycerides are likely to be observed with heavy drinking. When a 

patient complains about insomnia and mood swings, doctors may not 

know enough to ask about alcohol. They’re often unaware of clues that 

might help identify “hidden” alcoholics. 
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Questionnaires and indices of alcohol consumption are 
geared toward men. 

In taking a medical history, doctors may ask about alcohol and may 

even use a questionnaire intended to help diagnose drinking problems. 

But many of the screening techniques used on women to measure the 

quantity and frequency of drinking were developed for men. These 

techniques don’t take women’s different metabolism into account. 

What’s more, they ask about issues more common among male prob-

lem drinkers—legal troubles and trouble at work, for instance—and 

neglect to ask about family conflict, domestic violence, sexual abuse, 

and reproductive dysfunction, which are more common markers of 

heavy drinking in women. Since so many problem drinkers underre-

port their consumption—even modest drinkers do that—it is critical 

to gather a careful history of alcohol-related life problems. New screen-

ing tests geared toward women sometimes approach the problem by 

asking, for instance, “Do you ever carry alcohol in your purse?” 

Physicians don’t think it’s their job to identify alcoholics. 

When an oral surgeon treats a woman for broken teeth, he may know 

she broke them by falling down steps when she was drunk, but alcohol 

problems, he reasons, are not within the realm of his practice. Even 

internists often hesitate to accept responsibility, though this seems hard 

to understand, given the serious health risks to alcoholic patients. 

Physicians are not trained in intervention. 

Even when doctors recognize that a patient has a drinking problem and 

feel responsibility, they still may not know what to say or do. Espe-

cially if they associate women’s alcoholism with promiscuity, they may 

have trouble discussing drinking problems in a nonthreatening, non-

judgmental way. They may not even know where to send their patients 

for help. They may be pessimistic about treatment. 
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When physicians intervene, they are not supported by the 
health care establishment. 

Many insurance companies, as well as managed care and Medicare, do 

not pay doctors for time spent on efforts to prevent or intervene in an 

alcohol or drug abuse problem. 

Physicians have too little time. 

In the CASA survey, physicians reported lack of time as a crucial 

barrier to screening for substance abuse. Importantly, neither man-

aged care, many health insurers, nor Medicare will pay doctors for 

the time they spend on efforts to prevent or intervene in a case of 

substance abuse. The average visit to a primary care physician is less 

than eight minutes—hardly enough time to address sensitive issues 

such as substance use, especially if the appointment has been sched-

uled to address other problems. Says CASA: “We must pay physi-

cians to talk to patients, not just to treat them with needles, pills, 

and surgery.” 

There is a high rate of alcohol abuse in the medical profession. 

Indirect measures of alcohol abuse suggest that members of the med-

ical profession are more likely than other highly educated men and 

women to develop a drinking problem. The rate of hospitalization for 

alcohol-related difficulties among physicians, for instance, is three 

times that of other highly educated, high-income groups. A study in 

Britain found that 23 percent of male medical students consumed an 

average of thirty-five or more drinks per week. A survey of medical stu-

dents in the United States revealed that almost 20 percent had experi-

enced an alcoholic blackout. These figures are not markedly higher 

than those for the general college population, but even if members of 

the medical profession have rates of alcohol abuse that are the same as 

in the population at large, 10 percent of our doctors would be affected 
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at some point. Doctors in denial about their own condition aren’t as 

likely to see it in others. 

Mental health professionals are also missing the boat. 

Women like Daphne often have problems to deal with apart from their 

alcoholism. Daphne’s depression predated her drinking, and her life 

circumstances needed attention. None of her psychiatrists, clinical psy-

chologists, and therapists ever asked about her drinking habits. I heard 

many versions of this story as I was writing this book, including 

reports of mental health professionals who knew how much a client was 

drinking but didn’t see the problem or minimized it when the client 

brought it up. I was relieved when, finally, Alice (the lawyer in Chap-

ter 6) told me that her therapist had helped her confront her drinking 

problem, and another woman, Kim, said that her therapist had ended 

the treatment because she did not want to collude with Kim’s pretense 

that she could do the work of therapy and change her life while she was 

still actively drinking. 

Of course, it can be hard to diagnose a problem if a client hides 

all the signs. A Jungian analyst told me that she has sometimes been 

clued in by a patient’s dreams. In Many Roads, One Journey: Moving 

Beyond the Twelve Steps, Charlotte Davis Kasl says she begins to suspect 

substance abuse 

•  When a client never seems to push through problems. 

•  When significant progress one week seems forgotten the next. 

•  When each week brings a new topic, with little follow-through. 

•  When a person reports behavior that seems out of character. 

•  When a person seems immature, like an adolescent who has never 

grown up. 

Kasl urges therapists to ask clients directly about alcohol and 

drugs—“when, where, how much, and about all the effects.” She sug-

gests a period of abstinence from mind-altering drugs as a way of clos-
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ing “the back door on their emotional escape hatches,” in order to make 

progress in therapy. Often, this suggestion stimulates important dis-

cussions, from which the therapist can learn a lot. 

Traditionally, providers of twelve-step-based treatment have been 

biased against psychotherapy, especially in the early stages of recovery. 

They point out that it is hard to disentangle the effects of alcohol from 

ongoing emotional problems, hard to know which problems will per-

sist and which will fall away when the patient becomes sober. They 

object when alcoholism is seen as a symptom of underlying problems 

instead of the chief cause of problems in and of itself. In addition, they 

argue, someone who is newly sober does not have the mental resources 

for analytical work and responds best to the simplest kind of encour-

agement and advice. In speaking with families of alcoholics, I heard 

angry stories of psychotherapists who helped alcoholics trace the intri-

cate roots of personal problems but were helpless in diagnosing or 

treating a disease in which the immediate stakes were life and death. 

Some therapists in effect collude with the alcoholic, reinforcing her 

feelings of victimhood and getting in the way of her taking responsi-

bility for recovery. Some have little understanding of AA and do not 

fully support their patients’ involvement. 

Though studies suggest that mental health professionals fre-

quently recommend AA, many have negative feelings about it. Some of 

the objections of therapists are discussed elsewhere in this book: they see 

women and men for whom the emphasis on powerlessness and disease 

has not been liberating; who are involved in more rigid AA groups that 

adopt an isolating “we versus the world” stance and are suspicious of any 

display of feeling; and who, when they begin a healthy questioning of 

what they believe and what they want, are frightened by friends in AA 

who insist that they will start drinking again if they stop looking to the 

group for answers. While the procedures and practices of AA groups are 

remarkably consistent around the world, individual meetings do tend to 

develop a kind of personality. Naturally enough, just as there are good 

and bad therapists, there are AA groups that range from rigid and 

literal-minded to warm, supportive, and deeply growth-enhancing. 
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Recently, addiction specialists have made an attempt to move 

beyond this mutual suspicion, arguing for the benefits of simulta-

neous involvement in AA and psychotherapy. At the most basic 

level, AA helps people stay sober, and therapy provides a place for 

people to work through their feelings about AA sponsors and group 

dynamics, and to come to terms with unconscious impulses which 

thwart their recovery efforts. More broadly, AA and psychotherapy 

can work together to facilitate emotional and spiritual growth, 

with insights achieved in one context enhanced and reinforced in the 

other. 

W E C A N  D O B E T T E R  

In Daphne’s case, it took years of mistakes by important health 

professionals before the truth of her condition could no longer be 

ignored. By then, her addiction was firmly established, her disease was 

well advanced, and her personal life was in chaos. 

Although no solution will be perfect, many such tragedies could 

be averted by early detection of alcohol-related problems. Evaluations 

of alcohol treatment suggest that, particularly for women, the earlier a 

patient enters treatment, the better the outcome. Physicians and men-

tal health professionals need to be better educated about substance 

abuse, and we need to call on insurance companies and Medicare to 

cover prevention and early interventions. In a guide to substance abuse 

services for primary care clinicians, five critical components of brief 

early interventions are established: 

•  Explain how a patient’s level of alcohol use may create impairment 

and health risks. 

•  Inform the patient about safe consumption limits and, where 

appropriate, offer advice about change. 

•  Assess the patient’s readiness to change. 

•  Negotiate goals and strategies for change. 

•  Arrange for follow-up treatment. 
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In an overview of drinking problems in women, Nancy 

Vogeltanz and Sharon Wilsnack also suggest ways we can do a better 

job of prevention: 

•  Health professionals and other practitioners should have a high 

“index of suspicion” regarding drinking problems among both 

women and men. About 10 to 15 percent of American women 

report some type of alcohol-related problem, and about 4 percent, 

or 4 million women, meet diagnostic criteria for alcohol abuse or 

dependence. 

•  Familiarity with risk factors—biological, genetic, demographic, 

social, psychological, and environmental—should prompt special 

attention to high-risk subgroups. 

•  For women, many physical, psychological, and environmental prob-

lems are associated with alcohol abuse—as antecedents, conse-

quences, or both. Research findings can be used to educate a large 

variety of practitioners about the links between women’s alcohol 

problems and their own speciality. Gynecologists, for instance, can 

be made aware of the link between alcohol and sexual dysfunction. 

Doctors and other health professionals; mental health practitioners, 

including marriage and sex therapists; workplace professionals; per-

sonnel in the legal and criminal justice system; educators; child 

service specialists; and other personnel in social service agencies can 

all be trained to detect problems and intervene. 

Vogeltanz and Wilsnack suggest that knowledge about risk fac-

tors may eventually lead to such effective prevention strategies as skills 

training for women with heavy-drinking partners; early intervention 

for sexually abused girls; and alcohol education and prevention for 

women in transition (due to unemployment, divorce, children leaving 

home, or rapid acculturation), women in male-dominated workplaces, 

and women with mood or anxiety disorders. 

Until things change, too many women with alcohol problems 

will be slipping through the cracks. We need to press our doctors and 
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mental health professionals to accept responsibility as the first-line 

response to women with drinking problems. We need to support their 

efforts to intervene and reimburse them for time spent on prevention. 

Medical schools, health centers, and psychology departments need to 

teach practitioners how to screen for early and advanced drinking prob-

lems in ways that help get around a patient’s denial, and educate them 

in the many faces of alcoholism and drug abuse, so that stereotypes of 

bag ladies and prostitutes stop interfering with objective diagnosis. 

Doctors must be alerted to the indirect ways a drinking problem can 

present itself. They must learn to intervene effectively, or refer the 

patient to other services. 

For this to happen, the first step must be taken. Doctors and ther-

apists must acknowledge their crucial role and recognize the active 

harm that they can do when they ignore a woman’s symptoms of drink-

ing problems. Looking the problem in the face is the crucial first step 

to recovery. A clear diagnosis by a doctor or a therapist can help a 

woman see the demon she’s been hiding from. Even if she is in active 

denial—lying about how much she drinks, even leaving in anger—the 

practitioner’s questions and concern can bring her closer to acknowl-

edging her problem before precious years slip by. 



11  
Working with 

Difference: 
Minnesota Indian Women’s 

Resource Center and African-
American Family Services 

The treatment industry in America has almost 

entirely accepted the concept of alcoholism and drug abuse as a disease. 

Patients are taught that alcoholism is a medical condition that can hap-

pen to anyone, regardless of class, race, or gender. Counselors stress 

what alcoholics have in common with one another because of their dis-

ease. At AA meetings—usually strongly recommended by treatment 

providers—I have myself witnessed mutual respect among crowds that 

can be quite diverse. At the beginning of each meeting, someone reads 

the rules, which emphasize the importance of anonymity and state that 

the only requirement for belonging is a desire to be clean and sober. An 

alcoholic is an alcoholic, and no one is excluded because of race, sex, 

class, creed, or sexual preference. Why then, one might wonder, are 

minority groups across the country creating their own treatment pro-

grams and support groups? 

The Minnesota Indian Women’s Resource Center (MIWRC) and 

African-American Family Services (AAFS), both in Minneapolis, offer 

culturally specific outpatient treatment for substance abuse. The stories 

of Samantha and Rachel, Ojibwa women in recovery, appear in other 

chapters. The stories of Victoria, Ruth, and Pat, African Americans 
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who say they owe their lives to AAFS, follow. But first, here’s what staff 

members and other recovering women said about the advantages of 

culturally specific treatment. 

You have sober role models of your own race. 

The women with whom I spoke agreed that role models are vital. Hav-

ing counselors who are female, who had been addicted and now are 

sober, who have faced many of the same obstacles, who look like them, 

who have professional credentials, and who are operating successfully 

in the world—this validates the education being offered and gives a 

message of hope. Clients at both facilities see the staff as a kind of 

buffer zone between themselves and the white establishment, which 

may have ordered them into treatment because of child neglect or some 

other violation of the law. 

It’s comforting to be with a group of people who under-
stand you and accept you in the context of your background. 

Some minority women may hesitate to discuss problems that exist in 

their communities, for fear that they will be misperceived and reinforce 

negative stereotypes. In addition, cultural misunderstandings can get 

in the way of true sharing. 

Denise Bond, director of MIWRC, explained why some 

Native Americans have trouble talking at twelve-step meetings: 

“We have longer pauses in our speech. Growing up, we were social-

ized to wait for our elders to get done talking before we jumped in. 

Sometimes their pauses seemed like minutes or hours! But we 

learned to wait. For us that’s simple respect, but other people have 

different communication patterns. I met a man who told me that in 

the part of New York where he comes from, if you breathe in, some-

body else jumps into the conversation. In Minnesota, we have this 

‘Minnesota nice’ thing—we wait for people to finish talking. 

When he came here he kept talking and talking and couldn’t figure 
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out why no one was jumping in! Native Americans take ‘Minnesota 

Nice’ a further step. 

“We have Talking Circle every week in our treatment program, 

and the women pass around a fan of eagle feathers; the woman holding 

the fan speaks. It’s a good thing to incorporate any time a group 

includes Native people.” 

Bond added that many Native tribes see the eagle as the creature 

closest to the Creator. Holding the feather is symbolic—it takes your 

words to God. 

Leslie Ann Sparks, the women’s program coordinator at AAFS, 

used to work in a predominantly white treatment center. She said that 

the white staff there had little frame of reference for understanding 

African-American clients, and misunderstandings could be problem-

atic. “For example,” said Sparks, “when an African-American woman is 

angry, she uses her hands a lot and gets very animated, and from the 

tone and loudness of her voice, you know she’s angry. You might also 

hear more cursing—it’s the language of the class she’s from. It doesn’t 

mean that the next thing she’s going to do is hit you! But you’ll see the 

white staff backing off, saying, ‘This woman needs anger manage-

ment,’ instead of understanding that people communicate in different 

ways.” 

Even among well-educated, middle-class people, said Sparks, 

there are often misunderstandings: “If you’re in a town meeting, say, of 

educated people, half white and half black, and someone’s talking or 

making a presentation that has little content, really blowing his own 

horn, the black people will say, ‘Next! Get on down, be quiet!’ We’ll 

move them along! Whereas in white culture everyone gets a certain 

amount of time. When we say, ‘Next,’ the whites will see us as being 

threatening and disrespectful. 

“This happens in treatment, too, when you have two different 

populations, or a white staff and a black group. It blows the staff away, 

because they don’t understand that kind of dialogue.” 

In culturally specific treatment, such misunderstandings do not 

arise. 
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Since most alcoholics have suffered from feeling isolated and 

unique, the sense of belonging that comes from connecting to their eth-

nic or racial roots can help women gather their strength. At MIWRC, a 

number of clients were adopted as children into white homes, and they 

know little about their culture, even though they may look Native 

American. The agency has a library of videos and books, and elders 

from the Ojibwa and Lakota tribes give talks on traditional ways. 

Confrontational approaches and “bottoming out” may not 
work when you need a message of hope. 

Alcohol and other addictive substances hijack the brain, including nat-

ural systems of learning and memory, and steer it toward another fix. 

This is why addicts will lie and manipulate people—sometimes con-

sciously, sometimes not. Basically, alcohol has fooled the brain into 

thinking it needs the substance to survive. At times, alcohol may seem 

more vital than food and water. Since addicted people are often caught 

in a web of deceit that allows them to continue their habit, counselors 

at treatment centers—usually recovering addicts themselves—will try 

to cut through the cobwebs and strip away the client’s defenses, so the 

client is forced, again and again, to face the naked truth about where 

alcohol has brought her. A single counselor may be “fooled” by a client 

who believes she is utterly sincere in her intention to quit; that is why 

group therapy is so important. A roomful of fifteen other addicts can 

often spot the mental thread by which someone is clinging to her 

habit. The approach tends to be confrontational. Counselors walk a fine 

line between ripping away the defenses that a client needs to function 

and leading her to self-knowledge that can save her life. After treat-

ment, in AA groups, recovering alcoholics continue to confront one 

another with their weaknesses and justifications in various aspects of 

their lives, with the idea that honesty and assumption of responsibility 

are critical for continuing sobriety. 

Another prominent idea is that an alcoholic has to “hit bottom” 

before she can recover, that to become motivated she must sink to a 
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level of behavior and feeling she can’t tolerate. Thus others almost seem 

to wash their hands of an alcoholic who goes back to the bottle. I don’t 

mean to imply a lack of caring and concern—that is certainly not the 

case. But there is a sad recognition that no one but the alcoholic can 

choose to get well, and a belief that if she hasn’t yet reached bottom, 

interfering with her habit may only delay the day of reckoning. 

Such approaches probably work best for people who have a certain 

amount of ego strength; who can tolerate confrontation; who have 

resources of their own to fall back on; who, even if filled with self-

loathing, believe that their life is worth saving; and who have faith that 

counselors, staffers, and fellow alcoholics understand them and accept 

them on a very basic level. Those who fit this description and have been 

helped in this way are, naturally, attached to the method, but it may 

not work for everyone. 

At AAFS, the male counselors say that after the first half of treat-

ment, when the focus is on education and applying new knowledge to 

everyday life, they do get confrontational. George Lewis, lead counselor 

for a program called Male Oppression and Violence Elimination 

(MOVE), challenges his clients about their ideas of manhood and 

appropriate behavior, and it can get heated. “People raise their voices, 

vent, and curse you out,” he told me. “There’s only one rule: never leave 

your seat when you’re angry. If you do, you’re immediately terminated. 

But you can curse me out and attack my mom—those words come out 

when you get pissed.” 

It’s different with women, according to Leslie Ann Sparks. When 

I asked her if she, too, became more confrontational during the second 

half of treatment, she said, “These women have been beat around 

enough!” Direct confrontation can be destructive, since it triggers their 

fears and defenses and reminds them of the abuse they’ve experienced, 

sometimes all their lives. You can’t use confrontation to get through to 

women with a very shaky sense of themselves. Instead, said Sparks, 

“When a woman hears someone else repeat what she’s been through, 

someone who understands it, it’s the most healing thing that can hap-

pen. I had a woman come in recently who’s been with an abusive, alco-
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holic partner for twenty-two years. She met him at thirteen, and they 

have five children. He keeps her isolated and confined, but she has all 

sorts of reasons for putting up with this. Instead of challenging her, I 

said, ‘Aren’t you tired of living like this?’ She looked at me and started 

crying. Someone else had told her what her life looks like, and now she 

could see it too.” 

At conventional treatment centers, when someone doesn’t show 

up for two or three meetings, he or she is kicked out. AAFS also sets 

clear limits, but before taking such action, Sparks and her colleagues 

ask a lot of questions. They may find that a woman has been ordered 

into treatment by a court for three different issues—say domestic vio-

lence, child neglect, and substance abuse—and two of them are sched-

uled too close together. The client may want to do her best but may not 

have the communication skills to let you know your expectations are 

not realistic. Sparks explained that she has to stay alert and walk a fine 

line between understanding and being duped—“My clients do know 

how to work the system,” she laughed, referring to a woman who had 

recently sold her bus pass and used this as an excuse for not coming to 

treatment. 

At MIWRC and AAFS, the counselors try to be flexible. They get 

clients from all walks of life, and each client responds differently. Still, 

80 percent of their clients have been ordered into treatment by a court. 

Sparks’s observations were affirmed by Maya Hennessey, who 

works for the Illinois Department of Human Services and helped to 

develop Project Safe, which offers innovative treatment for substance 

abuse at locations across Illinois. Project Safe sends outreach workers 

to coax women into treatment who otherwise would never go—often 

minority women, many of them pregnant and with children, who 

have lived amid poverty and violence since they were born and who 

have never believed that a good life was possible. Usually the women 

have been identified by the child welfare system as needing screen-

ing for substance abuse. Sometimes they are open to treatment, but 

often, when outreach workers knock at the door, they find that the 

woman has moved, or she is hiding. “The outreach workers don’t 
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give up,” Hennessey told me. “They’ll be aggressive in tracking her 

down. They’ll find a way to convince her there might be a better 

way.” Again, such tactics contradict the theory that, for treatment 

to be successful, a person has to “hit bottom” first. These women 

live at the bottom, and as one counselor commented, “If we wait for 

them to bottom out, they’ll die.” When asked how they came to 

treatment, they are likely to say: “That woman—I couldn’t get rid 

of her!” 

Project Safe tolerates some infringement of the rules. A woman 

may come in high, shout profanities, and then call later to see if she 

can come back. “It used to be that if you broke the rules or relapsed, 

you got thrown out,” said Hennessey. “But we saw that as people 

became part of this community of recovering women, they would 

relapse less, and the relapses would be less severe.” Now the policy 

might be summed up as, “There’s no failure; there’s just feedback.” 

Hennessey explained that experienced staffers at Project Safe have 

learned how to take a relapse and assist a woman in making it thera-

peutic. “Sometimes, as a result of a crisis, a woman will come back 

with greater gusto and more determination, more commitment to 

recovery. She drops her denial and is prepared to face painful issues.” 

Hennessey added, “We don’t get sudden conversions. We get destruc-

tive and healthy behaviors side by side. Over time, the one gets 

weaker, the other stronger.” A woman may say four or five times that 

her partner is abusive and she needs to get out. Instead of confronting 

her about being all talk and no action, the staff at Project Safe under-

stands that each time she says it, she’s getting a little bit more 

strength to do something about it. 

For women at MIWRC, AAFS, and Project Safe, the most power-

ful motivator for getting sober is seeing other women like themselves 

who have been in the same boat—addiction, domestic violence, a life 

on welfare, single motherhood—but who have managed to get out and 

make real lives for themselves. Fear won’t work as motivation—these 

clients have lived with fear for a long time. Instead, they need to be 

surprised by hope. 
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The centers offer a holistic approach. 

Minority women who develop addictions often have particular environ-

mental vulnerabilities. A review of 172 treatment record charts of 

American Indian and Alaska Native women showed that their life con-

ditions were extreme. 

•  Sixty-three percent had been separated from at least one parent as a 

child. 

•  A large percentage were physically, emotionally, or sexually abused 

as children. 

•  Seventy-eight percent had been abused as adults. 

•  Forty-nine percent reported an underlying health condition. 

•  Their partners were frequently unsupportive of treatment. 

•  After treatment, they returned to communities where substance 

abuse was widespread. 

There are tribal differences in drinking patterns and in the conse-

quences of drinking, but taken as a whole, American Indian women are 

more likely to die at a younger age from alcohol-related causes than 

American Indian men and white or black men and women. 

When treatment providers stress the similarities between racial 

and ethnic groups, they commonly say, “We all have feelings,” “I look 

at each person on an individual basis,” “I see no color,” “We’re here to 

treat substance abuse, not to deal with differences,” “An addict is an 

addict.” They may mean well, but in essence they trivialize the condi-

tions of their clients’ lives. When they focus narrowly on the need to 

change as an individual, they imply that minority women must adapt 

to a sexist and racist society. 

At AAFS and MIWRC, addiction is understood as one piece of a 

larger picture. At intake meetings, the staffers interview the clients 

extensively and try to ferret out the factors in their addiction. These 

factors may include domestic abuse; medical and legal problems; lack 

of job skills, housing, social support, and education; parenting prob-
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lems; and destructive, misunderstood values and beliefs. All of these 

problems are within the purview of the agencies. If they can’t address a 

problem directly, they make other arrangements. Child care is provided 

for women in treatment. At AAFS, if a woman has an abusive partner, 

they ask her permission to contact him as well. Abusive men, instead of 

being seen solely as perpetrators of violence, are understood in terms of 

a larger, unhealthy system, and are offered treatment and a chance to 

change. There is anger management for children who are acting out. 

Instead of viewing addiction as a relationship between a drug and a 

person, they see it as part of the fabric of a whole social world. 

Since most of their clients have been through treatment else-

where, it’s important to discover what was missing at those other 

places. Along with the problems inherent in programs that aren’t cul-

turally specific, there’s the problem of the quick treatment encouraged 

by insurance companies and HMOs. “When women have multiple 

issues, these programs can’t provide the services,” said Leslie Ann Sparks. 

The programs at AAFS and MIWRC maintain many aspects 

of twelve-step-based treatment, including counseling by recovering 

addicts, an emphasis on complete abstinence, and ongoing support 

groups. AA or Women for Sobriety is strongly recommended, though 

many women find their chief sustenance in reconnecting with their 

church. Education and talk therapy—one-on-one and in groups—is a 

large part of the work of these agencies, but they emphasize that their 

talking is different. “The teaching at most centers is impersonal,” said 

George Lewis of AAFS. “Here, we never give information without put-

ting it in the context of someone’s life. Before every lesson, each mem-

ber of the group tells you about her week. If a woman says, ‘I had an 

argument with my partner, and I felt like smacking him in the face, 

but I remembered the program and walked away,’ we say, ‘That’s good; 

that’s a great beginning. Now, suppose he blocked your way, suppose 

he stood in the door. What would you do then?’ We use their personal 

experience to teach them something else.” 

Denise Bond at MIWRC told me that many women who can’t be 

reached by talk will begin to trust when they’re engaged in other ways. 
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“We offer massage and aromatherapy, and once a month, there’s an 

option of going to a traditional sweat lodge, either Ojibwa or Lakota.” 

MIWRC also offers a class in Native arts and crafts. Some women, 

while making dreamcatchers or moccasins, will open up in ways they 

haven’t dared before. Their treatment takes another step forward. At 

the beginning of each week, the counselors burn sage, sweetgrass, and 

cedar. The women entering the building recognize the symbol of 

cleansing and purification. It’s a small gesture, but it evokes pride in a 

common heritage, and it challenges the women’s hidden feeling of 

shame and worthlessness regarding both themselves and their cul-

ture. 

It is a place to come to terms with “cultural pain.” 

Many members of minorities consider a narrow focus on keeping sober 

appropriate to treatment, but others feel that not talking about race 

removes addiction from the context of actual life. It can even make 

them feel as if they have to sacrifice their racial identity in order to get 

sober. When treatment ignores social and cultural implications, it is 

unwittingly assuming a political perspective. This idea may be puz-

zling and annoying to, say, a white man who believes, quite rightly, 

that if he reforms himself and tends to his own ills, he will have access 

to a world of options. On the other hand, an alcoholic Native American 

woman who grew up on a reservation, whose ancestors were conquered 

by alcohol as surely as by gunfire, may bridle when she’s told that 

her addiction is a purely personal problem. More important, such an 

approach may not give her the tools she needs to recover. Her depend-

ence on alcohol may be so embedded in her culture that an understand-

ing of that culture and her role in it is essential to her recovery. 

It is understandable that counselors at treatment centers may 

want to avoid the topic of race. They may not feel competent to deal 

with it, or they may worry about their ignorance of a client’s culture. 

They may not have dealt fully with their own prejudices and may fear 

that the treatment will get sidetracked from the real issue—the client’s 
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addiction. They may worry that the client will use racism and preju-

dice as an excuse for her behavior, and won’t “own” her own part in her 

troubles. They may think they don’t have the right to challenge the 

client on the subject of race. Also, there is a long tradition of empha-

sizing what’s common in the experience of alcoholics, and a belief that 

accepting this commonality is a prerequisite to healing. But when a 

recovering person has painful feelings about race and racism, those feel-

ings need to be talked about and sorted through. Clients need help 

sorting out realistic obstacles from a “victim posture” that may be used 

to avoid taking responsibility for their behavior. Without such help, 

their painful feelings are likely to continue to cause trouble, and to be 

a factor in relapse. 

In Cultural Pain and African Americans: Unspoken Issues in Early 

Recovery, Peter Bell describes cultural pain as feeling “insecure, embar-

rassed, angry, confused, torn, apologetic, uncertain, or inadequate 

because of conflicting expectations of and pressures from being a 

minority and an African American,” and he notes that all recovering 

African Americans must learn to deal with the challenge of this pain, 

or their ability to stay sober will be threatened. 

I asked two counselors—one male and one female—at AAFS 

about how they deal with the subject of racism and cultural pain in 

treatment. As on the issue of confrontation, they had quite different 

answers. The male counselor emphasized, “We don’t have to approach 

the subject of racism. The clients will. We don’t, because we don’t want 

to give them excuses. If they feel racism is a serious piece of why they 

feel the way they do, they will vent, and we will take it and use it to 

help them. If a man rants and raves about not having the right oppor-

tunities, because white people stop him from doing this, that, and the 

other, our question to that person is: What are you going to do about 

that? We turn the responsibility back to him. We say, you may be 

right, but that still doesn’t tell me what you’re going to do about it. 

Are you going to use it as an excuse to keep on the way you are? Or are 

you going to find a solution, and succeed in spite of it, instead of fail-

ing because of it?” 
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On the other hand, Leslie Ann Sparks said that the women rarely 

use race as an excuse. She emphasized educating women about their 

rights: “A lot of times, what the women talk about as racist is illegal! 

But they’re terrified of challenging the system. So we educate them 

about their legal rights; we’ll explain, for instance, that they don’t have 

to take a complaint to their supervisor, they can go to the employee 

assistance program. We also help them process their feelings. They 

need to learn not to personalize the pain they feel, and not to let it jeop-

ardize what they are trying to do for themselves.” 

African Americans may feel cultural pain in many situations— 

not just when they face overt or covert racism. They may also feel it 

when another African American seems to be denying her blackness, or 

when a white person expects them to explain or defend questionable 

behavior by other African Americans, or when they or other African 

Americans have two different sets of mannerisms, speech, and humor: 

one for blacks and one for whites. Peter Bell writes, “As African Amer-

icans in treatment or in aftercare, we usually feel great relief when we 

begin to look at the cultural pain in our lives. We realize we are not 

alone; we are not abnormal. As we share our feelings and experiences 

with other African Americans, we begin to rid ourselves of bottled-up 

secrets, and as a result develop more positive attitudes and new coping 

skills. When we share our problems, we also share solutions.” 

A F R I C A N -A M E R I C A N  FA M I LY  S E RV I C E S  

In 1975, a group of African Americans in recovery saw that they were 

the exception to a rule—most African Americans were not getting 

clean and sober. These recovering addicts founded the Metropolitan 

Institute on Black Chemical Abuse, which later became African-

American Family Services. They started up in the back of a barbershop 

and began reaching out to addicted inner-city blacks; and they were so 

successful that the community began requesting other services. 

Today, AAFS has three offices in Minneapolis and Saint Paul, 

Minnesota, and more than twenty programs addressing such issues as 
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domestic violence, parenting skills, juvenile delinquency, and sub-

stance abuse. These programs are funded by a range of grants—some 

national, though mostly from within the community—but the pro-

grams for male perpetrators of violence are hard to support. “The men 

have been dismissed as just criminals, and nothing more,” George 

Lewis told me. “But they have their own stressors and their own pain, 

and if things are going to change in our community, they need treat-

ment too. Here, we’re committed to the whole picture.” AAFS works 

closely with the child protection agency and the courts, which may 

refer clients to them for assessment, and which sometimes make treat-

ment and education a condition of probation. If their insurance or the 

county will pay, some of the clients begin with inpatient treatment for 

substance abuse at a local facility, but guidelines are getting much 

stiffer. Many clients are not getting the inpatient treatment that would 

give them time to assimilate new attitudes and behaviors before they 

return to their lives, where all the old triggers of substance abuse are 

waiting. This puts even more of a burden on the outpatient work done 

at AAFS, which can last from twelve weeks to a year or longer and 

includes preventing relapses. In an average year, more than 2,000 

recovering alcoholics and drug addicts are actively involved in AAFS’s 

long-term aftercare support services. Because of their success with a 

population that had been considered resistant to treatment, AAFS 

counselors are often courted by other treatment centers with African-

American populations. For agencies from Russia to Belize, AAFS has 

become a resource for information on culturally specific treatment. 

A counselor in the women’s program, Victoria, had arranged for me to 

speak with herself and two other women, so that I could hear firsthand 

the stories of women who were transforming their lives with the help 

of African-American Family Services, and for whom addiction was one 

piece of a large, complex picture. We agreed to meet at the headquar-

ters of AAFS, an imposing stone building that used to be the Franklin 

Avenue Bank in Minneapolis. I walked up the massive front steps in 

the bright sunshine and entered a large front hall paneled with dark 



251 W o r k i n g  w i t h  D i f f e r e n c e  

wood; it had a twenty-foot ceiling and a central reception desk like an 

island in a sea, with a grand central stairway behind it. The atmosphere 

was cheerful in spite of the dim stateliness. Clients and staff members 

chatted amicably with one another. Announcements of meetings and 

opportunities were pinned to the walls. 

I was directed to a cavernous seminar room where Ruth, Victoria, 

and Pat waited for me at a table that must have been twelve feet long. 

The night before, I’d met Ruth, Victoria, and other women at the Saint 

Paul site of AAFS, in a cozy office in the somewhat shabby building, 

where I had explained my project and answered their questions. They 

had laughed and spoken freely, teasing one another and launching into 

their stories. Ruth came in late—she’d been walking her boss through 

a computer problem over the telephone—and announced that for her, 

and for most alcohol- or drug-dependent women that she knew, sexual 

abuse was the beginning of the path to addiction. The other women 

murmured. “I still remember what I was wearing the first time,” Ruth 

said. “It was a beautiful fall day, and I had on a red-and-black-check 

flannel dress.” 

“That’s what I remember too!” a woman named Jenny had said. 

“For my fifth birthday, my mother had got me a yellow-and-white-

check pinafore dress. I was playing in the basement, and my uncle 

came down. He raped me in the coal bin. The dress got all dirty, and I 

threw it away. For years my mother asked me: ‘Whatever happened to 

that dress?’ ” 

I was struck by the matter-of-factness with which the women 

referred to childhood rape (an objectivity achieved through years of 

support groups and therapy), their easiness with one another, their 

mutual sympathy, and their jocularity. When the talk turned to prosti-

tution, Ruth—who had now been clean for four years after drinking 

every day from age six to thirty-nine—said that until she quit, only 

three things made sense to her: money, sex, and drugs. “And it was eas-

ier to stop drinking than to stop doing tricks. Sober and broke?” She 

laughed. “Now that’s a bummer.” 

This afternoon—perhaps because of the somber paneling in this 
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oversized room, or the ghosts of bankers looking over our shoulders, or 

the tape recorder ticking on the table—the mood was tentative and 

quiet. 

R U T H  

We started and ended with Ruth’s story. She sat across from me; her 

long straight hair was neatly combed, and she was wearing an embroi-

dered beige-on-beige blouse and a loose skirt. I reminded her of that 

red-and-black dress—I’d woken in the night with those little girls’ 

dresses on my mind. 

“I remember the dress because I liked it,” she began. “I was 

proud of it. It was one of those beautiful fall afternoons—sunny and 

fresh—and I was walking home from kindergarten. As I approached 

the corner of my block, I saw my godfather sitting on his porch. He 

said, ‘How was school today?’ I always rode my bike around the block, 

and he and his wife were friends of the family, so I stopped to talk on 

the porch, and from there . . . We  talked on the porch for a minute, 

and then we went inside. He closed the door. I can’t remember . . . he  

might have given me candy. I was getting ready to leave and he stood 

me up on a chair and started to kiss me and fondle me. I knew it was a 

bad thing. I felt it was a bad thing. Right after, he said, ‘Now don’t go 

home and tell your mom, ’cause you’ll get in trouble,’ and he picked 

me up and set me down off the chair. I went home and it was really 

scary. I walked into my mom’s kitchen through the back door, and I 

must have had a funny look on my face, because my mom asked me, 

‘What’s wrong with you?’ I was looking at her like she should be able 

to tell that something’s wrong, and she should be able to tell what it is. 

And even though I’m saying nothing, I felt really hurt that she 

couldn’t tell.” 

I asked Ruth if she continued to be upset with her mother, and 

she answered softly, “Real disappointed. Real abandoned.” 

For a while, she was able to avoid her godfather. One day he had 

his wife call her parents and say, “What’s wrong with Ruthie? We 
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haven’t seen her for a while.” The girl felt trapped. She went to see 

them, and the pattern of abuse began. He took her to an empty apart-

ment—he owned two duplexes, and he always kept one apartment 

vacant except for a mattress on the floor. Their meetings continued 

every weekend and two or three times a week. 

I wondered aloud how long the child Ruth had tried to avoid her 

godfather, and she looked a little upset, saying, “A lot of that is 

fuzzy . . .” and added, with a brave effort, “From the beginning he gave 

me an allowance. And he was giving me alcohol.” I felt the presence of 

Victoria and Pat, as all three of us flushed with sympathy, sensing the 

shame Ruth still battles for having been—at the age of five!—seduced 

by attention, treats, money, and the numbing relief provided by a swig 

of bourbon. Shame is always inherent in sexual abuse, but it can triple 

in the girls and women who, in self-preservation, take what nurturing 

they can from their relationship with the abuser, and whose bodies—in 

spite of themselves—feel pleasure. The night before, Ruth had told me 

that the hardest thing for her to deal with when she became sober was 

the fact that her body had responded to her godfather. 

I asked her about this now. “To me the term ‘sexual abuse’ meant 

bruises or being beaten,” she replied. “It didn’t mean a gentle sexual 

touch. How could I call him an abuser when he didn’t harm me in that 

way? It didn’t feel painful, though it was scary and painful in its own 

way. It was hard to admit that as I grew older, it wasn’t so scary or 

painful anymore. . . . I  never came out with all of this until I was in a 

sexual abuse survivors’ group in my second treatment—the treatment 

I’m still clean from.” 

Ruth was a beneficiary of Minnesota’s generous social services: the 

state paid for her first inpatient treatment of twenty-eight days, and six 

months later for another thirty days, followed by ninety days in a 

halfway house. She was then able to get a job—“a legitimate one,” she 

jokes—and pay for four more months at a three-quarters house in Saint 

Cloud. Today, Minnesota still offers unusually liberal support, but in 

keeping with a national trend, its guidelines for treatment are much 

stiffer. A patient like Ruth would probably be allowed only ten days of 
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inpatient care. Because of her relapse after six months, she would not 

qualify for time in a halfway house. Ruth feels certain that under these 

new rules, she would never have gotten sober. 

I asked her if there were good things in her relationship with her 

godfather, and she told us about fishing trips, and how he taught her to 

use a 12-14-gauge shotgun. When she was just a little older, he took 

her along with him and his wife as they flew on jets to visit other cities. 

“Wow, pretty seductive,” I said, and Ruth laughed. 

“Yeah, there were times, you know . . . A  lot of the younger stuff 

is jumbled in my mind. There are specific times I remember, like when 

we were down at his mother’s house in Kansas, and I was sleeping 

between him and his wife, and he was, you know . . .  having a sexual 

relationship with me. He was entering me while I was in the bed facing 

toward his wife, and my back was toward him.” 

We were quiet for a while. 

“I was about nine,” said Ruth, “and that is the only recurring 

dream that I have. When I dream it, it’s like watching me watch me 

get abused. So there are three of me. . . . His  wife at one time slit both 

of her wrists, and I was told I shouldn’t go down there for a while. I 

believe she knew what was going on.” 

“Your mother never knew?” I asked. 

“My aunt has told me that my grandfather suspected, and he kept 

telling my parents, ‘Don’t let her go down there, something’s going 

on.’ My parents, I guess . . .  being that my godfather had a lot of 

money, he used to buy my school clothes. There were ten of us, so that 

was a big help to them.” 

Silently, I tried to fill in the gaps. What did her parents have in 

mind when they handed their daughter over to her godfather, in 

exchange for a little support? After Ruth had been prostituted for the 

family at the age of five, her eventual career should have surprised no 

one. Nor should her long addiction. By the age of six, she was drinking 

nearly every day. She remembers stealing a little plastic bottle from her 

mother’s suitcase—the kind that’s meant for lotion or perfume—and 

filling it with liquor to take to school. 
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It has been theorized that the most devastating aspect of abuse is 

the child’s isolation and abandonment. If the abuser is your parent, 

then the very person who is supposed to be nurturing you is hurting 

you instead—imagine the emotional complexity of running to your 

abuser for comfort. But even when a more peripheral adult is the abuser, 

the parents’ failure to protect the child leaves her alone in the world. 

Ruth recalled how lonely she felt when her parents failed to fol-

low through on their suspicions—the time her mother questioned her 

about her dirty underpants, or the day her father put her in the car and 

said, “Show me where your godfather takes you.” Ruth, in a panic, led 

her father to a place where she had never been. 

Her godfather promised that the abuse would stop when she had 

her first boyfriend. “So I created one at the age of thirteen,” said Ruth. 

He kept his word. Two years later, at the age of fifteen, Ruth ran away 

with a twenty-eight-year-old man; soon afterward she began working 

as a prostitute. At eighteen, she wrote her parents a letter detailing her 

godfather’s abuse and the fact that she had drunk throughout her child-

hood. They didn’t respond. At twenty, just before she added crack 

cocaine to her alcohol addiction, she visited her home and confronted 

them about those years of abuse. “Abuse?” they asked her. “We must 

have skipped over that part of the letter.” They claimed, when pressed, 

that they didn’t believe such things could have happened without their 

knowing. Ruth left their house and did not speak to them for twenty 

years. 

“If your parents didn’t nurture you, who did?” I asked her. She 

had such directness about her, such a way of connecting, it struck me 

that someone must have cared for her. Later, she would tell me about 

her brother, seven years older and a minister of the Nation of Islam. 

When she was brought home from the hospital, he named her Ruth, 

and he fed her and diapered her. She’s still very close to him. 

“Your godfather taught you to fish,” I said. “He talked to you— 

did he nurture you in some ways, too?” 

Ruth shook her head no. “He treated me like a woman,” she said. 

“An adult woman.” 
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“So you didn’t get any nurturing from him.” 

“I remember the day my godfather actually entered me,” she 

answered. “My school had gone on a tour of the Ramsey House—it 

used to be the governor’s mansion—and I was so happy, so impressed 

with the nursery, where they had a big dollhouse and the grandchil-

dren’s original dolls. I kept talking about it, and my godfather said 

he’d take me back there on Saturday. So we went on the tour, and of 

course, like always, we stopped by one of his apartments. That was the 

day he actually entered me. I remember him panicking and saying, 

‘Okay, now, I’m going to have to get you a douche. You’re going to 

have to take care of this so you don’t get pregnant.’ It was all on me. He 

made out like it was my fault.” 

I asked, “Were you old enough to get pregnant?” 

“I was in third grade. I didn’t have my period, but I bled from 

him entering me. So he got me a douche and made me take it, and then 

he showed me how to use a belt and put on the pad.” 

“Did he serve as a kind of mother to you?”  
“No.”  
“He didn’t tell you nice things, and make you feel . . .”    
“He treated me like a woman. An adult woman.”  
“Did you ever feel abandoned by him?”  
Ruth’s face twitched a little. “It was so easy to cut off our rela - 

tionship. I said, ‘I have a boyfriend,’ and he was like, ‘Okay.’ And that 

was it.” 

Sitting next to her, Victoria put her head in her hands. 

“Plus”—Ruth’s voice went up as if she were asking a question— 

“he adopted two little daughters, who were five and six at the time?” 

With a sinking feeling, I asked the obvious question: “Did he 

abuse them?” 

“That’s what I hear,” she said. 

The women I interviewed have often told me it is therapeutic to 

revisit their traumas in the presence of sympathetic listeners, but I felt 

the devastation of Ruth’s early life threatening to take us over. I 

reminded myself that this was a story of victory, since Ruth, somehow, 
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had become the gracious woman sitting across from me. I asked her, 

“What was your motivation for getting sober?” 

“I didn’t want to live anymore,” she said. 

“So you had to choose . . .”  

“Between life, being sober, or death. And that was it.” 

“And that was clear to you?” 

“Very clear. I did not ever really have a very strong will to live. I 

never really cared. And I lived very carelessly, running crack houses, 

prostituting . . . I  prostituted for about fifteen years . . .”  

I said, “Last night you mentioned it was harder to give that up 

than the drink.” 

“Definitely,” and laughing, she repeated the phrase of the 

evening before: “Being sober and broke was a bummer. Some of my 

clientele I had for fifteen years, so any time I called for money I could 

get it. And if I called for money and said, ‘I’m in treatment getting 

sober,’ I really could get it. I knew I couldn’t do that. I knew if I did, 

I’d eventually use again. But it was real difficult not to call for money 

when you needed a cigarette. And still I’ll run into ex-clients and”— 

she shrugged—“say no.” 

I wondered how she looked in the days when she was doing 

tricks, high on alcohol and crack, and what these ex-clients made of 

her now, this modest and sober woman, no makeup, a competent 

demeanor. They say in Alcoholics Anonymous that if you want to stay 

sober everything must change—your habits, your friends, your think-

ing, and sometimes even the clothes on your back. Ruth was a case in 

point. 

“How long did you say you’ve been sober?” 

“I have been sober . . .  1,407 days. It will be four years on June 

16, and I’ll be forty-one this month.” 

All of us smiled hugely, and when I asked what she was up to 

now, she told us that she was working as a chemical dependency asses-

sor, going to school to get her certification for chemical dependency 

counseling, and working for a program that helps prostitutes find a 

better way of life. I remembered the banter of the night before, when 
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the other women complained that they had no opportunity to bitch 

about being overworked, because Ruth—until recently working at 

three jobs and going to school—was busy around the clock. She 

explained that in therapy, she’d figured out that exhausting herself 

was an unconscious effort to deal with her shame. She hadn’t believed 

she deserved a clean sober life: it had to hurt if she were to stay sober. 

In an effort to let up on herself, she let go of a job at another treatment 

center. 

Referring to this, she said, “They gave me a party when I left. 

That was real different.” Smiling, she added, “Usually I get shown the 

door.” 

V I C T O R I A  

Victoria described her mother as an overprotective, compe-

tent, stay-at-home housewife, and she translated the plus side of that 

persona to the workplace, where, at AAFS, she had her hands on all the 

ropes, and, with a warm yet professional manner, encouraged her staff 

and her clients. 

When I turned to her, she announced that she’d soon have been 

clean for five years, but then she became too distraught to speak. 

Recovering herself, she said, “My heart is still aching about Ruth’s 

story! You know, I don’t know how my own addiction got so out of 

control. I could be one of those where it’s hereditary: my father was an 

alcoholic, and 90 percent of my relatives are, so alcohol was always in 

my life. I knew I liked the taste when I was about eight years old. My 

dad used to keep beer in the refrigerator and I used to pop the caps a 

little and suck a little out of each one. I thought he didn’t notice!” 

Victoria told us she never got along with her college-educated 

mother. “We were never close. I couldn’t talk to her about anything.” 

Her mother lorded it over her father, who had only an eighth-grade 

education and worked as a maintenance man at International Har-

vester. Victoria saw her mother as passive-aggressive and simply mean. 

Trained as a history teacher, she chose not to work, but she appeared 



259 W o r k i n g  w i t h  D i f f e r e n c e  

downtrodden by the family’s poverty, implicitly accusing her husband 

of being a bad provider. She disapproved of socializing in any way—she 

thought it was a waste of precious pennies—and wouldn’t accompany 

her husband anywhere. Victoria remembers her father begging her 

mother to come with him to a banquet where he was to be honored for 

his volunteer work, and her mother saying she couldn’t afford the 

clothes, and forbidding her husband to buy her any. “It looked like 

some kind of game to me,” said Victoria. “You can be poor and still 

treat yourself!” 

She sided with her father. “I was the only girl, the baby”—she has 

a brother six years older—“and my dad and I were real tight.” Upset by 

the way her father begged and was rebuffed—and no stranger to her 

mother’s sharp tongue—Victoria blamed her mother when her father 

skipped out for days at a time, and when he had girlfriends. Though 

they lived in the same house, her parents didn’t have “a real marriage.” 

Her father moved into a basement bedroom, and when he got drunk he 

came upstairs to her mother’s room. “I’d wake up and they’d be argu-

ing, and my daddy would go back downstairs. I was real resentful of 

my mother, because I thought she was just so square, and that was why 

my daddy stayed out, because she refused him in bed and she didn’t 

drink.” 

Her voice warmed up, and she said emphatically, “I loved my dad; 

he could do no wrong. No matter how many times he didn’t show up, 

no matter how many times he broke his promises, it was okay.” Look-

ing back, she can see that her mother’s anger was largely because of her 

father’s drinking, and she acknowledges that there were aspects of the 

marriage she never understood. Just a year ago, her mother revealed 

that her father—now long dead—had hit her a couple of times. “And I 

thought he was a perfect guy,” Victoria mused. In the last few years, 

she had made an effort to repair her relationship with her mother, yet 

it’s easy to see that for her, her father’s warmth compensated for years 

of bad behavior, whereas the wounds from her mother’s cold self-

righteousness are still painful. 

Early on, Victoria gave up on her mother, who, consumed by her 
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problematic marriage—and a little jealous of her daughter’s relation-

ship with her husband—tried to control her daughter’s life but never 

focused on her feelings or granted her respect, sympathy, or under-

standing. 

Solidarity with Dad:  “That’s  My Baby” 

Victoria identified with her father, and this made her curious about 

alcohol. “I loved my daddy, he wanted to drink, and I wanted to see 

what it was about.” At nine years old, she would sneak down in the 

basement and taste his vodka. “It burned, but you know, I got the lit-

tle buzz.” At thirteen, she drank wine and smoked marijuana with her 

friends. Her mother was on top of her at home—“she was on my every 

move”—so she did most of her using with her church youth group. She 

laughed now at the irony. “We’d all get together at the youth program 

and go out in the back and get high. We’d go on retreats and take red 

devils and yellow jackets, and this was the Christian youth retreat! And 

we were falling all up and down the stairs. That’s how my addiction 

began, and it was fun then.” 

She recalled coming home from these retreats and, still high, star-

ing up at the ceiling in her bedroom, while her mother, clueless, made 

dinner. By the time Victoria was seventeen, she had tried “pretty much 

everything except heroin and mushrooms,” but her drug of choice— 

just like her daddy’s—remained alcohol. 

In retrospect, it’s heartbreaking to see the pattern developing— 

with Victoria going away to be with her friends and coming back high, 

deceiving her mother, angry, her needs unmet, just like her father. Imi-

tation, as they say, is the sincerest form of flattery. Her mother didn’t 

approve of her father, but Victoria approved of him. She, like so many 

children of alcoholics, may have thought that if only she loved the 

drinker enough, she could heal his wounds and make him feel good 

about himself. Healthy and whole, he would turn to his daughter and 

give her what she needed. She may also have wished he would act as a 

buffer between her and her mother. 



261 W o r k i n g  w i t h  D i f f e r e n c e  

When a child believes she can control a parent by behaving in a 

particular way, her development gets stuck. She can’t let go of the nor-

mal childish belief in her own omnipotence, because she needs it to feel 

safe. This desire for control is often noted in children of alcoholics, who 

are desperate to manage their chaotic environment. They are bound to 

fail. Sadly, this sword is double-edged. The child who tries to manage a 

parent’s emotions does so because she can’t feel good unless the parent 

is happy. Unable to identify her own subjective feelings, she doesn’t 

learn that she can regulate them. Her emotional state depends on the 

moods of other people. 

Moments of satisfaction reinforce a child’s sense of mission. 

When Victoria recalled her father’s pride in her, the occasion was her 

drinking. “My dad died when I was twenty-two, but before that I 

would see him in the bars, the local pubs, and he’d say, ‘Oh, there’s my 

baby!’ I had this little air about me. I was real proper. He had taught 

me to drink top shelf, so when I ordered it was something fancy. He’d 

say, ‘You gonna buy my girl a drink, gotta spend some money. That’s 

my baby!’ Being an alcoholic himself, he didn’t recognize that I was in 

trouble.” 

Her father disapproved of drugs, however. When Victoria was 

fourteen, he caught her smoking marijuana in the bathroom. It was 

winter, and she was trying to blow the smoke out the window. He 

grabbed her by the collar, put her up on the windowframe, and yelled, 

“You think I’m so stupid I don’t know what that stuff smells like?” It 

was the only time he raised his voice at his daughter. 

Ever protective, Victoria said quietly, “He died before things got 

really bad for me, so he didn’t have to see that.” 

Add Sex to the Picture 

Victoria described her early sexual experimentation and her first taste 

of alcohol in similar terms: just what was this thing that her daddy 

liked so much? She told us an amusing story about an older girlfriend 

who decided she wanted to have intercourse with her boyfriend and 
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took Victoria along to get birth control pills at the health department. 

Afterward, on the appointed day, Victoria tagged along with the girl, 

the girl’s boyfriend, and the boyfriend’s little brother. They went to an 

apartment building under construction and, said Victoria, the older 

kids went down in the basement “to do the wild thing.” 

“The little brother and I were supposed to be security, and then 

we decided that, well, why didn’t we try it? And that’s how I had my 

first sexual experience.” 

“Curiosity again,” I said. 

“Curiosity, and wanting to be grown up. In the community that I 

lived in, over in Saint Paul, it was real busy. And in the seventies there 

were all the black exploitation films, and there was a lot of prostitution 

in the area. I wanted to grow up and find out what everybody was 

doing. But those experiences were kind of devastating for me, because 

once I got my clothes off and I let the little brother play around and do 

what he thought he was going to do, then the older guys came and 

showed me what it was really about.” 

No one was laughing now, but Victoria said dramatically and 

comically, “Oh, yeah, I can feel that.” 

I asked if she had been free to refuse these older boys, and she said 

yes—there was an element of peer pressure, but mostly, she was curious 

about sex. The next day at the church program, all the kids were talk-

ing about her. Ashamed and confused, she stayed away from boys for 

about a year. When she got involved again, sex was definitely part of 

the plan. “I wanted to get attached to somebody and stay with him, 

and I thought that having sex was going to keep him. Because, you see, 

my mom and dad did not have sex—he was downstairs, she was 

upstairs—so I didn’t blame my dad for having girlfriends. I thought, 

Well, I’m going to get a man and we’re going to stay together, and I’m 

not going to deny him. I got into this mentality that if you want to 

keep the man, you have to do this.” 

I asked her, “But you also felt ashamed of it?” 

“There was shame, and there was fear.” 

The fear was of being seen naked, and of being considered “loose” 
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or “experienced.” She explained, “A nice girl was a girl who made a 

man wait, date her for a long time, and who didn’t really like sex, only 

just did it because the man wanted it. There were nice girls and party 

girls, and I didn’t want to be a party girl.” 

Virgins  and Sexual  Slaves  

Nice girls and party girls: an updated version of virgins and whores, 

women idealized as spiritual or scapegoated as sexually degenerate. In 

either case, they appear as men’s objects, to worship and marry or screw 

and discard. When women buy into this age-old dichotomy, and think 

they have to choose, they’re left disowning either their desires or their 

spiritual selves. Either way, they are depleted. As Audre Lorde argued 

in 1984, in her groundbreaking essay “Uses of the Erotic: The Erotic as 

Power,” a woman’s sexuality is deeply interwoven with her femininity 

and her spirituality. When it is corrupted or distorted by exploitation, 

the result is “a suppression of the erotic as a considered source of power 

and information in our lives.” 

Women of many cultures have been colonized by the dichotomy 

between virgin and whore, but black feminist historians such as Patri-

cia Hill Collins have suggested that African-American women may be 

especially susceptible, in part because of the strong Baptist influence in 

the African-American community, and also because of the dichotomy 

that developed during slavery, between the image of the pure, passion-

less white woman and the primitively sexual slave. A black woman 

who accepts these images tries hard not to notice her own sexuality. 

Victoria, who very much wanted social acceptance, was humiliated by 

the knowledge that she actually liked sex, and not just the missionary 

position. Her struggle to mold herself into a good, pure woman further 

estranged her from her own body, and therefore from a sense of her own 

power. 

Schooled in a family that ignored her needs, and in a culture that 

teaches girls to respond to the needs of men, she never thought of ask-

ing herself what she was feeling or what she wanted. She didn’t know 
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she had the power to manage her own emotions—except indirectly, by 

making a man feel good. If she made him feel good, then he might love 

her, and she would feel good too. 

The stress that develops around such inner conflict would be hard 

for an adult to cope with—and not surprisingly, Victoria said, “it was 

easier when we were intoxicated. That stuff just went hand in hand. 

You have to drink and smoke a little weed, and then you have sex, and 

that’s how you keep a man.” It was during this time, her early teens, 

that her alcohol habit became entrenched. 

The first man she “kept” was her high school boyfriend; their rela-

tionship lasted four years. “Once involved in a relationship, I was just 

real clingy. You just weren’t going to get rid of me. No matter what he 

did, I’d be saying, ‘It’s all right, I’ll be here for you, because I know 

you’re a man and you’ve got to do what you’ve got to do.’ ” 

That usually meant one-night stands. “If I was a man’s main 

woman, I’d get to come out for a few hours early in the night, use my 

share of the drugs, and then the old boy was supposed to take me home, 

and then he’d go back and hang out with the big boys and the party 

girls. It was peer pressure—he wouldn’t want to be a punk or look like 

he was whupped, so he’d drop me off and hang out with the players.” 

I teased Victoria, saying, “Couldn’t you be a player?” 

“A player? No no no no! You’re either the good girl at home or 

the party girl. My boyfriend’s family, his uncle and dad, were players, and 

he was intrigued by fancy cars and money and prestige and nightlife.” 

She laughed at my naïveté when I asked what “players” do. 

“There’s players and hustlers. Hustlers usually do the illegal activi-

ties—after-hours gambling, drugs. Players just look good and work the 

ladies. Players were the kind of guys I was attracted to. Johnny Campus 

walks up and asks me out, I’d say Oh, no—too square.” 

Hypermasculine Culture 

In their book Cool Pose, two black scholars, Richard Majors and Janet 

Mancini Billson, describe the hypermasculine culture Victoria refers to, 
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outlining the ways young black men in the inner city establish a “rep” 

or reputation: by acting “loco”; adopting distinctive clothing, hand-

shakes, hairstyles, hand signals, and nicknames; speaking in slurred 

obscenities; and engaging in heavy use of alcohol and drugs. As the 

rapper Ice T says, “You’ve got this walk, this attitude, that says: ‘Don’t 

fuck with me.’ ” 

When Victoria described this world, she laughed and made us 

laugh—you could see her sense of fun, her appreciation of the show-

manship of those “players” whose coolness is part of their public pose, 

who boast of criminal records, who love “fancy cars and money and 

prestige and nightlife.” While it creates obvious problems, cool may 

have its roots in the African-American tradition of celebrating the 

“trickster,” the wily, heroic predecessor of the “bad nigger,” both of 

them resisters of white oppression—and in this sense, appealing to a 

community that has historically been exploited. This world, in which 

“bitch” and “ho” are generic terms for women, in which not being 

“whupped” is a prerequisite for manhood, and in which every woman 

needs “a main man,” is a treacherous one for a woman to navigate in. 

Victoria’s illusion of control—her belief in her own power to 

make a man give her what she needed by being both a submissive, stay-

at-home, good girl and a woman who gave her man some fun—was 

bound to be shattered. 

Tricks  Without a Pimp 

When Victoria and her high school boyfriend broke up, her mood spi-

raled downward and a big gap opened inside her. She tried to fill it 

with other men. She got pregnant, but the father of her child was see-

ing another woman, who was also pregnant by him. Humiliated, she 

married someone else; she divorced soon afterward, vowing never to 

experience such emotional pain again. Since she didn’t know how to be 

with a man “without going sticky on him,” she would avoid relation-

ships altogether. 

Twenty-five and single, she tried to take care of herself and her 
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baby by means of welfare and occasional jobs, but the problem was that 

“I liked living above my means.” She liked nice things—clothes and 

jewelry and eating out—and she missed the buzz and excitement of 

criminal activities that she’d gotten used to from being with her 

boyfriend’s family. Looking back, she thinks she was as addicted to the 

“lifestyle” as she was to alcohol. The problem as she saw it at that time 

was how to keep up that lifestyle without being dependent on a man, 

in a community where “business” and power were in the hands of men. 

In a series of psychological maneuvers designed to keep her self-

respect—and true lovers at bay—Victoria took on a handful of older 

men who paid her to have sex: “more like sugar daddies,” she said. The 

point was getting paid without having a pimp—a fairly subversive 

thing in itself—and furthermore, to work when she wanted to, for 

whatever she thought she needed. 

In an ideal world—which is not where Victoria was living—she 

would have discovered better options, like education and a vocation. 

Yet I found myself deeply impressed by her resilience and her inventive 

adaptation to a difficult environment. Sex for money is hardly empow-

ering, yet in her own way she was creating a space for herself. She was 

beginning a long struggle for autonomy and independence. 

In conversation, Victoria, quite rightly, focused on her confusion 

and the alcoholic thinking that allowed her to live in such denial. “I 

considered those men to be my relationships, and today I know they 

were my tricks. I considered them my relationships! Because I didn’t 

want to say the truth. Not until I got clean did I really face that and 

say, ‘Yeah, that’s what that was: it was prostitution!’ No matter how I 

wanted to look at it.” 

A Female Supplier  

This was only the beginning. In a culture where addicted women sell 

their bodies and addicted men sell drugs, Victoria broke the rules again 

when she became an equal partner with a supplier of crack cocaine—a 

man who was dating one of her friends. It started one afternoon when 

she was watching him weigh packages; she said: “I know enough peo-
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ple—I could sell some of that. No strings attached.” Her supply went 

so fast that he tried her out with more, and it became clear that she had 

a knack for the business. “I never put any cut on my stuff—I served it 

like I got it, and it was stronger and straighter than most in the city. 

That’s why my business was so good.” Her partner soon trusted her to 

weigh the packages and count the money, and, ready himself to take a 

backseat—“He didn’t want to be bothered with folks”—he essentially 

handed the business to Victoria. “He made me like the district man-

ager and distributor,” she said. “Anybody who wanted something had 

to come see me.” Before long Victoria was making $4,000 a day—half 

went to her partner, half to herself. 

Curious about the degree to which Victoria saw herself as playing 

a man’s role and reversing the usual balance of power, I asked her if she 

had stopped tricking when she started selling crack—a stupid ques-

tion, really—and her response was emphatic: “I was making $2,000 a 

day—no reason for me to trick! I didn’t even want men in my life, 

because they wanted to get next to me and get my drugs and my 

money. If I felt like having some sex, I’d pick somebody. Take him to a 

hotel, wine him and dine him and then kick him to the curb!” 

Meanwhile, Victoria was seeing how addicted women were 

treated by men in the business. Men made women do “nasty things” for 

drugs, and she was getting sick and angry as she got to know the wives 

and mistresses of her “colleagues.” “Don’t let this happen to you,” they 

told her, and she told them, “You don’t have to do that stuff with me.” 

In solidarity, she found herself making loans and selling her stuff cheap 

to women. 

Though her behavior was self-destructive and her well-being illu-

sory, Victoria had respect among her peers, power, and financial inde-

pendence. For the time being, she was at no one’s mercy. 

The Downhil l  Slide 

Eventually, Victoria started using crack. Her customers taught her 

how, though she didn’t see their motive at first. “I found out, boy, in 

the end,” she told us. She made her voice go spacy, as if she were high, 
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and said, “Oh, yeah, here you go. You can have that, and I’ll cook some 

up, and I’ll take this, and you want to buy this. . . .  But they smoked 

up more than they paid for before they left.” 

She began to take too much property instead of cash—something 

she’d often done in a small way—and to overextend her credit. She lost 

her apartment. When she got another one in the same building, some-

body told her supplier that she had been busted and kicked out, and 

now she was back in the same building because the police had set her 

up, and she was snitching. Her supplier became alarmed. He trusted 

her not to snitch, but he suspected that she was using. To test her, he 

sent her to pick up a package and pay $900 out of her own money— 

knowing she ought to have “large loot.” Victoria, however, had smoked 

her money up. She scrambled and managed to pay the $900 in one-

dollar bills, which she kept in shoe boxes in rubber bands. This cued 

her partner in—she was in trouble. 

Victoria shook her head, moved and troubled even now. Her rela-

tionship with her supplier had been a source of pride. He was a man, 

but he wasn’t her man, which meant that she was not under his control; 

she was an equal partner. It was a rare achievement, one she clearly is 

still proud of. “There was no physical relationship. It was strictly busi-

ness. He had a lot of faith and trust in me. But a couple of weeks later 

he said to me, ‘Vicki, you’re sick. You’re getting sick now. This was 

supposed to be about money, but I care too much about you. I know 

you need some help, and the only thing I can do for you is not give you 

anything else.” 

She tried to stay in business by getting another supplier, but 

“they didn’t like a woman out there trying to buy, and she’s got no man. 

Everywhere I went they always told me I needed a man, because they 

didn’t want me weighing their shit and telling them what’s not right.” 

She found herself buying “lines” from the men she used to serve. 

“They, you know, they made me . . .” Her voice trailed off and disap-

peared. When she spoke again, it was quietly. “They tried to make me 

pay, and then it got to the point where sometimes I didn’t have any 

more money. I went from buying an ounce to a half-ounce to a quarter, 
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to trying to get an eight-ball, maybe three dollars short. And they start 

treating you bad! I got myself in a few ugly situations where I had to 

go into a room with my shirt off and wait for somebody to come with 

the package . . .  even when I had money. But it wasn’t a lot of money, 

so they treated me like the rest.” By “the rest,” Victoria means the rest 

of the women—the ones whose condition she had pitied, the ones who 

had warned her not to let this happen to her. 

For a while, she stopped selling and stopped using crack. “When 

I stopped making money, I stopped using, and that’s why I thought I 

wasn’t an addict.” She was still drinking, though, and still caught up in 

a criminal life. 

“I got so tired of hearing I needed a man. I went to this gang 

moll, and she also said I needed a man, so she found me one. He had 

just got out of Stillwater—” 

Ruth and Pat started laughing. They saw that I was confused. 

Ruth said, “That’s a prison.” 

“He’d come out of prison,” said Victoria, “and she hooked me up.” 

I said, “And that was the solution, right?” 

“Right!” 

“The man came and saved you, right?” 

“No,” said Victoria. “The man came and he broke both my 

legs—” 

“Oh, God,” I said. 

“—and I stabbed him and spent a night in jail, and”—her tone 

became facetious—“we were just using alcohol, because he didn’t want 

that other stuff around, because it was nothing but trouble.” 

Having avoided men to preserve her independence, she now 

entered the most dependent, abusive relationship of her life. “I was 

thirty-five years old,” she said, “and I had never been physically abused 

like that by anyone. This man was so controlling and domineer-

ing. . . .” Terrified, she drank whenever she was with him, and, never 

knowing when he might snap, she kept a knife in every room—on the 

window ledges, under the bed, in her underwear drawer. She wore her 

hair in spiral braids and stuck steak knives up into her hairdo. When 
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he came at her one day—both her legs already in casts from his abuse— 

she grabbed a Boy Scout knife from the cushion on her chair and stuck 

it into his neck. 

After a night in jail, Victoria got a restraining order on her 

boyfriend, but as soon as she got him out of her house, somebody else 

came and gave her a big package of dope, saying, “We know you can do 

this.” Tempted—and frightened now of being on her own—Victoria 

accepted the offer. “Three months later,” she said, “I was sprung and 

broke. I let that man back, because I didn’t know how not to use crack, 

and I thought I needed him to keep it out of my life and keep the peo-

ple away.” 

Predictably, the violence escalated once again, and Victoria 

decided that either this man was going to kill her or she would kill 

him. “In my mind I said, ‘I’m going to kill him next time. The next 

time he raises his hand on me, I’m just going to kill him, and then, 

because of our history with the police, maybe I’ll do six or seven years 

in Chockapee, and then—then maybe I can finally go to school. I’ll get 

my degree in Chockapee, and then, you know, I can have . . .”  

At this moment, the extremity of Victoria’s situation seemed to 

dawn on all of us. That little seed of hope inside the horror of her 

life—the thought of going to school in prison—was somehow devas-

tating. 

Finally I spoke. “You thought you had to kill him to go to school?” 

“Yeah, because I didn’t . . . That was really what was on my mind. 

In prison I could finally focus and be out from under this man, because 

I just was real twisted! I was twisted.” 

Getting Treatment,  and Easing Him 
Out of  Her Life  

Instead of killing her lover, Victoria had inpatient treatment for alco-

holism for ten days and then went to a halfway house, paid for by the 

county, for ninety days. She told her lover that he could come and see 

her only when he wasn’t drunk. He tried to change her mind for about 
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three months, but Victoria also had work and recovery meetings at 

AAFS, and she didn’t waver. “He was going to have to find time 

between me being busy and his being drunk,” said Victoria, “and he 

couldn’t do it. 

“This agency saved me. When I got out of the halfway house, I 

came to group meetings here every night of the week, because I was 

scared to be home. I worked at my little job in the daytime, took care 

of my son, was home for him when he got home from school. I cooked 

him some dinner, stayed with my kid, and then I would go to the 

agency. I might see my old man if he could manage not to be drunk 

between two and four, and then it was like, ‘Oh, I’ve got to go to my 

meeting,’ and that would save me, because I didn’t have enough 

strength in myself to tell him to leave me alone. 

“And he wasn’t taking that—he wasn’t going, you know? And he 

would get so violent. Those were times I thought I would relapse: 

when he called me, ranting and raving. I’d get that rumbling inside 

me, and I’d be looking around in my house, because I remembered 

where I used to keep the bottles. It would be automatic: look at those 

cupboards. Because that’s what I would do. Carry a drink and a knife 

when I was with him. 

“But instead I came to groups at AAFS every night. I’d tell him, 

‘I’ll be back at ten o’clock, but you know you can’t come over here if 

you’re drunk.’ He just couldn’t do it, but he respected that, because we 

did, in a sick way, love each other. 

“But he could not choose me over the chemicals, so eventually he 

eased on out of my life. Because I was busy.” 

I recalled the time sheets Victoria had showed me the night 

before—she gave them to her clients to make a plan for every half-hour 

of the day, so they don’t find themselves at loose ends for an hour or 

two, and be tempted to use. 

“No wonder you pass out those time sheets to people,” I said. 

“They saved you.” 

“They saved me. I had to stick to it, no matter what was going on. 

I couldn’t falter. Friends call, family call, I’d say, ‘Well, you can stop by 
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if you want to but I’m only going to be here for forty-five more min-

utes.’ And some of them would come by and think they could dissuade 

me, but I said, ‘Nope, van’s coming, got to go.’ ” 

“The van from the treatment center?” 

“From here. It would come to get me every night, and I’d be wait-

ing. And that would save me. I’d get home around ten o’clock; my baby 

and I would go straight to bed; then I’d get up and go to work. I did 

that until I got every certificate they had, two or three times, and they 

told me, ‘Well, dang, make some coffee, set up some chairs, act like 

you’re getting better.’ ” 

We broke into laughter, and Victoria added, “I said whatever, just 

don’t tell me I can’t come back.” 

Flipping Between Two Poles  

How did such an energetic, competent woman allow herself to be vir-

tually imprisoned by an abusive man? For that matter, how did a 

woman who describes herself as “dependent” and “clingy” have the 

gumption to compete with hustlers selling crack cocaine? And when a 

woman has lived a life of risk and danger, has made thousands of dollars 

a day in illegal activities and wound up in jail for stabbing her lover, 

has navigated in a dangerous world, has been addicted, has committed 

herself to recovery, and has taken responsibility at work and at home, 

how can she still see her history as passive? “I lived vicariously,” she 

told me. “I can’t really say I did a whole lot, but I was always in the 

mix.” If, as in some old assessment scales, you were to divide personal-

ity traits into those that are traditionally considered feminine or mas-

culine, with submissiveness, dependency, passivity, warmth, and 

expressiveness at the one end, and aggression, self-reliance, and sto-

icism at the other, Victoria would be an interesting case. She’d have 

high scores on both ends of the spectrum, depending on the context. 

What she hasn’t had—and today struggles to attain—is an integrated 

sense of her own potential, a choice about when to act out of one side of 

herself and when to act out of the other. 
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Her conflict about personal power and powerlessness was echoed 

by Ruth and Pat, and a woman named Louise I’d interviewed the night 

before—but it was played out in different ways. Ruth, traumatized and 

powerless the first half of her life, was left with a serious case of post-

traumatic stress disorder, which a new study has found is more frequent 

and more severe among prostitutes than among Vietnam veterans. Yet 

she had begun to discover her own resources. By means of therapy, 

medication, school, a new vocation, and a commitment to helping 

other women, she embraced the work of mastering her own life. 

Powerlessness, victimhood, and fear have seemed the only possi-

bilities to Louise, who by age fourteen had been raped three times and 

as an adult spent seven months in a depression so deep that she had to 

be bathed and fed by her sister. Sober now for some time, her potential 

for anger was threatening to break through. “I can’t stand it if some-

body says something to me I don’t like. I’m on them. This is not me. 

I don’t like this person.” Her psychiatrist told her anger is good and 

wanted her to check into a hospital and work it through, but Louise 

said she wouldn’t go through that. “One time I started to get angry, 

and I think they almost had to put the oxygen on me. I started crying. 

I couldn’t stop. I couldn’t deal with it.” At this point, Louise disowned 

her anger, saying it was part of some other “evil person.” Her doctor 

wanted her to harness that rage to energize and motivate herself. 

At the other extreme was Pat, who was with us that afternoon. 

Forty-three years old and sober for thirty days, Pat had a habit of get-

ting into fights; she’d been jailed several times and was in treatment 

now because she didn’t want to go back to jail. Where Louise shunned 

the experience of anger, Pat would do anything to keep from feeling 

vulnerable. She told us about watching her alcoholic grandfather abuse 

her sisters as she was growing up, and seeing those sisters become pros-

titutes. Early on, she determined to avoid their fate. A lesbian, she left 

little doubt about which end of the masculinity-femininity scale she 

wanted to emphasize. She was dressed in leather and chains, wearing 

tight black shorts, black ankle boots with white socks and chains 

around the ankles, a black leather choker an inch wide tight around her 
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neck, and two metal links dangling down. Her necklace bore a silver 

cannonball. 

U S E D  B Y  A L C O H O L  A N D  D R U G S  

It makes sense that Victoria, Ruth, Louise, and Pat would have 

inner conflicts about power and vulnerability, when you think of the 

outer conflict they’ve had with men, with their original families, and, 

as minority women, with the culture at large. 

In the last twenty years, black feminist historians have analyzed 

how sexual oppression in their community is linked to, and hard to sep-

arate from, racial and class oppression. Though not excusing black men 

for their abuse of black women, they place this violence in the historical 

context of the lynching of black men, which was justified by the stereo-

type of the black rapist. The activist Angela Davis has suggested that 

one reason black women keep silent about rape and violence is that they 

are so alert to “the frame up rape charge as an incitement to racist aggres-

sion.” At AAFS, George Lewis confirmed that this attitude persists: “A 

black woman might be in a bad situation for a while before she picks up 

the phone to get help. She knows the history of how black men are 

treated by police. She’s not willing to expose her man to that. She con-

vinces herself that it’s an isolated experience and it won’t happen again.” 

Alice Walker asserts: 

At the root of the denial of easily observable and heavily documented 

sexist brutality in the black community—the assertion that black 

men don’t act like Mister, and if they do, they’re justified by the 

pressure they’re under as black men in a white society—is our deep, 

painful refusal to accept the fact that we are not only descendants of 

slaves, but we are also descendants of slave owners. And that just 

as we have had to struggle to rid ourselves of slavish behaviors we 

must as ruthlessly eradicate any desire to be mistress or “master.” 

When life presents a series of either-or options—slave or master, weak  
or strong—and when the image of the brutal slave master is the inter - 
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nalized alternative to slavery, black men who wish to be strong and free 

have a dangerous model. 

Similarly, as Patricia Hill Collins argues in her book Black Femi-

nist Thought, poor black prostitutes today cannot be understood with-

out taking into account the historical legacy of their forced 

prostitution. Black women, from their arrival in this country, were 

sexual hostages. Naked on auction blocks, they were objects of 

voyeurs. As slaves, they were used as breeders and routinely raped by 

their masters. Rape was not just an expression of lust but a political 

tool used to demoralize slave women and their men, to weaken their 

will to resist, and as an aspect of economic exploitation, since mulatto 

slaves brought a higher price. Used in this way, black women soon 

came to stand for illicit and wicked sexuality in the imagination of 

white people. White men blamed them for their own carnal desires, 

and white women concurred—this protected them from having to 

confront their husbands’ behavior and allowed them to share in the 

profits of slavery. 

No matter that they had been bought and sold against their will, 

treated and imagined as animals, the idea of African-American 

women’s illicit sexuality consolidated during the antebellum period 

and followed them through the great migrations of the first decades of 

the twentieth century. To this day, poor African-American women 

must deal with the image of themselves as sexually promiscuous and 

potential prostitutes. 

When such historians as Patricia Hill Collins explore how race, 

gender, and class oppression have invaded the private lives of individ-

ual women and men, they illuminate the mechanisms that, when 

internalized, lead people into violence. Once the dynamics are clearly 

seen, alternatives become possible. In recent years, popular conserva-

tive critics have insisted that problems within black communities are 

a natural outcome of detrimental values and attitudes, and that the cry 

of “racism” is being used to excuse “black pathologies,” which should 

rightly be blamed on the negative aspects of black culture. Such a sim-

plistic account ignores not only a range of contributing factors, but 

also the fact that understanding the forces of racism and how they 
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become internalized is a crucial step in taking responsibility for one’s 

own attitudes. By naming the external sources of oppression, African 

Americans can more clearly recognize their own collusion. Far from 

claiming the privileges of victimhood, they undertake an exercise in 

empowerment, which can lead to the very hard work that Alice 

Walker refers to as the struggle not only “to rid ourselves of slavish 

behaviors” but to “ruthlessly eradicate any desire to be mistress or 

master.” 

And what does all this mean to an individual African American 

who picks up a bottle or gets high on heroin or crack cocaine? At AAFS, 

a poster offered a provocative interpretation. Above a strong black wrist 

bound in white cloth, used syringes in the palm of the hand, the caption 

read, “Yo, Slave!” It may be that drugs are as potent a master as any 

white man ever was—as destructive to health and happiness and as far-

reaching in consequence, the damage cycling through generations, and 

as difficult to throw off. Like slave masters, drugs and alcohol divide 

families, separating children from their mothers as the state places them 

in foster homes. Worse, an addict believes she needs this particular mas-

ter. At first, anyway, the pleasures it offers are in proportion to the pain. 

Alcohol and drugs seductively trick you into thinking you are in con-

trol. By offering a predictable high, they give you an illusion of manag-

ing your own feelings. Interestingly, in a study of African-American 

college students, women more than men reported that alcohol was use-

ful for “feeling in charge” and “relieving emotional distress.” 

“I used it to cope,” said Louise. At first, you think you are using 

alcohol or drugs. Only later do you realize that they are using you. 

T H E  S C O P E  O F  T H E  P R O B L E M  

Studies of African-American women and alcohol come up with 

contradictory findings. According to a few researchers, African-American 

women are less accepting than men of using alcohol to have fun: they 

disapprove of drunkenness generally, and more so if the drunk is a 

woman. But there is also research suggesting more tolerance of women’s 
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drinking among blacks. Blacks, both women and men, are more likely 

than whites to abstain from drinking altogether (46 percent of black 

women compared with 34 percent of white women; and 29 percent of 

black men compared with 24 percent of white men); but if they do 

drink, they may be somewhat more likely to drink heavily. 

Trying to make sense of why black women’s habits and attitudes 

are clustered at the two extremes, some analysts note opposing histori-

cal influences. On the one hand, the antislavery and temperance move-

ments of the 1800s were closely linked, and fundamentalist religions, 

which forbid drinking, have shaped African-American values. On the 

other hand, prohibitionists often expressed white supremacist views, 

which, along with migration of African Americans to Northern cities 

in the 1920s and 1930s, helped to erode temperance. During this time, 

urban black nightclubs began to flourish in Harlem, Chicago, and San 

Francisco, and for both women and men, alcohol became associated 

with “sophistication and the good life.” 

A study based on a national survey of 1,947 black and 1,777 

white men and women found that a given rate of heavy drinking cre-

ated fewer problems (in health and daily life) for black women than 

for black men or whites of either sex. The author speculates that the 

black women could be protected by higher body weight. These results 

are hard to reconcile with disturbing statistics. Death from cirrhosis of 

the liver is 73 percent higher among black women than white women, 

and black alcoholic women die at nearly twice the rate of white alco-

holic women. Furthermore, the incidence of fetal alcohol syndrome is 

about seven times higher among blacks than among whites. Black 

women are less likely to drink than white women, but when they do, 

the consequences to their health can be more extreme. It is not clear 

why. 

You can’t get the full picture by looking at alcohol alone. AAFS 

finds that the primary drug of most of its clients is crack cocaine, with 

alcohol often in the background. The National Client Data System, 

which collects information from substance abuse treatment programs 

that receive public funds, reported that in 1991, 72 percent of black 
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women listed “other drugs” besides alcohol as primary, compared with 

39 percent of white women; and only 12 percent of black women listed 

alcohol as their primary drug, compared with 38 percent of white 

women. (Sixteen percent of black women were equally addicted to alco-

hol and other drugs, compared with 23 percent of white women.) 

Smaller studies in various parts of the country show a similar pattern. 

In a study of sixty-three women in recovery from alcohol and other 

drug addiction on the Texas Gulf Coast, for instance, 76 percent of the 

Anglo women listed alcohol as their primary drug, whereas 72 percent 

of the ethnic minority women (almost all African American) cited 

cocaine-crack as primary. Their burgeoning AIDS rate—it is sixteen 

times higher among black women than white women—is partly due to 

sharing needles, having unprotected sex while using drugs, and trading 

drugs for sex. The overwhelming majority of HIV babies were infected 

by their mothers. 

It is misleading to think of race as the primary factor accounting 

for variations in drug use. In 1991 the National Household Survey on 

Drug Abuse found that overall, blacks are four times more likely than 

whites to use crack cocaine, but when researchers separated out a range 

of other factors—including socioeconomic status, region, gender, and 

age—they discovered that the differences between the races were no 

longer significant. This is very important information, as it suggests 

that poverty and other variables—and black women are more likely 

than white women to live in poverty—may be more important than 

race in influencing drug use. In total, 2.2 million white women use drugs 

regularly, outnumbering all minority women combined (846,000). 

It remains true that African-American women who drink or use 

drugs are suffering inordinately. Not only do they face more extreme 

health consequences, they are also more likely to be criminalized. 

When pregnant women who abuse alcohol or drugs are compared, 

black women are almost ten times more likely than white women to be 

reported to child abuse authorities. Since 1985, more than 200 preg-

nant and postpartum women in thirty states have been criminally 

charged for drug-related behavior—including delivering drugs to a 
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fetus through the umbilical chord—and most of these women are 

black. They are caught in a bind: often sexually and physically abused 

as children, often victims of assault and rape, they face the wrath of 

society for being unable to protect their children. They are, in fact, 

links in a long chain, with plenty of blame to go around. Many want 

desperately to shake off their addictions, but they are frightened that if 

they reveal their histories of drug and alcohol abuse to professionals, 

they will meet with punishment instead of help. 

PAT:  E I G H T  L I T T L E  P U P P I E S  I N  

A D O G H O U S E  

Pat, who had been sober for only thirty days, began her story shyly, 

her eyes cast down, telling us she was in a bad state. Every day she 

wanted desperately to drink. She wasn’t sure she was going to make it. 

She had a tendency to get into fights and wind up in jail. Her longtime 

“woman” had dumped her. She wanted her woman back and wanted to 

stay out of jail, and she figured she’d have to stay sober to achieve 

either goal. 

Pat was raised by her Baptist grandparents, who were “real reli-

gious people, real strict people.” She resented her grandmother for 

imposing so many household rules, for whipping her, and for making 

her come inside when the other neighborhood children were outside 

playing. The house had to stay perfectly clean and neat. The children 

had to dress and speak a certain way. In the background, Pat’s grandfa-

ther was abusing her older sisters—which may have had something to 

do with the grandmother’s furious attempt to impose control in some 

other arena. With dry humor, Pat described a picture of a doghouse 

with eight magnetic puppies that hung on the kitchen wall, each 

puppy bearing one of the children’s names. “When my cousins came 

around, they’d go to the wall and say, ‘Now, who’s in the doghouse 

today?’ ” Pat felt ashamed when her little puppy was there, and begged 

her grandmother to take it out. 

I noted the suggestion of sadomasochism in Pat’s clothing—all 
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the leather and chains—not to mention her big strong appearance, and 

I thought of all the shaming she described. Pat described her own bel-

ligerence and violence when she was drunk, but today, sober and shy, 

she was graceful and refined in her movements, and she spoke in a 

warm, low voice, with crisp pronunciation. I imagined that I could 

hear her grandmother’s coaching in her precise consonants. 

Pat grew up longing for her mother, whom she described as “a 

gypsy.” “I always wanted to know why I didn’t live with her,” she said 

musingly, with a notable lack of anger. “She lived all over the place, 

and I didn’t see her much, but when she did come around, I was really 

happy. I always hated to see her go.” 

Her relationship with her grandmother reached its lowest ebb 

when her grandmother found out that she was lesbian—“She sent me 

to a psychiatrist,” exclaimed Pat, “and she told my preacher!” Victoria, 

Ruth, and I burst into laughter, and Pat gave us a wry smile. “Now she 

loves my woman,” she told us. She recently made up with her grand-

mother, “Because she’s just so old,” said Pat with obvious affection. 

“She’s teeny tiny and so weak, and I look at her and just can’t believe 

how scary she used to be when I was little. I forgive her now. She 

thought she was doing right by me. She didn’t know any better.” 

She got anxious when she told us her biggest problem. She had no 

job. She’d been working as a nurse’s aide when her employer discovered 

her police record and fired her. This event had provoked the latest 

round of violence and bingeing. She had been so happy at her work and 

had been doing well. Now she had no money coming in. She was going 

for job assessment interviews and taking tests. 

At this point Ruth broke in, with a big smile. She told Pat about a 

program through a division of rehabilitation services, which offers educa-

tion and job training to minority women who want to get off, or stay off, 

welfare. “I just discovered it,” said Ruth. “It’s perfect for you.” They 

made arrangements for Ruth to pass on information. I recalled what 

George Lewis told me: fully half of the jobs their clients get are found 

by other clients. They form a strong and supportive recovery network. 

Pat didn’t seem to want to talk much more, and it looked as if the 
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interview was coming to an end. The four of us fell into a casual dis-

cussion about our parents’ attitudes toward drinking, and how they 

were generally stricter with their girls than with their boys. Ruth 

seemed distracted. She kept glancing out the window. The evening 

before she had described how odd sounds and gestures could trigger 

panic, and how she was learning to ride out her body’s experience of 

anxiety, while reminding herself that she was no longer in danger. 

Though she’d fought off taking medication for a year, she’d given in 

when she tried to go to school and simply couldn’t concentrate. Her 

psychiatrist explained that her brain had been chemically damaged by 

her trauma and by alcohol and drugs. When he persuaded her to take 

40 milligrams of Paxil and 300 of Wellbutrin, both antidepressants, 

her grades shot up. During this interview, both she and Victoria occa-

sionally became trembly, and Ruth would get a kind of twitchiness 

around her face; but very quickly, they would be back in the room with 

us, totally focused and present. This was different. Ruth’s agitation was 

rising. She played with her hands and blinked heavily. 

Finally, she cut into our conversation. “The only thing I did want 

to add,” she said, “as a piece of my story, and I guess I’ve been so much 

in denial about it, it’s sometimes hard to talk about it . . .  but that’s 

about my sons. My kids. I do have children.” 

R U T H :  W H AT  T O  D O W I T H  H E R  C H I L D R E N  

Once again, the room fell silent. 

“I’m a grandmother, actually,” said Ruth. “I have a twenty-three-

year-old daughter, a thirteen-year-old daughter, and two sons, five and 

six. And, uh, the twenty-three-year-old is an addict. She’s lost three 

children to the system.” Ruth described how she sent her thirteen-year-

old to live with her father when she went into treatment for the first 

time, and called the county to have her two young sons put into foster 

care. When she got out, she lasted barely two weeks before she was 

drinking again. She got a job and tried to get clean so that she could get 

her sons back, but she found she couldn’t do it. She became suicidal. 
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After her second treatment, when she’d been clean for about three 

months and was living in the halfway house, the county came to her 

and said, “It’s time for you to get your sons back. They’ve been in the 

system a long time, and you’re clean; you’re doing well.” She told them 

she wasn’t ready. “I didn’t want to find myself caught . . . in  the system 

again, staying home on welfare with two sons and . . . caught.” When 

she had been clean for six months, the county came to her again and 

told her she had to make a decision; she had to take her sons back or 

terminate her rights. 

“I prayed and prayed on it,” said Ruth. “I felt I had to give my 

sons the best chance at life, and give myself a chance. When I had been 

clean for nine months, I terminated my rights.” 

Deliberately, she repeated, “I terminated my rights to my sons. I 

was able to see them up until last April, when they were adopted. I 

won’t be able to see them anymore.” 

I pushed away thoughts of my three-year-old son at home in 

Vermont. 

Ruth said, “It was the most painful experience I’ve had clean. Let-

ting them go. They had already gone through enough.” 

With her youngest son, she told us, she was three months preg-

nant before she knew it. She was working at a sauna, making about 

$1,500 a week. When she went to have an abortion at four months, she 

was already too far along. She kept on drinking and smoking crack 

cocaine daily. At six and a half months of pregnancy, her water broke, 

but she kept on smoking for two more days. “I was trying to kill 

myself,” she said. A girlfriend came by and said that she was going to 

call the police if Ruth didn’t get to the hospital. Ruth made a motion 

to go upstairs to get her suitcase. When she got up from the sofa, there 

was blood all over it. She smoked all the way to the hospital. 

The baby weighed two pounds and three ounces, and Ruth was so 

ashamed that she couldn’t bear to see him. “I wanted to die. I remem-

ber saying, let me die, die, die. My heart kept stopping, and I kept 

fighting them to leave me alone, and they kept bringing me back, and 

I prayed, just let me go.” 



283 W  o r k i n g  w i t h  D i f f e r e n c e  

I asked if she was happy with where the boys are now, and she 

said, “Very. I don’t know exactly where they are, but I know it’s with a 

family where they have a chance.” Her voice got livelier. “They’re 

together. They’re eleven months apart, and they’re together. And they 

are very close. I’d always tell my son, Phineas, take care your brother Reg-

gie.’ ” She laughed softly. “He’d hit him upside the head, and say, ‘Okay, 

ma.’ I told him he was doing a good job.” 

“Maybe he’ll remember that,” I said. 

“Yeah. So, I’ve got a picture. Yeah, I’m very happy with my deci-

sion. Even with my thirteen-year-old being in Atlanta. I’m going to 

keep her there. I just, um, I’m scared. I’m not willing to take any 

chances.” 

“You don’t trust yourself?” 

“It’s not myself so much as being caught. Not being able to keep 

accomplishing my goals. I know that going to school, going to work, 

helping others, going to meetings, getting up, knowing what I have to 

do and where I have to be . . . it’s  what’s keeping me clean. I know that 

staying at home with my kids on welfare did not keep me clean. Okay? 

I can’t distinguish. . . .  I’ve never been clean in my entire life, my 

entire life of raising children and the drinking and the dope game and 

the prostitution—that’s all I know. I don’t know if I’m capable of being 

a mother, I don’t know if I am one. I know that I gave birth.” 

I wondered how Ruth’s godfather could have brought on so much 

destruction so thoughtlessly. What story would Ruth’s children tell 

about the suffering in their early lives? And how would their children 

fare? So much misery tracing back to one man. 

It was time to wind up the interview and walk out into the lobby 

of AAFS, where people take a larger view. No doubt, if Ruth’s godfa-

ther were standing before us he would have a compelling story of his 

own. Though individuals needs to take responsibility for their own 

part, no one can change without a glimpse of his or her role in the 

larger machinery, and no larger change can happen without what is 

being done at AAFS—the patient, endless work of stopping the cycle. 

The work begins when people like Ruth and Victoria, and with luck 
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Pat and Louise, take a huge risk, leaving behind their old defenses and 

coping with shame and anxiety attacks and fear—not to mention vio-

lence and worries about money—without the help of their old friends 

alcohol and crack. Doing this, one of them said, feels like walking into 

gunfire without any armor. Especially in early sobriety, the world is a 

very frightening place. 

“So you’ve got a whole new life,” I said to Ruth. 

She said, “I’ve got a whole new life.” 



12  
Recovery: 
Only Connect 

The recovering women whose stories appear in this 

book journeyed out of their addiction on paths nearly as various as their 

personal histories, but most of them had some kind of treatment and 

follow-up care. The good news is that women fare as well as men in 

alcoholism treatment, in spite of the fact that most treatment programs 

were designed for men, and women are expected to fit in. 

W H AT  T R E AT M E N T  I S 

Treatment for women and men who are physically dependent on 

alcohol begins with detoxification. Withdrawal can be dangerous, even 

life-threatening. About 10 percent of alcohol-dependent patients need 

to be hospitalized for detoxification, and even in less severe cases, med-

ication can ease withdrawal symptoms. 

Inpatient treatment used to be considered the foundation of early 

recovery, but it is expensive. Some studies show inpatient treatment to 

be highly effective, but their results cannot be generalized because they 

do not include formal outpatient treatment groups for comparison. Stud-

ies that do compare inpatient and intensive outpatient treatment have 
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found comparable long-term outcomes. Some people object that when 

researchers randomly assign patients to treatment modalities for pur-

poses of comparison, they are not taking individual needs into account, 

which skews the results—because, for example, people who, if left to their 

own devices, would choose residential treatment may be the ones who 

would profit from it most. Nonetheless, many insurance companies 

have dropped coverage of inpatient treatment, except for detoxification. 

Residential treatment is still preferred when a patient’s life is 

especially chaotic, when her medical or mental health problems need 

close monitoring, or when outpatient treatment hasn’t worked. It may 

be followed by a period in a halfway house, where patients live with 

other recovering alcoholics who can offer insight and support, and 

where they may work and go to school while still supported by a struc-

tured environment. 

Outpatient treatment, which may follow a two- or three-day hos-

pitalization for detoxification, also has advantages. It’s less expensive; 

in less intensive programs, employed patients can continue working; 

and they receive treatment while faced with all their usual pressures 

and all their usual triggers of drinking, so they have a lot of support as 

they make changes. 

Both in- and outpatient treatment usually involve alcohol educa-

tion, group therapy, and training to prevent relapses. Ideally, the alco-

holic’s family is brought into the process; indeed, for teenagers, family 

therapy has emerged as the most effective treatment. Counselors also 

work individually with patients to address problems and develop a 

long-term treatment plan. Medications may be prescribed to help 

reduce the craving for alcohol or to treat depression and other psychi-

atric disorders. Some doctors offer their patients an alcohol-sensitizing 

medication such as Antabuse, which causes nausea, vomiting, and 

other unpleasant effects when combined with alcohol. Both residential 

and intensive outpatient treatment may be followed by extended after-

care, which involves more group therapy and individual counseling. 

Today, most (but not all) treatment programs in the United States 

are based on the disease model of alcoholism and the twelve steps of 
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AA. Early treatment tends to focus on the first two steps: admitting 

powerlessness over alcohol (overcoming denial) and coming to believe 

that a higher power can “restore us to sanity.” Long-term participation 

in AA or another recovery group is strongly recommended. 

Women who live near a major city or a university may have more 

options, for example, cognitive behavioral therapy. This approach is 

based on the premise that even when genetics are a factor, alcohol abuse 

is a learned behavior, a bad way of dealing with problems or meeting 

needs. When people can identify the most powerful triggers of drink-

ing—anger, depression, pain, seeing other people drink—they can 

learn to break the connection. They can also learn skills to change their 

behavior or avoid problems that lead them to drink. Some twelve-

step-based programs have been suspicious of cognitive behavioral 

approaches but are now incorporating these methods into treatment, 

especially for preventing relapses. 

“Harm reduction” and “moderation management” are highly 

controversial approaches, primarily because they allow the patient to 

set the goal, even when that goal is controlled drinking instead of 

abstinence. Proponents cite studies that find that a certain percentage 

of alcoholics do return to controlled drinking. They say controlled 

drinking—even if punctuated by binges—may be the best possible 

outcome for a determined drinker who would otherwise not make an 

effort. And some people who are not dependent on any substance, and 

have only a short history of alcohol problems, may reasonably wish for 

help in cutting back without becoming teetotalers. It’s a pragmatic 

approach that suits certain people, but it has caused a lot of anger 

among those who have seen it seized on by women and men for whom 

it is not appropriate, because it feeds a fantasy that they can drink in 

moderation, though their history has proved otherwise. 

Among women who are not severely dependent on alcohol, a brief 

intervention delivered by a trained physician or another health care 

professional—involving assessment, strategies for change, goal setting, 

and follow-up—may be all that is necessary. There is a growing effort 

to standardize and evaluate such interventions, especially as it becomes 



288 H A P P Y  H O U R S  

clear that they may be a powerful tool for the early treatment of alcohol 

problems. 

W O M E N ’ S N E E D S  

We are learning more about women’s treatment needs, but we 

have a long way to go, according to Dr. Camille Barry, acting director 

of the Center for Substance Abuse Treatment, who told me, “Tradition-

ally treatment has been geared for men. We know much more about 

what works for men than for women.” 

For women, the obstacles begin before treatment starts, since 

their families may be less supportive of treatment. The evidence for 

this is partly anecdotal—women in treatment who report that their 

husbands discouraged them from getting help and sometimes left 

them when they did—but it bears on the findings of a large-scale 

investigation of treatment referrals made by employee assistance pro-

grams. In this study of 6,400 full-time employees from eighty-four 

work sites, wives were often instrumental in encouraging their hus-

bands to seek help for alcohol problems, but husbands were rarely a 

force in their wives’ referrals. 

Treatment for addictions can be costly, and women are especially 

hurt by cuts in federal funding. Said Camille Barry, “Women are more 

expensive to treat, especially if they have children. They’re hesitant to 

go into treatment and stay if their kids can’t be there with them, but 

this creates another unit of cost, and another barrier to treatment.” As 

we have seen, women’s addictions are often intertwined with relation-

ship problems, they are more often victims of domestic and sexual 

abuse, and they frequently have mood or eating disorders. All these 

issues need attention if treatment is to work. “The level of awareness 

has been raised considerably,” said Barry, “but we still have a great need 

for wraparound care, which is more important to women.” 

Today, women are still more likely to be underemployed and 

underinsured than men. Young women are often in low-paid jobs with-

out benefits. In a study of men and women between ages forty-five and 
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sixty-one, 72 percent of the men had health insurance provided by 

their employers, compared with 55 percent of the women; 13 percent 

of the women and 7 percent of the men lacked any sort of coverage at 

all. Even among women who work full-time, insurance coverage may 

be less adequate than men’s. In the work site study mentioned previ-

ously, administrators of employee assistance programs indicated that 

among the women they referred for alcohol treatment, 22 percent did 

not receive the most appropriate recommendation because of inade-

quate insurance. This partly explains why 14 percent of these women 

were referred to inpatient care, compared with 30 percent of men. 

Minorities are even more severely affected. A study in California 

showed that white women entering treatment are ten times more likely 

than African-American women to have insurance. While women and 

minorities are affected most, money is a problem for most people seek-

ing treatment. As we have noted, insurance companies often cover only 

hospital detoxification or outpatient services, and case management 

systems usually limit inpatient coverage to two or three days even 

when a clinician recommends a longer stay. The number of outpatient 

sessions may also be sharply limited. Publicly funded programs often 

cannot provide the range of services women need, and in particular, 

there is very little follow-up case management. Under these circum-

stances, the women who need help most are least likely to receive it. 

Many clinicians in this country believe that women fare best 

when treatment is delivered in a setting that takes into account their 

interactional styles (women talk less in mixed groups); that addresses 

their roles in their family and society in ways that empower them; that 

does not allow sexual harassment; and that makes other services avail-

able, such as child care and job and relationship counseling. One well-

designed study compared women-only and standard mixed-gender 

treatment. The two groups received comparable levels of care, but the 

women-only program focused specifically on women’s problems. Women 

in the specialized program were more likely to complete treatment and 

had better outcomes than the women in the mixed-gender group. 

Among the women I interviewed, the aspect of treatment most 
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consistently neglected had to do with the link between sexuality and 

problem drinking. As we have seen, we now have good evidence that 

sexual dysfunction is a powerful predictor of continuing alcohol prob-

lems in women. Sometimes alcohol itself has damaged a woman’s sexu-

ality, but more typically, the dysfunction precedes drinking problems. 

We know that many women and girls begin their sexual life under the 

influence of alcohol and are frightened by the prospect of having sex 

without it. Recovering women consistently report feelings of sexual 

shame. For example, Daphne cringed because of humiliating sex she’d 

had with her husband while drunk; Stephie couldn’t bear the thought 

of sex for months after she became sober; Tamara castigated herself for 

having slept with men for drugs. All these women went to treatment 

that was excellent in other ways, but none got help with the sexual 

problems that plagued them well into sobriety. 

Ronald Kadden, a professor in the department of psychiatry at the 

University of Connecticut School of Medicine, told me, “Treatment 

providers feel awkward with the topic, so they don’t bring it up, and if 

they’re uncomfortable, when they’re trained, imagine how the woman 

feels. Ultimately, it is the provider’s responsibility to raise issues of sex-

uality.” Indeed, women in treatment are already feeling vulnerable, 

ashamed, and unwell, with limited emotional resources. Some, like 

Stephie, may worry that they will have to choose between sobriety and 

marriage. It does not have to be this way. “The tools are there to help 

women,” said Kadden. “Women can be advised to take it slow and 

lower their expectations. They should know that if they’ve had a prob-

lem with sexuality, it might get bigger for a while. Couple sessions and 

sexual counseling can also make a big difference. There is help out 

there, but treatment programs may not be vigilant.” The reality is that 

if women don’t ask for help with their sexual anxieties, they’re not 

likely to get it, and they’ll have to deal with a continued source of 

stress. Stephie finally got support by forming a Women for Sobriety 

group where, to this day, she told me, sexuality is the number one 

topic. Women are enormously relieved to have an opportunity to work 

through their feelings with others who understand and have had simi-

lar experiences. 
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Finally, women who have another disorder along with their alco-

holism are not getting adequate care. The situation is better than it 

used to be. Now, at least, many substance abuse treatment providers 

recognize that psychiatric problems do need immediate attention. They 

are less likely to recommend that a patient wait for a year or two of sta-

ble sobriety. But an alcoholic woman who, for example, suffers from 

depression related to a history of childhood abuse may find that she is 

assigned three different modes of treatment: group therapy and alcohol 

counseling for her addiction, visits with a psychiatrist to dispense med-

ication, and individual therapy to deal with her personal history. This 

approach can work, especially if the therapist is well trained and can 

assist the patient in integrating all the treatment. But too often, the 

woman feels fragmented. Different treatments seem aimed at different 

problems, and she is expected to pull it all together and not just feel 

like a bundle of pathologies, needing pills and a whole array of doctors. 

Between 30 and 60 percent of drug and alcohol abusers—women 

more often than men—have a concurrent mental health diagnosis. In 

the past ten to fifteen years, the inadequacy of treatment for this popu-

lation has become apparent. The Substance Abuse and Mental Health 

Services Administration has piloted a multisite study developing new 

forms of integrated treatment. The National Institute on Drug Abuse 

is now emphasizing research into developing treatments to work effec-

tively with people who have particular constellations of problems. One 

of these, called “Seeking Safety,” was developed by Dr. Lisa Najavits at 

Harvard Medical School. She has had initial success using twenty-four 

sessions of cognitive-behavioral therapy with addicted women who also 

suffer from PTSD. “Safety” is the unifying theme, embracing the goals 

of discontinuing substance abuse, getting out of dangerous relationships, 

managing symptoms such as panic, and minimizing exposure to HIV. 

Women with financial resources and good insurance coverage will 

have a range of treatment options, including private, residential pro-

grams across the country. Otherwise, what a woman finds when she 

goes for treatment depends largely on where she lives. In Illinois, for 

instance, programs based on the family unification model, with chil-

dren living in residential programs with their mothers, have been in 
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place since 1985, whereas the neighboring state of Michigan is only 

now developing their first such program. 

Unfortunately, many of the recent gains in understanding women’s 

needs cannot be implemented, due to budget cutbacks and managed 

care restrictions. “We were in a better situation in 1990 than we are 

now,” said Nancy Paull, executive director of Stanley Street Treatment 

and Resources (STARR) in Fall River, Massachusetts. For example, said 

Paull, for about six years, STARR had same-sex units for detoxification. 

At first, the men fell apart. “They stopped showering and caring for 

themselves,” said Paull, “and the nurses joked about bringing up 

women for visits so the men could clean up their act.” Once the change 

was established, and men knew they were entering an all-male pro-

gram, they began to do better, becoming “less macho” and more open. 

The women thrived from the beginning. “Women are coming in with 

histories of domestic violence and sexual abuse,” said Paull, “and when 

men are around, they won’t deal with these issues. When we started an 

all-female detox unit, they opened up. They were more receptive to 

treatment and more focused on what they were doing and where they 

were going.” A few years ago, STARR was obliged to combine the 

units to save money, and immediately the staff saw negative results. 

The week I spoke with Paull, a woman had left treatment against rec-

ommendations because she “fell in love with a wonderful guy” who was 

also in detox. “She thought he was going to rescue her,” said Paull. 

“They went off into the sunset. Within four hours he had dumped her.” 

The woman wanted to be readmitted to the program, but she was 

turned away, because she had left against medical advice. 

When possible, a woman or her family looking for treatment 

should consider her particular needs and look for a comfortable match. 

But it’s worth remembering that a motivated person can take advan-

tage of any well-run program. A study that matched patients to the most 

appropriate treatment—considering such factors as drinking behavior, 

social functioning, and personality—found, surprisingly, that a variety 

of people did equally well in all three forms of treatment studied: moti-

vational enhancement therapy (which aims to strengthen patients’ 

commitment to change), cognitive-behavioral coping skills therapy 
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(training in self-management skills), and twelve-step facilitation 

(prompting active participation in AA, and discussing the first two 

steps). A woman may wish to find a program that has a female staff, all-

women’s groups, and individual counseling. Certainly she should feel 

confident that any such problems as eating disorders will be given 

attention. On the other hand, there is no need to feel she is settling for 

less if she simply finds a well-run program in a given community. 

As for continuing support, AA, once a men’s club, now counts 

women as more than a third of its membership, and many all-women 

meetings have formed. It has come a long way from the days described 

by Sue, whose story follows, when the only women at AA sat in the 

back and claimed to be doing research for a dissertation. Many 

women—especially those who live near a city—also have other options: 

Women for Sobriety, Secular Organization for Sobriety, SMART, and 

Rational Recovery. As we have seen, culturally specific treatment and 

support groups are also available. In some areas of the country, these 

and other holistic approaches to treatment are proliferating—every-

thing from “intuitive healing” within Christianity to traditional abo-

riginal spirituality. It’s noteworthy that at a time when the medical 

model of alcoholism is more and more dominant, there is a growing 

interest in spiritual approaches to the problem of substance abuse. 

The rest of this chapter will look at some ways that women’s 

paths in recovery challenge prevailing models of alcoholism and recov-

ery, and show how some women have found their way out of the dark 

woods of addiction. 

P O W E R  A N D  P O W E R L E S S N E S S  

The language of powerlessness is at the heart of AA and of treat-

ment programs based on the twelve steps. The first step reads, We 

admitted that we were powerless over alcohol—that our lives had become 

unmanageable. 

There is a paradox here that, when understood in its complexity, 

can be empowering. If we give up the struggle to control the things 

that are truly beyond us—for example, the effects of alcohol, and our 
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ability to control our drinking once we start—we are freed to discover 

the power we do possess. A woman who knows that she loses and alco-

hol wins every time she takes a drink can stop spending her energy on 

that particular struggle. Admitting defeat on that front, she may find 

that the rest of the world opens up to her. 

The first step of AA relates to the paradoxical dynamics of any 

kind of compulsive behavior, not just drinking. The harder one tries to 

control it, the more powerful the impulse becomes. Compulsion cannot 

be conquered in a head-on battle. It has to be given up, let go. You 

have to walk around it, not through it. When women and men have 

tried everything to control their behavior and found that no amount of 

willpower has done any good, and when they hear at AA that it is time 

to admit defeat, they sometimes experience overwhelming relief. They 

are asked to step outside the cycle of mastery and rebellion represented 

by their drinking and their efforts to control it. In doing so, they enter 

a new territory, where they can recover their freedom to make choices. 

This kind of letting go is hard to do alone. You need support— 

someone to talk to, to hold your hand, to remind you that when you 

give this one thing up, a world rushes in to fill its place. For many 

women, AA meetings have provided that kind of support and encour-

agement. When AA works, women are empowered to take up their 

lives and make changes. They begin to feel their personal authority as 

they share their stories at meetings, coming to terms with their per-

sonal histories and recognizing the power they have to shape their indi-

vidual future. 

Accepting powerlessness is considered the essential first step in a 

path toward sobriety. In my interviews, however, I noticed that the sto-

ries women told me often had a different emphasis. In several cases, 

when a clear voice inside them said they had to stop drinking, the cru-

cial revelation was about wanting power. 

Marcia, for instance, had been in and out of detox and treatment a 

dozen times, and had a string of romances with abusive men. Once she 

lost all her money when her boyfriend persuaded her to put it in his 

hands. More than once, she woke up with two black eyes, unable to see. 
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She felt, she said, like “a broken doll.” When she showed me a picture 

of herself from those days, I saw that she looked like a Barbie doll: a 

blond ponytail on top of her head, a tight midriff, and bobby socks. She 

described one nightmare scenario after another, including a year in an 

insane asylum, where she was committed against her will. 

Eight years later, she was a favorite speaker at recovery programs 

across the country. I spoke with a man at an AA meeting in her city, 

who told me that he heard Marcia speak when he was in treatment and 

went back to his room and cried. Marcia showed him how bad life 

could get when drinking took over. She was also living proof that there 

was hope for everyone. 

I asked Marcia what finally did it, what finally motivated her to 

be sober, and she told me that, one evening, when she and her 

boyfriend were walking by a lake, he told her he wanted her to forge 

some checks for a moneymaking scheme he had going. She’d done this 

before, and gotten caught. This time, she said no. “You’ll do it,” he 

said, and again she told him no. “You’ll do it,” he repeated. 

“What are you talking about?” she said, and her boyfriend 

replied, “You’ll do it, or I’ll tell them you’re going to kill yourself. 

They’ll lock you up again.” 

At that moment, said Marcia, a fire lit inside her. She looked at 

her boyfriend with all the fury of a thunderstorm, and these words rang 

out in her head: People like you will never have power over me again. That 

evening, she quit drinking. 

Samantha, the Ojibwa woman who counsels other alcoholics, told of 

two critical moments in her recovery. The first, described in Chapter 9, 

was a mystical moment when she lay on her husband’s bed just after his 

death and heard the words of his favorite song coming faintly from the 

radio, words that spoke to her. The second came in circumstances very 

much like Marcia’s: she got angry about other people’s power over her, 

and she determined to make a change. 

Samantha was out drinking and doing drugs. She and her 

boyfriend went back to her sister’s to find Samantha’s twelve-year-old 
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son, who often went there to drink. “My sister lived in this filthy, dirty 

house,” she said. “Dirty, dirty, dirty, the kind the city would con-

demn.” Her sister told her the boy was in the bathroom. Samantha 

went in, and there, beside a bathtub plugged and filled to the top with 

cruddy black water, beside a pile of filthy clothes, her son lay on the 

floor, passed out from drunkenness, in a pool of his own vomit. 

“Twelve years old,” said Samantha, “and he had just lost his dad. 

And he was . . . Oh, man, that broke my heart. That broke my heart 

like nothing.” 

Samantha and her boyfriend picked the boy up, washed him, and 

made a bed for him. When he woke up, she fed him. And then, because 

he was already under the care of child protection services, and they 

were looking for him, she picked up the phone and called them to say 

that he was there. 

“They came and got him,” she said. Furious that she had no say in 

what would happen next, she decided, “I’m going to do something. I’m 

going to put myself in a situation where I will have a say about my 

kids. So I decided no matter what, come hell or high water, I’m going 

to treatment. I’m going to stay there, and I’m going to get straight.” 

Samantha got sober so that she could be the one to make decisions 

about her own and her children’s lives. 

You could say that recognizing powerlessness was implicit in 

both Marcia’s and Samantha’s experiences. They quit drinking to gain 

personal power because they saw that drinking was what gave other 

people power over them. Yet the emphasis here is crucial. Marcia and 

Samantha have a family history of abuse so severe it does not sound 

real. Both were accustomed to feeling powerless. That they were con-

trolled by alcohol, drugs, men, and the state was a depressing fact they 

lived with every day. What struck them with the force of revelation was 

the possibility of taking power for themselves. 

Many women with histories less traumatic than Marcia’s and Saman-

tha’s respond with a sinking feeling to the statement of powerlessness 

in the first step. It confirms the helplessness they have felt all along; it 
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makes them feel sluggish, tired, and defeated. One woman told me 

that whenever she heard the first step at an AA meeting, she pictured 

herself on the floor with an array of glasses filled with bourbon, unable 

to stop herself from downing them one by one. Such women never 

imagine they can control their behavior or their destiny; they never 

entertain fantasies of grandeur; they always believe that the world is 

outside their control. They’re powerless: what’s new? The words of the 

first step heighten their anxiety, their anger, or their passivity. 

The second and third steps of AA—in which alcoholics in recov-

ery accept that a power higher than themselves can restore them to san-

ity, and give themselves up to that power—may have a similar effect. 

Some women, raised in a Christian faith, are familiar with the paradox-

ical language of AA, because they have grown up hearing about that 

central religious mystery of losing one’s life to find it, of becoming a 

slave to Christ in order to be free. As noted in the introduction, AA 

grew out of a religious movement in the early twentieth century, and it 

draws on this tradition. Though this language can indeed be empower-

ing—if interpreted in a positive way—it has not always been so for 

women. In fact, it is tied up with a very long history in which women 

have been exhorted to submit to male authorities, their husbands and 

their priests. I have spoken with religious women alcoholics—still 

drinking—who pray every night for God to “restore them to sanity,” 

whose notion of turning their lives over to a higher power reinforces 

their idea of themselves as essentially passive, whether victims or recip-

ients of mercy. 

Though the first step asks for recognition that an alcoholic is 

powerlessness specifically over alcohol, women often say that in prac-

tice, at their AA meetings, there is a lot of talk about giving up power 

on many fronts—including relationships. The assumption is that alco-

holics are self-centered, self-aggrandizing, and controlling, and that 

once the AA principles are applied to their lives, they will start to be 

more humble, more open, less demanding. 

To understand the AA approach, it is helpful to know a little bit 

about its history. Bill Wilson, the cofounder of AA, was from a privi-
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leged New England family. He was an experienced stockbrocker; he 

had a law degree and a devoted wife. He based his program on the 

experiences of one hundred men and one woman. These men tended to 

be something like himself. All were white, and most were middle- or 

upper-middle-class, privileged people. Bill Wilson noted that many of 

these men had common personality traits. They tended to be arrogant, 

controlling, and egocentric, unable to see their own faults and blind to 

the effects of their behavior on other people. The steps of AA—includ-

ing the emphasis on powerlessness—were designed to deflate the egos 

of these middle-class white men who imagined they had the world by 

the tail. For them it was a major—and healthy—challenge to confront 

their own limitations, take seriously the damage their drinking had 

done, and try to make amends. 

Ironically, while AA promotes the disease concept of alcoholism 

and defines it as “an allergy of mind and body,” the literature of AA 

betrays its roots in the moral model of alcoholism, which is precisely 

what the disease model was designed to refute. In the moral model, the 

alcoholic is a sinner and his drinking is a sign of his defective character. 

Echoing this language, AA refers to the alcoholic’s crippling “short-

comings” and “defects of character” which “made alcoholics of us in the 

first place.” It describes alcoholics as “grandiose and immature in the 

extreme,” and “an example of self-will run riot.” As part of the cure, it 

prescribes a “moral inventory” and a humble request to God to remove 

all faults. Alcoholics who do not recover are “usually men and women 

who are constitutionally incapable of being honest with themselves.” 

This is a story that AA members across the country tell about 

themselves. I want to stress that it is clearly, for thousands of people, a 

tremendously useful story. When these “defects of character” are looked 

at with humor and compassion, in the presence of an accepting, sup-

portive community, recovering women and men can learn to let go of 

habits of mind that have imprisoned them. 

But many people—especially women and minorities—come to 

AA in a frame of mind quite different from the successful, grandiose, 

white middle-class man who was Bill Wilson’s archetypal alcoholic. 
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Many of these people never thought they had the world by the tail. 

They may have suffered from exploitation, trauma, or abuse. Having 

internalized their pain, they may have a habit of berating and attacking 

themselves. It’s no revelation to hear that their shortcomings made 

them alcoholics. They always thought they were inferior to other peo-

ple. For them, the ego-deflating language of AA can be damaging. 

I sometimes ran into this kind of self-denigration in my inter-

views, as when, in a preliminary conversation by e-mail, I mentioned to 

a young woman in recovery that I was working on a chapter about 

women who began drinking after a major loss. Alarmed that I might 

be offering an “excuse” for drinking, she wrote back to me, “Poor me, 

poor me, pour me another drink. Upset by a life event? Sure, like 

flunking a test, falling in love with the wrong person, or murdering 

someone by accident. The scope matters not. My life event, whatever it 

is, is the center of the universe. I make it bigger than it ever is, either 

good or bad, and drink to mitigate the feelings of thrill or angst. We 

are the world’s best liars. We will give up our children, our jobs, our 

precious selves for another drink. I drank because I was a spoiled brat. I 

thank Alcoholics Anonymous for keeping me sober another day, 

today.” 

Her point, that life events cannot be “blamed” for anybody’s 

drinking, is important, but her aggression—toward me and toward 

herself—was also striking. She may have a long history of denigrating 

herself, but the language of AA has given her another way to do it. 

Because of this, one therapist told me that when women she sees 

have problems with alcohol, she recommends AA because it’s the only 

recovery group readily available in her small city, but “I always hold 

my breath when I do it, because these women usually have very little 

ego strength, and sometimes in AA they get worse.” At AA meetings, 

you’ll occasionally hear someone introduce herself—let’s say her name 

is Jean—by saying, “I’m an alcoholic and my problem is Jean”—objecti-

fying herself, treating herself in a manner that would be roundly disap-

proved of if Jean were someone other than herself. The woman from Las 

Vegas who felt bad when a man introduced himself by saying, “I’m 
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Mike, and I’m a degenerate drunk,” told me, “At those meetings I 

learned that I had a disease called alcoholism, which meant I would 

always be defective, and not like other people.” 

Charlotte Davis Kasl, in Many Roads, One Journey—a book that 

has been tremendously useful to many who find the twelve-step pro-

gram inappropriate for their needs—says that many women and 

minorities start off with a “crushed, nonexistent ego . . .  which is not 

functional.” They need a recovery program that shores up their sense of 

self, helps them recognize their negative thinking, and replaces it with 

modes of affirmation. She notes that a healthy ego is essential to any 

task. When the ego is inflated, the response should not be to “beat on 

it, crush it, and demolish it” but rather to infuse it with “compassion, 

awareness, and wisdom.” A healthy ego is “porous, flowing, and flexi-

ble”; it serves the self and the society and a greater good. 

Kasl developed her own sixteen steps as an alternative to AA, 

with the goal of promoting a balanced ego, and affirming the inner 

resources—sources of strength and power—of people in recovery. Her 

emphasis on educating people about how they have internalized soci-

ety’s negative views of women has been helpful to people like Margaret, 

who grew up walking on eggshells around a stepfather who com-

manded the household and called Margaret “garbage” and “a stupid 

Polack.” “My idea of a woman’s life was fear and service,” Margaret told 

me. “The sixteen-step program opened my eyes. It helped me give my 

shame right back to the people who placed it on me, throw it back 

where it belongs. It helped me understand that I had the power to 

make my own decisions.” 

Other women discouraged by AA’s emphasis on the alcoholic’s 

“character defects” have found that Women for Sobriety, with its 

emphasis on positive thinking and empowerment, appeals to them. 

Many African-American women, in particular, turn to their churches 

in place of a recovery group, and groups such as Secular Organization 

for Sobriety, SMART, and Rational Recovery suit some women who 

prefer a secular approach. 

For women who attend AA, there is excellent advice available, 

which counters the typical ego deflation. Stephanie Covington’s book 
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A Woman’s Way Through the Twelve Steps offers positive ways of adapting 

the steps to women’s needs and reminds women of the AA adage: take 

what you need and leave the rest. Other women may be helped by 

David Berenson’s reformulations, for example, for the first step: “We 

saw that trying to control and manipulate our feelings and relation-

ships only led to a sense of feeling out of control and powerless.” All-

women AA meetings can solve a lot of problems—the language and 

approach naturally shift. It’s good to remember, too, that the tone of 

AA meetings can vary enormously. Though no one is ever excluded, 

except in same-sex groups, like-minded people often cluster at one par-

ticular meeting. There are days and times where you’ll find mostly pro-

fessional women, or members of motorcycle gangs, or gays and 

lesbians, or twenty-somethings, or African Americans. Meetings will 

also vary among regions of the country (and the world). Women can try 

a number of meetings, if they live in a large enough area, to find one 

that suits. 

Writing in Tricycle magazine, a Buddhist in recovery says he 

attends AA because “that’s where the healing began and where it con-

tinues,” but he wrestles with its polarizing judgments, believing that 

“wrong/right, sick/well, bad/good as they apply to my self are injuri-

ous.” He writes: 

Chicken and egg are one. No cause, no effect. No inside, no outside. 

No me, separate from my illness. 

So what about the “sick alcoholic,” willful in the extreme, 

plagued by insecurity and fear, grandiose and self-loathing—“the 

asshole at the center of the universe” or Jung’s King Baby? All of 

those negative traits are mine. I am grandiose, naive, and quick to 

anger. So are most of the people I know, alcoholic or not. I am also 

able to see my place in the scheme of things, to be aggressive and 

hard-minded, to act out of compassion and understanding. Siegfried 

Sassoon said, “in me the tiger sniffs the rose.” 

So, rather than being either defective because of genes or gin, 

or perfect because of Buddhism and recovery programs, I discover 

that I am merely human. 
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Our judgments about being well or sick, good or morally defec-

tive, powerful or powerless, reflect a culture that thinks in terms of 

masters and servants and sees our nature as a problem to be conquered. 

Ultimately, inner peace may involve transcending these dichotomies 

and settling for what is “merely human.” 

O N LY  C O N N E C T  

One of the thorniest problems for people who love someone who 

drinks too much is how to keep close, if this is even possible. Can it be 

done without harming anyone? 

In my own case, I have come to terms—though imperfectly— 

with the fact that I can do nothing to help my sister. I have set my own 

limits. I won’t give her money; I won’t ask her to visit and expose my 

children to her drinking. I’d be lying if I said I have come to terms com-

pletely with Carri’s drinking, or that I have learned to deal with it. Still, 

I have picked up a thing or two. I no longer sermonize on the phone or 

analyze her problems like a therapist. On the other hand, I have given 

up on the idea that I will talk to her only when she is sober—that 

would be like signing off forever. Instead, I call her every week. I let her 

in on what is happening in my own life. I try to accept her as she is— 

not a problem to be solved, but my sister, whom I love. I have a little 

rule about telling the truth as I see it, whenever staying silent might 

encourage her denial, which means that our conversations are some-

times painful and sometimes make her angry. She knows I will say, on 

occasion, “Carri, what you’re saying sounds crazy to me.” I also tell her 

that I miss the sister hidden behind the booze, and that it hurts me to 

see her dying a slow death. I hope she will choose to get sober soon. 

One night, after Carri called from a detox center—this time her 

blood alcohol level was 0.41—it dawned on me that several emergency 

room visits and four trips to detox in as many months meant that Carri 

might die sooner rather than later. I panicked. I wasn’t ready to lose 

her. My fear threw me into doubt, and I wondered if there wasn’t some-

thing I could do. It was eleven P.M. I went to the yellow pages, and I 
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called an AA alcohol abuse hotline. A man called Joe answered, and I 

told him about Carri. 

He asked me, “Have you ever considered cutting off contact with 

your sister?” 

“What would that accomplish?” I asked him. “I really don’t think 

I am enabling her. I don’t think our phone calls encourage her to 

drink.” 

“I’m an alcoholic,” he said. “My own mother said she never wanted 

to see me again. I hit bottom after that. That’s why I got sober.” 

I argued with Joe for a while and hung up very shaken. I knew 

that alcoholism is insidious and can draw in an alcoholic’s loved ones. I 

knew that, in the matter of helping an alcoholic, intuition isn’t always 

a reliable guide. I thought of a friend whose wife is alcoholic, who had 

not drawn personal limits, and whose helping behavior created a con-

text in which his wife could drink with few immediate consequences. 

He had to learn to stop reaching out to her when she was in pain, to 

allow her to experience the consequences of her drinking. He believed 

(as I believe) that this was the right thing to do—and something he 

needed to do, to preserve his sanity—but “It’s completely counterintu-

itive,” he told me. “You’re in a boat, your wife is drowning in the water 

next to you, your impulse is to reach out your hand!” 

I also thought of George McGovern, who described in his book 

Terry: My Daughter’s Life-and-Death Struggle with Alcoholism how he and 

his wife, on the advice of an alcohol counselor, distanced themselves 

from their alcoholic daughter during what turned out to be the last six 

months of her life. He says he has always regretted this. I don’t think he 

believes that his contact with Terry would have been the thing that 

saved her, but he wishes he had been close to her in the last days of her 

life. 

If I believed that my contact with Carri were harming her, I 

would cut myself off, and cope willingly with my guilt if she died in 

the meantime. I believed Joe when he said that his mother’s cutting 

him off was the thing that persuaded him to get sober. I appreciate the 

efforts of other loved ones of alcoholics who struggle to set their own 



304 H A P P Y  H O U R S  

limits, and who are brave enough—often with the help of Al-Anon— 

to recognize that their help is actually doing harm. I even believe that 

some women might respond like Joe, and be motivated to seek treat-

ment if a loved one cut them off. 

From my own experience with Carri, however, and my interviews 

with women in recovery, I have come to believe that maintaining a con-

nection is optimum for the alcoholic and the relative whenever this can 

be accomplished without anyone’s bearing inordinate pain. In all my 

interviews, not one woman told me that being cut off had prompted 

her recovery, but many told me about the love of some person who gave 

them enough faith in themselves to choose health. 

Since my sample is limited, I called two therapists who are known 

for their writing on women and addiction and asked them about their 

experiences in this matter. Diane Byington, who practices in Denver 

and has written on women and relational theory, said that she had seen 

two kinds of results from being cut off by an important person. “In 

some cases, it motivates a woman to get sober, but other times, it 

pushes her deeper into her relationship with alcohol and drugs.” 

Stephanie Covington also emphasized that no one way is right for 

everyone. “I’m an advocate of twelve-step programs, but many people 

in recovery give advice as if there is only one way to do it. Being cut off 

may have worked for Joe, but you have to think in terms of individual 

cases. With women, maintaining a connection is often important. I’m 

not sure it isn’t just as important for men. In working with a woman to 

motivate her into recovery, I would be inclined to set appropriate lim-

its, but not disconnections. 

“We all have huge individual differences. You have to ask, what’s 

my role, and what’s my capability? 

“One person might need to say, ‘I can’t talk to you when you’re 

under the influence,’ or ‘You can’t be in this house while you’re drink-

ing.’ Or a therapist might say to a client, ‘I feel I am colluding in your 

addiction if you come to see me when you’re drinking. You’re believing 

we’re in therapy whereas in fact we’re not accomplishing anything 

because you have mood-altering substances in your system.’ 

“Someone else might be able to take an alcoholic home and keep 
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her safe and tolerate whatever goes on without ever trying to control 

her. But not everybody could do this.” 

Following are some stories women told me about connections 

that sustained their faith in themselves and allowed them to get sober. 

I hope that these stories will not be misinterpreted in harmful ways, 

encouraging families to try to “save” their alcoholic. I myself have to 

guard against my impulse to save my sister. To be honest, there’s some-

thing in it for me: it makes me feel as if my life is in control, and it 

reinforces a good girl–bad girl dichotomy with which Carri and I grew 

up. The variety of experience offered here suggests that no one solution 

is right for everyone. 

Benevolent  Presences  

Meredith is six feet tall and has an attentive, intelligent manner, and 

eyes that look right into you. I met her at one of the first AA meetings 

I attended, at a women’s prison outside Burlington, Vermont. She set 

me at ease, taking me through the entrance rigamarole, and introduc-

ing me to the others, assuring me that my presence was okay. (I 

attended only open meetings of AA, where nonalcoholics are welcome.) 

Later, we met for an interview at a coffeehouse in Burlington, where she 

sipped herbal tea. I asked her what she thought about this matter of 

staying close to a friend or loved one who is actively alcoholic. 

“I think it’s optimum, if you can do it,” said Meredith, “but I 

understand completely when people can’t.” 

For her own part, Meredith believes that her grandmother’s 

“benevolent presence” saved her life. 

Meredith’s initial problem was anorexia nervosa. She started 

counting calories as a college freshman; then her desire to lose a few 

pounds became an obsession. She soon found that she couldn’t loosen 

up enough to eat, but a glass of wine solved the problem. “That’s when 

I began to look forward to drinking,” said Meredith. “I don’t know if at 

that point I craved the alcohol for its own sake, because I was on the 

road to addiction, or if, unconsciously, I was craving food—and I knew 

I wouldn’t get it till I drank.” 
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When, after several stiff drinks, Meredith drove her car into a 

ditch, nobody checked her blood alcohol level, but the accident and her 

plummeting grades frightened her. She used her engagement to a boy-

friend back home as an excuse to drop out of college. She didn’t admit 

that she had a problem with alcohol, but her anorexia was obvious— 

she weighed only 110 pounds. Her parents were terrified, particularly 

her father, who had been eleven years old when his own father killed 

himself. “That trauma was the defining event of his life,” said Mere-

dith. “He was always afraid that I would die too. When I stopped eat-

ing, he saw his worst fears being confirmed.” 

Meredith’s parents loved her fiancé, and they hoped that marriage 

would solve her eating problem. They saw that she was drinking heav-

ily, but this didn’t worry them. When she got “terribly drunk” the 

night of her wedding, nobody minded. As Meredith said, “My family 

was into partying.” 

Meredith wasn’t the only one who had thought of alcohol as a 

cure for her anorexia. When, sick and hung over, she got in the car to 

set off on her honeymoon with her new husband, she found a bottle of 

rum from her father tucked between the seats. He’d gotten up early 

and put it there, thinking, “If she drinks, she’ll eat.” 

Meredith’s drinking escalated to a point where she could no 

longer ignore the problem. She entered an inpatient alcohol treatment 

program, but while she was there, she took laxatives to lose weight and 

stopped eating altogether. A gym teacher at the center saw that Mered-

ith was too weak to do jumping jacks and took her to the hospital. 

“At the hospital they fed me through the nose,” Meredith remem-

bered. “I was so afraid of getting fat from it that at night I tried to stay 

awake and hold the tube closed. It didn’t work. If I hadn’t fallen asleep, 

I would have died. I didn’t want to die, but I was more frightened of 

being fat than dying. I am six feet tall. At the time I weighed eighty-

eight pounds.” The only calories she would accept were those she could 

get from beer. When her friends visited her in the hospital, she got 

them to sneak her several cans. 

“Throughout this terrible time,” said Meredith, “I lived so that I 

could see my grandmother again.” She described her grandmother as a 
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“tall, generous person.” She had been poor as a child, but she married a 

wealthy man and had a beautiful house and servants, whose children 

she put through school. “I loved the graciousness of the world she cre-

ated, but my love for her wasn’t about this,” said Meredith. “Her name 

was Serena, and I felt at peace around her. Before I went into treatment, 

I visited her in Florida. I was drinking, and I knew she didn’t approve, 

but she kept on loving me. I would sit on the floor by her chair, and she 

would read Shakespeare’s sonnets to me. She would do needlepoint, 

laugh, make jokes, and read to me. 

“My parents loved me too, but my problems and their worrying 

got in the way of our relationship. My grandmother’s love for me was 

calm and detached. It was the love of pure acceptance. When I was in 

treatment, I remembered what that felt like: pure acceptance. My 

dream was to live with her. I lived so I could see her again.” 

After another two years, after blackouts and drunken fights, wors-

ening anorexia, a divorce, more alcohol-related accidents, several 

rounds of treatment, AA meetings, and many relapses, Meredith— 

“sick and tired of being sick and tired,” in the words of the AA slo-

gan—finally had her last drink. She did this by taking AA to heart and 

attending four or five meetings every week. Once she achieved a stable 

sobriety, she gradually—over the next five years—gained control over 

her eating. It became clear that she would never live with her grand-

mother—her grandmother drew a line there—but the contact she had 

given Meredith even when Meredith was drunk was what she needed to 

maintain enough faith in herself to persist in recovery, and repair her 

relationships with other people. 

Limits  to  Love 

Meredith was able to accept her grandmother’s love in part because it 

came from outside her immediate family. Her relationship with her 

parents was complicated by personal needs and feelings of responsibil-

ity. Spouses are also in an awkward position—“unconditional love” 

may not be possible in a mutual relationship in which both people have 

needs. It may not even be desirable. AA takes a hard line about the 
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kind of contact that can be enabling because people have a very strong 

tendency to get wrapped up in the lives of alcoholics, to a point where 

everyone is dysfunctional. Meredith’s grandmother, however, was able 

to give love without harming herself, without losing her own sense of 

purpose. 

When parents set limits, an alcoholic child may be too angry to 

accept their emotional support. Dale and her new husband have an 

addicted adult son, and they have found the Al-Anon principle of lov-

ing detachment quite helpful. “We are available with unconditional 

love,” said Dale, “but we offer no resources—no loans, no house to use. 

He decided to go away, and we have not gone running after him. If he’s 

going to do his addiction, he’ll do it.” This is painful for Dale, but 

mostly she can keep her equanimity, because she trusts that what she’s 

doing is right. “I have children having problems with money, and I’m 

doing the same thing: I’m not going to lend you money to buy shoes if 

you have just bought a Jeep! I want you to learn about that.” For her 

own part, she is ready to reestablish a connection with her son as soon 

as he is ready. As Covington suggests, she is setting limits but not cut-

ting anyone off. 

When the alcoholic chooses a cutoff, there may be little one can 

do. Sometimes, painfully, an alcoholic daughter needs not to see her 

parents in order to recover, and her wishes should be respected. Gener-

ally—especially for teenagers—reconnecting girls to their family and 

social networks is critical to recovery. This may be why family therapy 

is gaining ascendancy as the treatment of choice for young people. 

Disconnection is appropriate whenever a relationship is doing 

harm to either party. Families who wish desperately to help an alcoholic 

can be most effective if they tend their own needs and remember the 

Al-Anon slogans: “You didn’t cause it, you can’t control it, you can’t 

cure it.” “Stop trying to make her stop.” “There’s nothing you can do.” 

A Father Who Came Through 

In Amber’s case, a parent did get through to her, in an unexpected way. 

A privileged child in a wealthy suburb of New York, Amber always 
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had a smile on her face: “I was ‘happy,’ but dying inside. I felt 

absolutely worthless,” she told me, “and I never, ever fit in in my entire 

life.” She had a strong relationship with her parents when she was very 

young; later her father became alcoholic and emotionally remote, and 

her mother was preoccupied with his drinking. 

Amber turned to alcohol when she was fifteen, because it helped 

her talk to boys, helped her “feel funny and cool and fit in.” She had 

started off with “zero self-respect,” but now she discovered that boys 

liked her—“I was an athlete, and I had a little rocket ship body.” She 

felt better when they paid attention to her. She drank to get smashed, 

and, she told me, “I would let pretty much anyone fuck me.” 

Her drinking led to a quick downward spiral. After high school, 

she got a job as a hostess in a restaurant. She started drinking gin. “I 

would keep it in my freezer so it got nice and syrupy, and pour it over 

ice with a little bit of lime. Fabulous—or so I thought.” She blacked 

out quite often and felt sick. Like Nell and Tamara and many others, 

she discovered that cocaine allowed her to “drink and drink and drink, 

and never be falling-down drunk. I loved it, because it allowed me to 

keep drinking, and I loved drinking. If you were young and cute, 

cocaine was also very easy to get.” 

Looking back, Amber believes that she knew she was doing some-

thing wrong, and that she was hurting herself, but says a part of her 

seemed to be enjoying her self-destruction. The highs and lows of 

cocaine were extreme and dramatic, and she deteriorated fast. She 

turned a corner one morning when, strung out, she got up early and 

went to the window of her apartment. “I looked out at all the stores 

and the railroad station, and I watched the businessmen walking down 

to the train to go to work in New York like normal, regular people, and 

it was like I was seeing myself for the first time. I’d slept with a slimy-

looking guy because I’d seen his half-bag of cocaine, and he was long 

gone. I felt filthy. I felt like I had really hit it.” 

Amber called someone she knew in AA, and he referred her to a 

counselor at a hospital. It turned out this counselor worked at an alco-

hol rehabilitation center within the hospital, and Amber’s first thought 

was, “My God, just a second here, what are we getting into, let’s not 
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blow this out of proportion.” The counselor was “an absolute sweet-

heart” and persuaded her to come back for a group meeting that 

evening. An hour before she was supposed to go, this counselor called 

her and said, “You’re Amber Wickham, right? I have another Wick-

ham in this program, I believe it’s your father. You might want to see 

your dad before the meeting starts.” 

“Apparently,” said Amber, “my dad had been told to go to these 

meetings or he’d lose his job, and he’d been going for a couple of 

months. He was fed up, though, and just about to say to hell with it, 

and then in walks his eldest daughter. The meeting hadn’t started. I 

walked in completely coked up and drunk on a bottle of wine. Imagine 

the impact of your firstborn walking into a room and seeing her so 

completely wrecked, almost destroyed, a shadow of what you knew her 

to be. It was very emotional. I said to him, yeah, I think I’ve got a big 

problem here.” 

Amber will never forget the counselor introducing them as father 

and daughter. Her mouth dropped—she wasn’t used to sharing prob-

lems with other people, particularly in her father’s presence. After the 

meeting, her dad came back to her apartment with her, and they 

dumped all her cocaine down the toilet, and all her beer and wine. The 

next morning Amber thought: I could have sold that cocaine; how 

could I have done that? “It’s one thing to be emotional the night 

before,” said Amber. “I would have brushed it off the next day, but I 

had no opportunity to do that because my father was right there. He 

picked me up for a noon AA meeting. Thank God. I went to my first 

AA meeting, and I’ve been sober ever since. 

“My father thinks that it’s a miracle, and that if I hadn’t walked 

into the room that night, he would not have gotten sober. If he hadn’t 

been there, I wouldn’t be either. I was his eldest daughter. . . . It meant  

sobriety for each of us. We have the same sobriety date. 

“It was such a shock and such a slap in the face for him to see me 

in that condition. It made both of us realize how devastating and dan-

gerous this disease is. When it’s just yourself, you can make excuses 

and slough it off. But we were a mirror for each other. 
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“It’s brought us so close together, and we have such a bond as a 

result. He always was a funny, gentle man, with a good sense of humor. 

He still is. In my earliest memory he’s coming home from work, and 

I’m running down the stairs with my younger sister, and jumping into 

his arms. I loved my father, and I feel such closeness today that I think 

we must go back several lifetimes. And actually, I am adopted—all 

four of us are! It’s almost as if we were brother and sister in a past life. I 

don’t know if there’s anything to that, but I feel it strongly. I have 

always felt connected to him.” 

Help Me,  Help My Sister  

Among the women I talked to, the inspiring presence who encouraged 

their sobriety was more often a sibling than a parent. For example, 

Ruth’s brother named her and cared for her as a baby, and continued to 

express his faith. Louise, the African-American woman who was raped 

three times before the age of fourteen, is full of gratitude to her sister, 

who, while working full-time herself, moved in with Louise to help her 

with her babies at a time when Louise was driving a bus and drinking 

two pints of Canadian Mist a day. Louise lived in a town in Mississippi, 

in a whole community of women who helped her out. Her sister-in-law 

lived next door and baby-sat while Louise worked, and her brother’s 

girlfriend moved in to help as well. “I don’t know,” said Louise, “It’s 

just—I wanted people to be there with my kids. Deep down inside, I 

knew I couldn’t deal with them the way I wanted to, but I always saw 

to it that they were taken care of.” 

Some years later, Louise discovered that her husband was seeing 

another woman. Humiliated, she decided to leave with her three chil-

dren. At the bank, she discovered that her husband had withdrawn all 

the money from their joint account. She got a gun, intending to blow 

her brains out. Instead, it occurred to her that her husband ought to 

die. She made a plan, but first she picked up the phone and called her 

sister Gloria. Within minutes, Gloria was on a bus; she arrived so 

quickly—from several states away—that when she walked in the door 
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Louise looked up and said, “Where did you come from?” Her sister 

said, “C’mon, let’s go,” and held Louise sobbing in her arms all the way 

back on the bus from Mississippi to Saint Paul. 

For a year, Louise and her children stayed with Gloria, and, said 

Louise, “I was like a zombie. I was just depressed, and Gloria let me sit 

there. I think I cried every day for about six months. When Gloria left 

for work I was in my nightgown, and when she came back I was still 

wearing it. She had to bathe me; she had to do everything. She did 

everything but feed me. I was just that far gone.” Louise drank beer 

every day, and her sister—if she knew—ignored it. 

Louise suspects it was her sister’s prayers that pulled her out of 

her deepest misery. “She was a true believer of God, I’m telling you. I 

could hear her every day, every night, praying, Help me, please help me, 

help my sister, help my sister. I guess that helped because finally one day I 

just”—she snapped her fingers—“I looked around and saw my kids . . .  

and I started asking how I could get myself together. My sister came 

home that day, and I was dressed. She just looked at me and started cry-

ing and hugging. I’m looking at her, and I said, ‘I want to go get me an 

apartment.’ She couldn’t believe it. It was like nothing had happened, 

like I hadn’t gone through what I went through. All of a sudden I want 

to go look for an apartment. She said, ‘Okay, can you make it?’ I said, 

‘Yeah, I can make it.’ So we went all day long looking for apartments.” 

Alcohol counselors often warn against the kind of self-sacrifice 

Louise’s sister made, and such buffering from the consequences of 

drinking sometimes does turn out to be a way of killing with kindness. 

“If you hold your hand out to alcoholics,” Dale told me, “they might 

catch it on their way down, and cling to you for a while, and then when 

they slip off they fall harder.” I did not interview Louise’s sister: I don’t 

know how high a price she paid, or if her time and care were given so 

freely that she reaped the benefits of her compassion. Yet it looks as if 

Louise’s sister was one of the few who could take care of an alcoholic 

without resentment and without trying to control her. It seems clear 

that Louise’s children benefited from the arrangement, and that Louise, 

though it looked as if she was wallowing in depression and drinking 
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herself to death, was also gathering courage to make a change. Getting 

her own apartment was only the first step, of course, in a process of 

moving toward sobriety. Even later, seven months after her last drink, 

Louise’s sobriety remained frighteningly tentative, a matter of one day 

at a time. 

A Stranger Among Trash Cans 

Sometimes a stranger manages to get through to an alcoholic when 

nobody else can. Sue is now a successful real estate agent in California, 

managing several properties and winning awards for her work, but at 

the age of thirty-five she was a typical down-and-out alcoholic. “I don’t 

always tell people at AA all of my story,” she said, “because they can’t 

relate. They’ll say, ‘Now, that’s a real drunk, I’m not a real drunk.’ ” Sue 

was a bar drinker, a lover of the happy hour, in and out of jail, drunk in 

public, drunk at the wheel. In her twenties, she socialized with well-

dressed people at country clubs, but by the age of thirty-six she 

resorted to the cheapest bars, unable to get men to buy her drinks 

“because I stank,” she said. “It was coming through my pores. I’d sit in 

a bathtub trying to get rid of the smell, drinking a bottle of wine. 

With alcohol, I went so far down that I was on my knees in the gutter. 

God thought I was praying—my recovery was that miraculous.” 

Each day Sue arrived early at her favorite bar. Behind the build-

ing, there was a high wall hiding a row of trash cans, and Sue hid 

behind it, so that no one would see her with the shakes, waiting for the 

bar to open. One day a bizarre-looking woman appeared. “I thought 

maybe she was a palm reader,” said Sue. “She was a white soul sister in 

a purple shirt and a green skirt with bangles up her arms. Lots of jew-

elry. She was six feet tall in her socks, and she was wearing heels and a 

turban—she was a sight to behold. When she saw me, she started 

laughing and laughing, and it scared the hell out of me. She said, ‘I’ve 

been looking for you for nine years.’ ” 

The woman blocked Sue’s exit, and she was too big to get around. 

Her name was Nancy, and she took Sue back to her motel on the beach— 
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her husband was in town working on a nuclear plant, and Nancy was 

staying with him. She told Sue the story of her life. “She dropped her 

first kid at eleven,” said Sue, “because her mom was selling her to grown 

men from the age of nine.” Nancy had been as alcohol-dependent as 

Sue and had also landed in the gutter. She too had spent months hiding 

by the trash cans—the same place where she found Sue—until she 

finally got sober. For nine years she’d searched the area whenever she 

was in town, to try to find someone like herself whom she could help. 

“She told me, ‘Come with me, try AA for thirty days, and I’ll be your 

sponsor. If you don’t like it, we’ll gladly refund your misery.’ ” 

At that point, said Sue, “I thought I was schizophrenic and booze 

was my god-given medicine to keep the demons away.” She supported 

herself by making and selling concrete seagulls for people’s yards, 

“squatting in someone’s backyard, hooked into their electricity, slosh-

ing cement around—people don’t expect an artist to look like any-

thing.” Yet she decided to go with Nancy for the thirty-day tryout, 

because her hangover wouldn’t clear up. “It would move around but it 

wouldn’t go away. I knew I was in real trouble. At least I’d have this 

friend for a while, and I could taper back to the drinking.” 

The AA meetings “were kind of like brainwashing,” said Sue. “I 

thought the people were idiots because they said the stupidest things 

I’d ever heard in my life. ‘The name of the game is don’t drink.’ ‘It isn’t 

the caboose that gets you, it’s the engine.’ ‘Don’t take the first drink.’ 

‘God could and would if he were sought.’ I must have heard that last 

one a million times. I thought my sponsor had wet brain, because she 

said the same thing so often. I told her I’d pray and do anything to shut 

her up!” 

A few weeks later, Sue woke up doubled over, wanting a drink. If 

she could have walked, she would have gone to get one. Then she 

remembered another AA slogan: “Put it off until tomorrow.” She did, 

and the impulse lifted. When she got up, she went to a meeting. From 

then on, whenever she doubled over, she said a prayer “like I was writ-

ing a letter: ‘Dear God, How are you today, I’m just fine, except for the shits 

and the shakes.’ ” The next thing she knew, said Sue, she was at a meet-
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ing, and someone asked her how she was doing. She streaked over to 

the calendar and saw that six weeks had passed since her first meeting. 

“I was so stunned that I had to run outside, because no one had ever 

seen me cry. I had no intention of doing more than the thirty-day 

trial . . .  but the first thing that hit me was, I didn’t want to drink.” 

Early in sobriety, said Sue, she was still tremendously egocentric. 

“The third step says to turn your life and will to God,” she told me, 

“but instead I made a space for God to turn his will over to me. I would 

give God orders, like ‘If you want me to do your work, get me a car.’ It 

worked! For a while, anyway. He must have wanted me.” 

When a woman at AA told Sue she loved her, Sue said, “This 

place is full of lesbians!” To her, at that time, love was synonymous 

with sex. “My sponsor had to talk me down all the time. She would 

always laugh her head off. It took me years to see what was so damn 

funny.” 

Things changed for Sue when her former boyfriend, “whom I’d 

thrown away,” left for Las Vegas with a redhead. Torn up, jealous, vio-

lently distressed, Sue expressed her rage by picking up a pencil and 

writing “thirteen pages of garbage.” When she read it later, she was 

horrified. “I couldn’t own it. I never knew that part of me existed. It 

was a stranger on those pages, and it upset me.” Ashamed, Sue quit 

going to meetings. “I went from thinking that there was nothing 

wrong with me to thinking that I was the worst person in the world. I 

thought I should have been hung on the cross with Jesus.” Desperate 

for a drink, she called Nancy instead and told her she was living on 

candy bars and was never going to another meeting. 

“You’ve got to do your fifth,” said Nancy, referring to the step 

that requires you to admit your wrongs and your shortcomings “to God 

and another person.” She added, “I’ll be down.” 

Sue told Nancy everything that was in the thirteen pages and 

confessed the awful things she had done, which now humiliated her. 

“When I couldn’t hold my head up, she’d tell me something horrible 

that she had done to survive when her mom put her out. Whatever 

story I told her, she laughed and told me something worse.” 
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Afterward, Sue burned the thirteen pages. 

Since that time, Sue has taken to writing out a “moral inventory” 

every year in November, her “AA birthday.” Sometimes it’s a long 

process, but she has reduced her shortcomings to less than a page. “All 

seven deadly sins are still there, but I don’t always operate on them.” 

Twenty years later, said Sue, “I don’t know that my character has 

changed much, but what I do sure has. Alcoholism is so boring. I used 

to wish somebody would come into the bar and kill somebody, just for 

the excitement. It’s boring when you have to do what booze wants you 

to do, and you have no choice. Being sober has been the most exciting 

adventure of my life.” 

From time to time, Sue, like Nancy, goes looking for women hid-

ing among the trash cans. There are not many. She did find one woman 

who then got sober, but later she relapsed, drank, got hit by a car, and 

died. Sue refuses to become discouraged. In her job as a realtor, she 

often comes upon troubled people, and she wonders, “Did God put me 

here to sell this house or heal these people?” Her very first sale was a 

liquor store owned by a Jordanian family. “Every one of them was alco-

holic, and every one of them sobered up. I like to think I influenced 

them.” 

A Link to the Larger World 

The alcoholic whose world has closed down, who is imprisoned in her-

self, needs—when she is ready—someone else to reach out to penetrate 

her isolation, and to help her sense her connection to the larger world. 

That “someone else” may not always be a person. Michelle, the recover-

ing alcoholic from rural Louisiana who resented having “the typical 

female role” in her lesbian relationship, said she was embarrassed to tell 

me the story of her darkest moment, and how she pulled out of it. She 

had been through treatment several times. Her partner Hannah had 

left her, she’d lost custody of her child, and she had been fired. Her 

utilities had been cut off, because she hadn’t paid her bill. She had no 

lights, no air conditioning, no water, no screens on her open windows. 
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Holed up in her house, full of hatred for herself, she sat in the dark one 

sweltering night, shaking because she hadn’t had a drink, making 

plans to kill herself. When a dog, “a big old boxer,” suddenly jumped 

through her open window, she thought she was hallucinating. But the 

dog was real and stayed by her side all night. It seemed to want to be 

her friend. It occurred to Michelle that if this dog thought she was 

okay, she shouldn’t give up on herself quite yet. She would go for treat-

ment one more time. 

Motivating Women 

Knowing that women respond well to different modes of well-run 

treatment, we can see more clearly that what ultimately makes the dif-

ference is each woman’s motivation and commitment to recovery. 

The traditional way to think of this has been to say that each alco-

holic has to hit bottom, and each alcoholic has a different bottom, high 

or low. When you hit your personal bottom, that’s when you decide to 

get better. More recently, we are understanding that this hands-off atti-

tude is not always acceptable—a person’s bottom can be too low; it can 

devastate a family; it can mean death or a permanent loss of health. 

Now professional interventionists help families try to “raise the bot-

tom.” The drinker’s family, loved ones, boss—all those close to her— 

gather with a counselor to confront her, establishing their own limits 

and clarifying the consequences of continued drinking. Given the tele-

scoped progress of alcoholism in women, early intervention can be 

essential, whether accomplished this way or less formally. A lover’s or a 

friend’s serious concern, a doctor’s early warning, a therapist’s ques-

tions, all these are forms of intervention that may be most effective 

early on. 

Of late, there is heightened interest in motivational interviewing, 

which starts on the premise that most people already have the tools 

they need to recover, that they just need help finding their own support 

networks and tapping into their inner resources. The research on moti-

vational interviewing at first seemed disappointing—people treated 
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only by this method didn’t fare as well—but a follow-up found results 

equivalent to those obtained by two other forms of treatment that were 

being studied. Motivational interviewing may be especially helpful for 

people who are angry and independent-minded, unlikely to submit to 

someone else’s program but perhaps more amenable when they have 

developed their own goals and their own reasons for sobriety. Research 

is ongoing. 

What motivates women to get sober may not always be what we 

imagine—as in the case of the alcoholic mother who has lost custody of 

her children and wants them back. Diane Byington commented, “Some 

people say to a woman, ‘You can’t see your kids until you’re sober,’ hop-

ing to motivate her, but the woman sees her kids as lost to her, and she 

dives deeper. But if she knows she has the possibility of getting her 

kids back, if she has support, and if she doesn’t think she has to be per-

fect, it’s a much stronger motivator. Her children’s welfare must come 

first, but the mother will try harder if she doesn’t think she’ll lose her 

kids if she has one relapse.” 

Furthermore, our traditional ideas of motivation may be entirely 

irrelevant to a woman who is homeless, mentally ill, impoverished, 

and abused. “Among chronic relapsing alcoholics there is usually a 

serious breakdown in some aspect of their lives,” said Ronald Kadden. 

“They may have housing needs, financial needs, medical or psychiatric 

problems. They can’t be treated with just a little more of what every-

body else gets. Their life issues need to be dealt with in an intensive 

way. This won’t make the drinking go away, but my belief is that with-

out taking care of those issues, you will never make a dent in their 

drinking.” 

Sometimes it helps to flip a question around. Instead of asking, 

“What motivates a woman to get sober?” the question becomes, “What 

motivates her to stay drunk? What does she like about it?” Women 

throughout this book have addressed this issue in various ways— 

speaking not only of physical craving but also of temporary relief from 

depression and anxiety, the heady pleasure of rebellion, escape from 

trauma, less inhibited sex, feelings of warmth and connection. These 
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can surely be good things, but women can discover ways to get what 

they want that aren’t so punishing. 

For many chronic alcoholics, both women and men, the “bottom” 

they have feared all their lives is a few months of sobriety. Their 

relapses may be less about a physical craving—which passes over 

time—and more about a desperate need to return to a life that is 

known and understood, a life in which they can rest in what’s familiar, 

even if that is nausea or pain or an empty park bench. Once they drink, 

they have no more decisions to make, since drinking carries them 

through the day. There is something to treasure in this: simply in 

knowing the contours of one’s life, what one is, and what one feels. 

We should not underestimate this. Even if we are sober, well-

adjusted, and adaptable, our sense of well-being may depend on a clear 

identity. When our story about ourselves is challenged, we are likely to 

feel anxious. When that challenge persists, anxiety can lead to despair. 

When a woman has been a victim of trauma—as is so often the case 

with chronic alcoholics—and she has held on to this victimization as 

the truth about her life, then to give up that identity, to take a step 

toward wellness, is to revolutionize her sense of self. Any revolution 

involves enormous upheaval and rearrangement. It might sound para-

doxical to say that someone would have a hard time giving up pain— 

why not hand it over? Why not choose freedom and space and 

possibility? But to do so requires faith—and faith, the religious will 

say, is a gift. Perhaps this is why many alcoholics in recovery give credit 

to a higher power. 

Some of the women in this book describe a familiar path. They 

got sick and tired of being sick and tired, and they realized they didn’t 

want to die. Some were dragged by the hand into treatment, over and 

over, until something clicked. Many got sober for their children. Some 

felt a sudden determination to get control of their lives. Others were 

granted a moment of understanding their connection to the human 

family, and this restored their hope. All of the women are sober by 

virtue of important choices they have made—to accept help, and to let 

go of life as they have known it. 



Afterword  

My sister has been sober for five months.  

When I call her, before she has finished saying “Hello,” I can hear 

that she’s all right. 

It has been ten years since she has been sober this long. It’s been 

twenty-four years since she was in school, but she’s enrolled at a com-

munity college. She’s not sure yet how she’s doing in English, but in 

algebra and psychology, so far she’s getting A’s. 

When I was starting research for this book, I went to an alcohol 

counselor. I told him about Carri, and he looked me in the eye and said, 

“What are you doing to prepare yourself for your sister’s death?” That 

scared me, but not as much as Carri did when she called later that 

week. Her voice was slow and dull. When she woke up that morning, 

she said, the angel of death was sitting on her shoulder. She would die 

soon if she didn’t stop drinking. She didn’t know if she could. 

The angel of death did not put an end to her drinking, either 

through death or through fear of death. Carri went on as she always 

did, although tests showed that her liver was affected. She had severe 

abdominal cramps, most likely gastritis, but possibly pancreatitis, 

which can be fatal. Her eyesight was deteriorating. 
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She found a psychiatrist who was willing to work with her on 

medication for her depression and anxiety, even though she was still 

drinking. Always, before this, antidepressants had given her panic 

attacks. This time, she was given one new to the market, and another 

new drug to counter anxiety. I was alarmed. What if Carri drank 

twenty beers along with her medication? 

Carri continued to drink, but now, she said, she didn’t have to 

drink. She could, when she chose to, go all day without a beer. The 

medication kept her from panicking and from feeling ill. To me, this 

sounded ridiculous. It sounded like a license to drink and a way of eas-

ing the path to death. 

She did cut down on her drinking. She began reading inspira-

tional books. She watched Gary Zukav, author of The Seat of the Soul, on 

Oprah Winfrey talking about addiction. He said that when a craving for 

alcohol overwhelms you, that craving is real, but underneath it there is 

pain. He said that one trick is to challenge the pain. Another trick is to 

look carefully at your choices. Give in to the craving, go down that 

path, and where does it lead you? Or challenge the pain, and stay sober, 

and what options open up? The message was clear and simple, said 

Carri, and she could use it. She taped the Oprah show. She planned to 

quit one day, and she would need tools. 

When her boyfriend moved away for a while, to take a temporary 

job, her resolve to get sober grew. Before, whenever she stopped drink-

ing, he had been there to tempt her with a beer. Drinking played a 

major role in the drama of their relationship. With him gone, she had 

only her own demons to battle. 

She began by staying sober for four weeks. When she drank 

again, it was different. She didn’t drink to oblivion, because she no 

longer needed alcohol to medicate her anxiety. She had pills to do that. 

Now, she said, she was drinking out of habit. Now she had the option 

of stopping. 

Oddly enough, this relapse gave Carri the courage to start over. 

“Before, when I was sober, no matter how long, I always felt like I was 

going to fall,” she told me. “I lived in fear of drinking again and how 
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that would devastate me. Now I’m not so frightened. I had a relapse 

and it didn’t kill me. I feel like there’s more room for me to move in. I 

don’t have to be perfect, and that gives me confidence.” 

This fascinates me. Many people find AA helpful specifically 

because it keeps reminding them how bad life was when they were 

drinking, and that memory stops them from taking another drink. For 

Carri, such memories led to a sense of doom. They were part of the fear 

she lived with every day, the fear she still needs to medicate. When she 

gets a craving, she does remind herself both of the misery alcohol 

would bring her and of the fruits of sobriety. But not until she stopped 

being terrified by the thought of a relapse could she gather her energy 

and make a deliberate choice to let go of her craving and the life she 

had known. 

I am still frightened. The road ahead is a long one, and there will 

be obstacles. Carri hasn’t taken to AA and has not established herself in 

another recovery group. I fear she is too isolated. What will she do 

when she is really challenged, when she is in one of those stretches all 

of us experience, in which everything seems to go wrong? Though it’s 

been many years, she has had long periods of sobriety before. What if 

she has gotten sober in order to feel better so that she can taper back to 

drinking? 

I am also full of hope. I know from the interviews in this book 

that women with the cards stacked against them have started brand-

new lives, free of addiction. Carri is speaking and behaving in ways I’ve 

never seen before. She’s preparing for a self-supporting future, and she 

has summoned the courage to break up with her boyfriend. She has a 

helpful counselor and is working well with her. This counselor urges 

her to start a Women for Sobriety group. Maybe she will, says Carri. 

Maybe, when she gets a driver’s license, she’ll go back to church and 

participate in that community. 

We talk about her options for work—she’s interested in nutri-

tion—and we gossip about fashion and the family. She and I have a 

store of common memories dating back to a room with twin canopy 

beds and canary-yellow wallpaper. When she was drinking, I did not 
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trust her with my feelings or my personal concerns. Now I am starting 

to open up. Because sisters are always competitors on some level, and 

because of the good things in my own life and her years of suffering, I 

would expect her to resent me, at least somewhat. Instead, I always 

have an advocate in Carri. I am moved by her careful listening, her 

enthusiasm, and her loving wishes. She has a deep fund of generosity, 

and it has deepened over the years. I believe what I have learned and 

written here about how emotional development stalls when addiction 

takes hold, yet my experience with Carri makes me feel that this is not 

quite the whole story. 

Lately, I’ve been thinking of a boat ride I took last summer with 

friends. The wife brought her sister along, and the two of them sat 

together in one seat, chatting with each other, the Vermont hills in the 

distance. It was a lovely sight. It filled me with nostalgia and regret. 

I am blessed to have my sister back. I give thanks for her sobriety, 

one day at a time. 





Appendix  A 

Do You Have a 
Drinking Problem? 

This screening tool, called TWEAK, is particularly appropriate for 

women. The following questions may help you determine whether or 

not you have a drinking problem. 

1. How many drinks does it take before you begin to feel the first 

effects of the alcohol? (Tolerance) (A drink is a 12-ounce beer, a 5-

ounce glass of wine, or a drink containing 11⁄2 ounces of liquor.) 

(If three or more, give yourself two points.) 

2. Have close friends or relatives Worried or complained about your 

drinking in the past year? 

(If yes, give yourself two points.) 

3. Do you sometimes take a drink in the morning when you first get 

up? (Eye-opener) 

(If yes, give yourself one point.) 
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4. Are there times when you drink and afterward you can’t remember 

what you said or did? (Amnesia or blackouts) 

(If yes, give yourself one point.) 

5. Do you sometimes feel the need to Cut down on your drinking? 

(If yes, give yourself one point.) 

If you score a total of two or more points, or if you can hold six or more 

drinks without falling asleep or passing out, you may have a drinking 

problem. You should do something about it. It does not matter 

whether or not you are physically addicted to alcohol; it does not mat-

ter whether or not you can, to some extent, curtail your drinking now. 

If you have developed a degree of dependence on alcohol, your drinking 

may become worse over time. Help is available, and it is best to seek 

help early. 



Appendix  B 

Where to Go for Help 
and Information 

Support Groups,  Treatment Information,  

and Basic Information on Alcohol and Drugs 

Alcoholics Anonymous 

P.O. Box 459, Grand Central Station, New York, NY 10163 

www.alcoholics-anonymous.org 

Check your phone book for local listings. A worldwide fellowship for 

anyone who wants to achieve and maintain sobriety. The staff—them-

selves recovering alcoholics—can direct you to meetings near you. 

They can also tell you whether there are all-women’s meetings in your 

area. 

Al-Anon Family Group/Alateen 

1600 Corporate Landing Parkway, Virginia Beach, VA 23454 

(800) 356-9996 

www.al-anon.alateen.org 

Al-Anon, whose program is adapted from the twelve steps of Alco-

holics Anonymous, is a fellowship for relatives and friends of people 

with an alcohol problem. Alateen is primarily for teenagers. 
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Children of Alcoholics Foundation, Inc. 

33 West 60th Street, 5th Floor, New York, NY 10023 

Information and meeting referrals: (800) 359-2623; (212) 757-2100,  
extension 6370  
www.coaf.org  

This organization is devoted to helping young and adult children of  
alcoholics, informing and educating the public and professionals about  
this group, and disseminating research and new data on the effects of  
family alcoholism on children.  

Drug and Alcohol Treatment Referrals 

(800) DRUG-HELP 

www.DRUGHELP.org 

This service provides advice and referrals to individuals about drug and 

alcohol treatment services, including referrals to programs in the 

caller’s area. Run by the federal Substance Abuse and Mental Health 

Services Administration, it operates twenty-four hours a day. 

JACs: Jewish Alcoholics, Chemically Dependent Persons,  
and Significant Others  
850 Seventh Avenue, New York, NY 10019  
212-397-4197 

www.jacsweb.org 

JACS meetings around the country are generally used as supplements 

to twelve-step work. They provide connections among Jews in recovery 

so that they will not feel alone, and they discuss ways that Judaism can 

enhance their recovery. They also provide education to the Jewish com-

munity and act as advocates for Jews with treatment facilities and other 

services. 
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Latino Council on Alcohol and Tobacco 

1015 15th Street, NW, Suite 409, Washington, DC 20005 

(202) 371-1186 

http://www.incacorp.com/lcat 

A national organization dedicated to reducing the enormous harm 

caused by alcohol and tobacco in the Latino community. Advocates 

prevention measures ranging from education to legislation to promote 

better health among children and adults. 

National Asian Pacific American Families Against   
Substance Abuse, Inc.  
300 West Cesar Chavez Avenue, #B,   
Los Angeles, CA 90012-2818  
(213) 625-5795 

http://www.igc.apc.org/apiahf/napafasa.html 

A private, nonprofit membership organization dedicated to strength-

ening families and promoting culturally competent substance abuse 

and related services for Asians and Pacific Islanders. Also focuses on 

issues and problems related to substance abuse such as health care, 

gang and domestic violence, mental health, and poverty. 

National Black Alcoholism and Addictions Council, Inc. 

1101 14th Street, NW, Suite 630, Washington, DC 20005-

5601 

(202) 296-2696 

An organization through which blacks concerned with alcoholism or 

involved in the field can exchange ideas, offer services, and coordinate 

and facilitate alcoholism programs that operate in the interest of black 

Americans. 
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National Clearinghouse for Alcohol and 

Drug Information (NCADI) 

P.O. Box 2345, Rockville, MD 20847 

(800) 729-6686 

www.health.org 

A comprehensive resource for free informational material on alcohol and 

drug abuse. Offers materials from the Center for Substance Abuse Preven-

tion, the National Institute on Drug Abuse, the National Institute of 

Alcohol Abuse and Addiction, and more. 

National Council on Alcoholism and   
Drug Dependence, Inc. (NCADD)  
12 West 21st Street, 7th Floor, New York, NY 10010  
(800) NCA-CALL 

(212) 206-6770 

www.ncadd.org 

NCADD advocates prevention, intervention, and treatment; it is com-

mitted to fighting the stigma, denial, and shame of alcoholism and 

drug addiction. Through the automated service at the national num-

ber, callers may be connected to their local NCADD affiliate for refer-

rals to treatment services in their area. 

National Institute on Alcohol Abuse and   
Alcoholism (NIAAA)  
6000 Executive Boulevard, Suite 400,   
Bethesda, MD 20892-7003  
(301) 443-3860 

http://www.niaaa.nih.gov 

The primary purpose of this federal government agency is to fund 

research on alcohol abuse and alcoholism. Available information on 

alcoholism includes accessible “Most Frequently Asked Questions” and 

“Alcohol Alert” bulletins to professional research publications. Several 

publications are available on the web in full text. Publications are also 

available from NCADI (see above). 
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Rational Recovery Self-Help Network 

Box 8100, Lotus, CA 95651 

(530) 621-4374 or (530) 621-2667 

http://www.rational.org/recovery 

An abstinence-based, non-twelve-step recovery program with no reli-

gious, spiritual, or psychological content. Based on Addictive Voice 

Recognition Technique, a tutorial which can be found on the organiza-

tion’s website. 

Secular Organizations for Sobriety (SOS)  
Center for Inquiry—West, 5521 Grosvenor Boulevard,   
Los Angeles, CA 90066  
(310) 821-8430 

http://www.secularhumanism.org/sos/ 

A non–spiritually based recovery fellowship. 

S.M.A.R.T. Recovery

24000 Mercantile Road, Suite #11, Beachwood, OH 44122 

(216) 292-0220 

http://www.smartrecovery.org 

An abstinence-based, non-twelve-step self-help program for people 

having problems with drinking and drugs. Based on the principles of 

rational emotive behavior therapy. 

Women for Sobriety 

P.O. Box 618, Quakertown, PA 18951-0618 

(800) 333-1606 

http://www.womenforsobriety.org 

A national membership organization that aims to help all women with 

a drinking problem find a way to sobriety and a fulfilling way of life. 

Small, local groups of women meet to discuss their shared problems 

and needs. 
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Internet Recovery Resources 

In addition to the sites listed above: 

Addiction Resource Guide: <www.hubplace.com/addictions/> A 

comprehensive set of links to addiction treatment facilities online. 

Center for Substance Abuse Treatment (CSAT): <www.samsha. 

gov/csat/csat.htm/> This site allows you to search for treatment and 

prevention programs nationwide. Gives information on location, serv-

ices, and payment. 

CESAR Board: General Information on Alcohol: <www.bsos.umd. 

edu/cesar/alcohol.html> Provides basic information about alcohol, 

including direct and indirect effects of alcohol on the brain and the 

liver. 

Christians in Recovery, Inc.: <www.christians-in-recovery.com> 

Resources for Christians in recovery, including online meetings and 

e-mail fellowships. 

Close to Home: Moyers on Addiction: <www.wnet.org/ 

closetohome/> This is a companion site to Bill Moyers’s television series 

on addiction. It includes such links as self-help and treatment, general 

information about addiction, and information for health professionals. 

CSAP Workplace Helpline: <www.health.org/pubs/workcap.htm> 

Or call 1-800-WORKPLACE. Center for Substance Abuse Prevention 

offers a consulting service for business, labor, and community alcohol 

and drug abuse prevention organizations. 

Hazelden Foundation: <www.hazelden.org/index.htm> Hazelden, 

a twelve-step-based substance abuse treatment center, offers educa-

tional materials on chemical dependency and related areas. This site 

includes an index of publications, and meditations for recovery. 
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Online AA Recovery Resources: <www.recovery.org> This site 

contains a wealth of information, including online AA meetings, 

worldwide Intergroup phone numbers, convention information, and an 

online version of the Big Book. 

Recovery Network: <www.recoverynetwork.com> This commer-

cial site contains links to hundreds of recovery-oriented websites, 

including twelve-step groups, secular groups, and religious groups 

such as Christians in Recovery and JACS (see above). There are also 

links to information on addiction and recovery. 
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