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 ABSTRACT 

BACKGROUND 

A potentially powerful predictor of progression to alcohol-related harm is age at first use. Evidence suggests that the earlier the 

age at which young people take their first drink of alcohol, the greater the risk of abusive consumption and the development of 

alcohol related disorders. Equally important is the family history of alcoholism, which is associated with early age of drinking. 
 

AIM 

This study specifically aims to explore the relationship between severity of alcohol dependence with family history of 

alcoholism and age of onset of alcohol use. 
 

MATERIALS AND METHODS 

For a period of six months, we conducted a cross sectional study among 200 male subjects aged between 20–50 years who 

reported the alcohol and drug dependence clinic of a tertiary care hospital in Chennai, Tamilnadu State with problem drinking in 

the past one year. We used Alcohol Use Disorder Identification Test (AUDIT), Clinical Institute Withdrawal Assessment for Alcohol 

(CIWA-AD), Severity of Alcohol Dependence Questionnaire (SADQ), Family History Method, and Schedule for Clinical Assessment 

in Neuropsychiatry (SCAN) for assessment. 123 subjects were Family History Positive (FHP) and 77 were family history negative 

(FHN). The data was analysed using a computerized Statistical Software programme (SPSS version 20.0 for windows). Descriptive 

statistics was used to describe the socio-demographic variables. Student t-test was used to compare between ordinal groups. 

Pearson’s correlation was used for assessing the correlation between the variables. 

 

RESULTS 

The mean severity scores were significantly different between the early age of onset and late age of onset groups. The mean 

current age in the FHP was 38.61±8.59 and 42.12±6.90 in FHN. The Mean AOO in the FHP was 22.89±4.61 and in the FHN was 

26.51±26.51 and was significantly different from each other (P<0.000). The Mean SADQ score were 44.59±10.79 in FHP and 

38.96±11.50 in the FHN. This was also significantly different between the two groups (P<0.001). 

 

CONCLUSION 

The two key findings of this study are that alcoholism severity is related to family history of alcoholism and also age of onset of 

alcoholism independent of each other. 
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Family History Positive (FHP), Family History of Negative (FHN), Family History Density (FHD), Age of Onset of Problem 
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INTRODUCTION 

Alcoholism is a very serious problem in our community. Over 

sixty medical conditions are directly or indirectly attributed 

to the use of alcohol. Alcoholism is reported to cause 3.5% of 

the global death and disability. High incidence of crime is also 

linked to problematic alcohol use. Alcohol consumption cause 

increased risk of mortality from several types of cancers, 

heart disease, and liver cirrhosis. 
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According to Lancet’s Global Disease Burden Study, 2010, 

4.9 million deaths and 5.5% of the total DALYs lost 

worldwide is linked to problematic alcohol usage.1 WHO 

Global Status Report on alcohol and health, 2014 attributes 

3.3 million deaths annually to increased alcohol dependence.2 

It is one of the major reasons for the deaths in the productive 

age groups of 15-49 (Lim, Stephen S et al, 2013).1 About one 

third of population in India suffers below the poverty line 

because of the extensive consumption of alcohol (Saxena, 

Shekhar, Raj Sharma, and Maulik, 2003).3 Recent trends in 

alcohol consumption are alarming, as the average age of first 

drink has come down from 28 years to 17 years between 

1980 and 2007. 

Lewis et al (1983) demonstrated that male sex; antisocial 

personality and family history of alcoholism increased the 

risk of severity of alcoholism.4 
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Subjects with family history of alcoholism had an 

increased severity of alcohol-related problems; however, it 

was difficult to interpret whether this propensity is genetic or 

environmental or a combination of the two. Previous studies 

done internationally indicate that alcoholism is more severe 

when familial. Also, there is evidence that the familiality also 

impacts on the age of onset (Cloninger CR, 1987).5 

Additionally, it is established that age is inversely 

proportional to the severity of alcoholism (Irwin M, Schuckit 

M, Smith TL, 1990).6 This has led to further explorations into 

what is inherited (Farren CK, Tipton KF, 1999).7 and what 

mediates the heightened severity in familial alcoholism 

(Cloninger CR, 1987).5 

 

Family History and Severity of Alcohol Dependence 

A study by among 2215 Navy recruits from alcohol 

rehabilitation program using a self-reported biological 

questionnaire revealed that more the number of first-degree 

relatives worse the outcome of alcoholism at different points 

of time (Frances RJ, Bucky S, Alexopoulos GS, 1984).8 A 

multicentric study of subjects from alcoholism treatment 

centre by Penick et al in 1987 showed that 65% FHP had 

significantly more medical problems than FHN.9 Grant et al in 

1994 found that family history of alcoholism had a 

substantial effect on the development of alcohol dependence 

over the life span.10 High risk children had early age of onset 

and alcohol dependence (Hill S.Y. et al, 2000).11 

 

Severity of Alcohol Dependence and Age of onset of 

Alcohol use 

Early onset of alcohol use is associated with childhood 

criminality and other drug use (Irwin, Schuckit and Smith, 

1990; Gruber et al, 1996).6,12 A significant correlation was 

observed between AOO and severity (Pickens et al, 1991).13 

 

The Study Specifically Aims  

1. To compare the severity of alcohol dependence in two 

groups divided on the basis of presence or absence of 

family history of alcohol use in the first and second-

degree relatives. 

2. To assess the age of onset of alcohol use and to correlate 

this with severity of alcohol dependence. 
 

METHODS 

For a period of six months, we conducted a cross-sectional 

study among 200 male subjects aged between 20-50 years 

who reported alcohol and drug dependence clinic of a tertiary 

care hospital in Chennai, Tamilnadu State with problem 

drinking in the past one year scoring more than 8 on Alcohol 

Use Disorder Inventory Test (AUDIT). 
 

Tools Used in this Study 

Alcohol Use Disorder Identification Test (AUDIT) (Bohn 

MJ, Babor TF, Kranzler HR, 1995).14 

AUDIT is a 10-item screening questionnaire developed by 
W.H.O. to identify persons whose alcohol consumption has 
become harmful to their health. It has a good test retest 
reliability, internal consistency and validity. Srinivasan and 
Mary (2000).15 and Sateesh Babu and Sen Gupta (1997).16 
have used AUDIT in Indian Context. 
 

Clinical Institute Withdrawal Assessment for Alcohol 

(CIWA-AD) (Sullivan JT et al, 1989).17 

It is 8-item scale for clinical quantification of the severity 

of the alcohol withdrawal syndrome. A score of less than or 

equal to 8 indicates that the withdrawal symptoms have 

either subsided or very minimal. Manikant et al (1992) have 

used CIWA in the Indian context.18 

 

Severity of Alcohol Dependence Questionnaire 

(Stockwell T, Murphy D, Hodgson R, 1983).19 

This questionnaire was developed to provide a brief and 

replicable method of assessing alcohol dependence. It is a 20-

item self-completion questionnaire in which the respondents 

are required to focus upon a recent month typical of their 

heavy drinking. Each item is rated upon a four-point scale 

(Almost never, sometimes often, and nearly always) and 

responses are scored as 0, 1, 2, or 3 accordingly. Thus, the 

range of total score is from 0-60. A score of 31 or higher is 

correlated with severe alcohol dependence and less than 30 

is correlated with mild-to-moderate dependence. It has a very 

high degree of test and retest reliability and a very good 

evidence of construct and concurrent validity. 
 

Family History Method 

In this method, the subjects are divided into family history 

positive and negative groups. Scott. F. Stoltenberg (1998).20 

proposed a new family history measure called the Family 

History Density (FHD), which is a modification of Family 

Pattern of Alcoholism (FPA). In this method, weighted points 

were given to the alcoholic family members (both parents 

and all four grandparents). The non-alcoholic relatives were 

given a score of zero, parents were given a score of 0.5, and 

grandparents were given 0.25. The scores were summed over 

the six ancestors to obtain the FHD score, which ranged from 

0-2. The scoring system is based on the familial relatedness, 

which is functionally same as genetic relatedness and 

theoretically explicit because it takes into account the 

influence of family environment (parents are expected to 

influence the proband directly than the grandparents). 

Mothers were also included in this scoring system since FHD 

is an index of biopsychosocial measure, which includes the 

deleterious effects of drinking during pregnancy, and not 

limited to foetal alcohol syndrome. 

We have considered both the conventional dichotomy 

method and the Family History Density Method. These 

methods were chosen in order to compare and contrast the 

methodological issues. 
 

Schedule for Clinical Assessment in Neuropsychiatry 

(SCAN) (Aboraya, Tien, Stevenson and Crosby, 1997).21 

SCAN is a set of instrument aimed at assessing, measuring, 
and classifying psychopathology and syndromal diagnosis. 
The current version is 2.1. Alcohol section was used to get the 
age of onset of harmful use and to establish a diagnosis of 
alcohol dependence syndrome based on the 10th edition of 
international classification of diseases and screening section 
of this assessment was used to rule out any major psychiatric 
illness such as psychosis, bipolar affective disorder, dementia, 
and amnesic syndromes. 
 

Age of Onset of Problem Drinking (AOO) 

Our operational definition was “The age in which drinking 

first began to have an effect on the subjects’ life of which he 

or she did not approve” (Johnson et al, 2000).22 We assessed 

the age of onset from the alcohol section SCAN. 
 

Data Analysis 

The data was analysed using a computerized Statistical 

Software programme (SPSS version 20.0 for windows). 
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Descriptive statistics was used to describe the socio-

demographic variables. Student t-test was used to compare 

between ordinal groups. Pearson’s correlation was used for 

assessing the correlation between the variables. 

 

RESULTS 

Table 1 summarizes the socio-demographic characteristics 

and the current age of onset. Their current ages ranged from 

20-55 yrs. 123 subjects were Family History Positive (FHP) 

and 77 were Family History of Negative (FHN). In the FHP 

group, 8 (4%) were in the 20-25 yrs. of current age 21 

(10.5%) were in the 26-30 age group, 22 (11%) were in the 

31-35 age group, 17 (8.5%) were in the 36-40 age group, 23 

(11.5%) were in the 41-46 age group and 32 (16%) were in 

the 46-50 age group. In the FNH group, 1 (0.5%) are in the 

20-25 yrs. of current age, 3 (1.5%) were in the 26-30 age 

group, 10 (5%) were in the 31-35 age group, 18 (9%) were in 

the 36-40 age group, 16 (8%) were in the 41-45 age group, 

and 29 (14.5%) were in the 46-50 age group. 

 

Current 
Age 

20-25 26-30 31-35 36-40 41-45 46-50 Total Mean SD 

AOO <25 
9 

 (4.5%) 
18 

 (9%) 
21 

 (10.5%) 
20 

 (10%) 
20 

 (10%) 
28 

 (14%) 
116 

 (58%) 
19.33 6.12 

AOO 
>25 

0 
6 

 (3%) 
11 

 (5.5%) 
15 

 (7.5%) 
19 

 (9.5%) 
33 

 (16.5%) 
84 

 (42%) 
14 11.45 

FHP 
8 

 (4%) 
21 

 (10.5%) 
22 

 (11%) 
17 

 (8.5%) 
23 

 (11.5%) 
32 

 (16%) 
123 

 (68.5%) 
20.5 7.87 

FHN 
1 

 (0.5%) 
3 

 (1.5%) 
10 

 (5%) 
18 

 (9%) 
16 

 (8%) 
29 

 (14.5%) 
77 

 (13.5%) 
12.83 10.42 

FHD 0 
Group 1 

1 
 (0.5%) 

3 
 (1.5%) 

10 
 (5%) 

18 
 (9%) 

16 
 (8%) 

29 
 (14.5%) 

77 
 (13.5%) 

12.83 10.42 

.25-.5 
Group 2 

5 
 (2.5%) 

11 
 (5.5%) 

13 
 (6.5%) 

11 
 (5.5%) 

14 
 (7%) 

16 
 (8%) 

70 
 (35%) 

11.67 
3.78 

 
.75-2 

Group 3 
3 

 (1.5%) 
10 

 (5%) 
9 

 (4.5%) 
6 

 (3%) 
9 

 (4.5%) 
16 

 (8%) 
53 

 (26.5%) 
8.83 

4.36 
 

Table 1: Showing the Current Age of Onset and Socio-Economic Parameters and Other Variables 
 

Severity 
Mid-Mod 

1 
 (0.5%) 

2 
 (1%) 

3 
 (1.5%) 

5 
 (2.5%) 

2 
 (1%) 

7 
 (3.5%) 

20 
 (10%) 

3.33 2.25 

Severe 
8 

 (4%) 
22 

 (11%) 
29 

 (14.5%) 
30 

 (15%) 
37 

 (18.5%) 
54 

 (27%) 
180 

 (90%) 
30 15.32 

Income 
<1000 

2 
 (1%) 

5 
 (2.5%) 

4 
 (2%) 

2 
 (1%) 

2 
 (1%) 

5 
 (2.5%) 

20 
 (10%) 

19.5 8.38 

1001- 
5000 

6 
 (3%) 

15 
 (7.5%) 

21 
 (10.5%) 

27 
 (13.6%) 

19 
 (9.5%) 

29 
 (14.6%) 

117 
 (58.8%) 

19.5 8.38 

5001- 
10000 

0 
2 

 (1%) 
5 

 (2.5%) 
2 

 (1%) 
13 

 (6.5%) 
17 

 (8.5%) 
39 

 (19.6%) 
6.5 6.89 

>10001 
1 

 (0.5%) 
2 

 (1%) 
1 

 (0.5%) 
4 

 (2%) 
5 

 (2.5%) 
10 

 (5%) 
23 

 (11.6%) 
3.83 3.43 

SD – Standard Deviation, AOO – Age of Onset, FHP - Family History Positive, 
FHN – Family History Negative 

 

Current 
Age 

20- 25 26-30 31-35 36-40 41-45 46-50 Total Mean SD 

Married 
3 

 (1.5%) 
17 

 (8.5%) 
32 

 (16%) 
35 

 (17.5%) 
38 

 (19%) 
61 

 (30.5%) 
186 

 (93%) 
31 19.73 

Single 
6 

 (3%) 
7 

 (3.5%) 
0 0 

1 
 (0.5%) 

0 
14 

 (7%) 
2.33 3.27 

Joint 
1 

 (0.5%) 
2 

 (1%) 
3 

 (1.5%) 
1 

 (0.5%) 
0 

3 
 (1.5%) 

10 
 (5%) 

1.67 1.21 

Extended 
1 

 (0.5%) 
 

4 
 (2%) 

4 
 (2%) 

1 
 (0.5%) 

1 
 (0.5%) 

3 
 (1.5%) 

14 
 (7%) 

2.33 1.51 

Alone 
0 
 

1 
 (0.5%) 

0 0 0 0 
1 

 (0.5%) 
0.17 0.41 

Nuclear 
7 

 (3.5%) 
 

17 
 (8.5%) 

25 
 (12.5%) 

33 
 (16.5%) 

38 
 (19%) 

55 
 (27.5%) 

175 
 (87.5%) 

29.1 
7 

16.83 

Occupation 
Labourer 

5 
 (2.5%) 

10 
 (5%) 

13 
 (6.5%) 

11 
 (5.5%) 

10 
 (5%) 

15 
 (7.5%) 

64 
 (32%) 

10.6 
7 

3.39 
 

Farmer 
1 

 (0.5%) 
2 

 (1%) 
3 

 (1.5%) 
5 

 (2.5%) 
2 

 (1%) 
9 

 (4.5%) 
22 

 (11%) 
3.67 2.94 

Professional 0 
3 

 (1.5%) 
3 

 (1.5%) 
5 

 (2.5%) 
7 

 (3.5%) 
5 

 (2.5%) 
23 

 (11.5%) 
3.83 2.40 
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Service 0 
1 

 (0.5%) 
1 

 (0.5%) 
3 

 (1.5%) 
7 

 (3.5%) 
10 

 (5%) 
22 

 (11%) 
3.67 3.98 

Employee 
1 

 (0.5%) 
4 

 (2%) 
4 

 (2%) 
4 

 (2%) 
8 

 (4%) 
14 

 (7%) 
35 

 (17%) 
5.83 4.58 

Student 
1 

 (0.5%) 
0 0 0 

1 
 (0.5%) 

0 
2 

 (1%) 
1.33 2.34 

Businessmen 
1 

 (0.5%) 
4 

 (2%) 
6 

 (3%) 
6 

 (3%) 
4 

 (2%) 
6 

 (3%) 
27 

 (13.5%) 
4.5 1.97 

Retired 0 0 0 0 0 2 (1%) 2 (1%) 0.33 0.82 

Education 
Primary 

3 
 (1.5%) 

4 
 (2%) 

7 
 (3.5%) 

9 
 (4.5%) 

7 
 (3.5%) 

10 
 (5%) 

40 
 (20%) 

6.67 2.73 

Secondary 
6 

 (3%) 
8 

 (4%) 
19 

 (9.5%) 
14 

 (7%) 
21 

 (10%) 
35 

 (17.5%) 
103 

 (51.5%) 
17.7 

0 
10.53 

Graduate 0 
5 

 (2.5%) 
1 

 (0.5%) 
8 

 (4%) 
9 

 (4.5%) 
9 

 (4.5%) 
32 

 (16%) 
3.33 4.03 

Diploma 0 0 
4 

 (2%) 
1 

 (0.5%) 
1 

 (0.5%) 
4 

 (2%) 
10 

 (5%) 
1.67 1.86 

No 
Education 

0 
7 

 (3.5%) 
1 

 (0.5%) 
3 

 (1.5%) 
1 

 (0.5%) 
3 

 (1.5%) 
15 

 (7.5%) 
2.30 2.51 

 

Family history density consisted of three groups; they 

included Group1 where the total FH score was 0, Group 2 

where FH score was between 0.25-0.5 and Group 3 where the 

score was 0.75-2. The FDH 0 group had 77 subjects, 0.25-0.5 

had 70 subjects and 0.75-2 group had 53 subjects. In the 

Group 2, 5 (2.5%) were present in the 20-25 yrs. of current 

age, 11 (5.5%) were in the 36-40 age group, 14 (7%) were in 

the 41-46 age group and 16 (8%) were in the 46-50 group. In 

the Group 3, 3 (1.5%) were present in the 20-25 yrs. of 

current age, 10 (5%) were in the 26-30 age group, 9 (4.5%) 

were in the 31-35 age group, 6 (3%) were in the 36-40 age 

group, 9 (4.5%) were in the 41-46 age group and 16 (8%) 

were in the 46-50 group. 

In the Family History Density scoring all the 6 direct 

ancestors were taken into analysis and other family members 

were excluded. They included Father, Mother, Paternal 

Grandfather, Paternal Grandmother, Maternal Grandfather, 

and Maternal Grandmother. The Table 2 shows the status of 

Family Members positive and negative in the each FHD 

groups. 

 

FHD Status Group 1 Group2 Group 3 Total 

Father 
Positive 0 55 (27.5%) 53 (26.5%) 108 (54%) 
Negative 77 (38.5%) 15 (7.5%) 0 92 (46%) 

Mother 
Positive 0 0 10 (5%) 10 (5%) 
Negative 77 (38.5%) 70 (35%) 43 (21.5%) 190 (95%) 

Paternal Grand Father 
Positive 0 10 (5%) 42 (21%) 52 (26%) 
Negative 77 (38.5%) 60 (30%) 11 (5.5%) 148 (74%) 

Paternal Grand Mother 
Positive 0 0 6 (3%) 6 (3%) 
Negative 77 (38.5%) 70 (35%) 47 (23.5%) 194 (97%) 

Maternal Grand Father 
Positive 0 8 (4%) 30 (15%) 38 (19%) 
Negative 77 (38.5%) 62 (31%) 23 (11.5%) 162 (81%) 

Maternal Grand Mother 
Positive 0 0 9 (4.5%) 9 (4.5%) 
Negative 77 (38.5%) 70 (35%) 44 (22%) 191 (95.5%) 

FHD=Family History Density; GROUP1=FHD Score of Zero; GROUP2=FHD Score  
Between 0.25-0.5; Group 3=FHD Score Between 0.75-2 

Table 2: Showing the Status of Family Members in the FHD Groups 
 

Age of 
Onset 

No. 
Mean 

Current 
Age 

S 
Mean 
SADQ 

S 

<25yrs. 116 
38.08 

(SD=8.56) 
P=0.000 

44.73 
(SD=10.66) 

P=0.001 

>OR 
EQUAL 
TO 25 

84 
42.56 

(SD=6.76) 
 

39.24 
(SD=11.63) 

 

S=Significance 

Table 3: Compares the Age of Onset with  
Current Age and Score. SADQ 

 

The age of onset was divided into two groups. First group 

consisted of A00 <25 yrs. and the second group was A00 >25 

yrs.  

It can be seen from the Table 3 that the mean severity 

scores were significantly different between the early age of 

onset and late age of onset groups. 

In the 20-25 yrs. of current age, 18 (9%) were in the 26-

30 age group, 21 (10.5%) were in the 31-35 age group, 20 

(10%) were in the 36-40 age group, 20 (10%) in the 41-46 

age group and 28 (14%) were in the 46-50 group. In the 

second group, there were none in the 20-25 yrs. of current 

age, 6 (3%) were in the 26-30 age group, 11 (5.5%) were in 

the 31-35 age group, 15 (7.5%) were in the 36-40 age group, 

19 (9.5%) were in the 41-46 age group, and 33 (16.5%) were 

in the 46-50 group. 

The severity of alcohol dependence as assessed by SADQ, 

was divided into two groups based on a cut-off point at 30. 
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The first group with a score of less than 30 belonged to 

the mild-to-moderate group and the second group with a 

score of more than 30 belonged to the severe group. In the 

mild-to-moderate group, 1 (0.5%) 20-25 yrs. of current age, 2 

(1%) were in the 26-30 age group, 3 (1.5%) were in the 31-

35 age group, 5 (2.5%) were in the 36-40 age group, 2 (1%) 

were in the 41-46 age group, and 7 (3.5%) were in 46-50 

group. In the severe group, 8 (4%) 20-25 yrs. of current age, 

22 (11%) were in the 26-30 age group, 29 (14.5%) were in 

the 31-35 age group, 30 (15%) were in the 36-40 age group, 

37 (18.5%) were in the 41-46 age group, and 54 (27.5%) 

were in the 46-40 age group. 

 

Family History No Mean Current Age Mean Age of Onset S Mean SADQ S 

Positive 123 
38.62 

 (SD=8.59) NS 
22.89 

 (SD=4.61) 
P=0.000 

44.59 
 (SD=10.79) 

P=0.001 

Negative 77 
42.12 

 (SD=5.90) 
26.51 

 (SD=5.90) 
 

38.96 
 (SD=11.50) 

 

S=Significance; NS= non-significant 
Table 4: Comparing Family History (Dichotomy) with Current Age, Age of Onset and SADQ Scores 

 

Table 4 shows the association of FH (Dichotomy) with 

current age, mean AOO, and mean SADQ score. The mean 

current age in the FHP was 38.61±8.59 and 42.12±6.90 in 

FHN. The mean AOO in the FHP was 22.89±4.61 and in the 

FHN was 26.51±26.51 and was significantly different from 

each other (P<0.000). The mean SADQ score were 

44.59±10.79 in FHP and 38.96±11.50 in the FHN. This was 

also significantly different between the two groups 

(P<0.001). 

 

Factor 
Studied 

Variables 
Studied 

Pearson’s 
Correlation 

Significance 

Severity Current age -0.075 
Not 

Significant 

Severity 
Family 
history 
Density 

-0.287 P=0.01 

Severity Age of onset -0.346 P=0.01 
Table 5: Showing the Correlation of Severity 

with Other Variables Studied 
 

The Table 5 shows the correlation between FHD, current 

age, age of onset severity. The mean current age in the group 

1 was 42.2±6.90, Group 2 was 38.72±8.86 in the last group. 

The correlation was not significantly significant. The mean 

AOO was in the Group1 was 26.51±5.90, Group 2 was 

23.29±5.11 yrs. and 22.36±3.82 yrs. In the last group, the 

correlation between FHD and mean AOO were statistically 

significant (p=0.001). The mean SADQ in the Group 1 was 

38.9±11.50, Group 2 was 43.43±10.78, and 46.13±10.71 in 

the last group. The relationship between FHD and the mean 

SADQ scores were also significant (p=0.01). On analysing, the 

partial correlations, the significance of FHD with severity 

increased from p=0.01 to p=0.000 (Coefficient of -0.2931 and 

df=197), after controlling for AOO and the significance value 

of AOO and Severity remained the same after controlling FHD. 

 

DISCUSSION 

The two key findings of this study are that alcoholism 
severity is related to family history of alcoholism and also age 
of onset of alcoholism independent of each other. The 
relationship with severity with positive family history of 
alcoholism is in agreement with many studies.23,24,25 This 
relationship holds good despite varying settings, samples and 
variety of assessment methods. Keenan et al (1997).26 study 
had only 36 subjects and may not have been powered to 
address this issue adequately. Schacter et al did have a trend 
in the direction of greater severity in presence of positive 
family history. Their samples were derived from those 

arrested for public drunkenness. The study by Hingson. (27) et 
al reports that those who begin drinking before the age of 14 
years are more likely to experience alcohol dependence 
within 10 years of the first drink, even after controlling for 
socio-demographic data, smoking, illicit drug use, childhood 
antisocial behaviour, depression, and family alcoholism 
history. Meghan E et al (28) found in 295 adolescent drinkers 
the early onset of alcohol drinking was associated with 
increased severity. Using data obtained in the 1992 National 
Longitudinal Alcohol Epidemiologic Survey, Grant BF.(29) 
demonstrated that regardless of the family history of 
alcoholism, respondents with an earlier age of drinking onset 
were more likely to become alcohol dependent compared 
with respondents with a later age of drinking onset. 

The important implication of our study is that any 

preventive measures of alcoholism should start in adolescent 

period and also target the offspring of alcohol dependent 

parent. 

 

LIMITATIONS OF THE STUDY 

Although, our original plan was to target a widely ranged 

sample from a severity point of view by using subjects of 

varied severity since most of the patients are admitted in de-

addiction ward and hence this understandably has skewed 

the sample towards higher range of severity. We have seen 

only problem drinkers as per AUDIT criteria. There may be 

others in the community who may score less on AUDIT, but 

have frequent use of alcohol. Therefore, this is a study of 

severity of alcohol dependence in a group of AUDIT defined 

subjects with harmful use and not a study of all alcohol use. 

However, different thresholds for screening may be 

attempted in the community samples so that a wider 

spectrum of severity can be obtained. Alternatively, a study 

looking at a large sample with stratified levels of severity can 

be an improvement on this design. 

The patients were screened using stringent criteria by 
AUDIT to look for problem of hazardous drinking. Even 
though, we have not blinded this study, the sequence of 
administration of the SADQ before interviewing the FH itself 
acted as a “blinding process.” This has not been standardised 
in an Indian context. In fact no measure standardised in an 
Indian context looking at Severity of alcohol use exists. The 
psychometric properties apply when it is used as a self-report 
measure. This remains a limitation of the method. 

A study focussed on correlates of severity of alcohol use. 

A sample with a wider range of severity would increase 

confidence limits with regard to correlation analysis. 

Future studies need to focus on all these issues namely-
screening criteria/populations, which can contribute a less 
severe sample than obtained from psychiatric wards. 
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A community study with less stringent sampling covering 
a range of severity thresholds could be attempted from 
medical/surgical populations. Such a design would call for 
less rigid time constraints than could be afforded by this 
study. 
 

CONCLUSION 

Adolescent and early adulthood are sensitive periods of an 

individual’s developmental trajectory. Alcohol use at this 

period causes enormous effect and consequences on 

individual’s health and is associated with automobile crashes, 

accidental injuries, suicide, violent crime, risky sexual 

behaviour, alcohol intoxication and dependence. Parental 

alcoholism influence alcohol use and dependence in the 

offspring by modelling of drinking behaviour and the 

establishment of family norms for drinking. Further, it 

increases the risk for early onset drinking and trajectories of 

persistent alcohol use and severity among offspring. All 

clinical and public health interventions at an early stage only 

i.e. adolescence and early adult period are likely to confer 

more health benefits on individual and society. 
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