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ABSTRACT 

The records of 160 patients from a dependency treatment 

center in Arizona were reviewed in an effort to substantiate 

the hypothesis that specific clusters of problems stand out 

as being characteristic of people seeking help for 

codependency. Research focused on family of origin and 

childhood experiences in relation to individual codependency 

levels. The presence of parent's chemical abuse, reported 

childhood physical and/or sexual abuse and identified 

dysfunctional family characteristics and each patient's DSM 

III diagnosis were recorded. Results were analyzed by 

comparing these variables to the patient's scored 

codependency level. 

The hypotheses were confirmed by the following 

findings: (1) As a subject's chemical dependency increases, 

codependency level decreases; (2) when sexual and physical 

abuse are reported, level of codependency increases; (3) as 

number of dysfunctional family of origin characteristics 

increase, codependency level increases; and (4) certain DSM 

III diagnoses relate to level of codependency. 

An insignificant relationship was found between 

parent's chemical abuse and level of codependency indicating 

a null hypothesis. 
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CHAPTER 1 

INTRODUCTION 

Purpose of the Study 

The overwhelming public response to films, lectures, 

books, and workshops on codependency indicates that a 

universal nerve has been touched. It has become obvious 

that growing numbers of the population are identifying 

themselves as being impacted by this syndrome. This is not 

just a topic of interest to people but a problem they are 

seeking help for (Schaef, 1986). 

The study of codependency has its roots in the 

treatment of alcoholism. Originally the term was used to 

describe the person or persons whose lives are affected by a 

family member's alcoholism (Cernak, 1986). The codependency 

was seen as having developed a pattern of coping with life 

that was not healthy, as a reaction to someone else's 

chemical abuse. It was a new name for an old age (Beattie, 

1987). Currently it seems that codependency will flourish 

even in the absence of a clearly defined alcoholic. 

Several definitions have been given by the pioneers in 

the field in defining codependency. Recently, all of which 

met together to determine one universal definition. Sharon 
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Wegcheider-Cruse, Joe Cruse, Terry Gorski, and Ann Wilson 

Schaef just to name a few met in 1989 and defined 

codependency as a pattern of painful dependence on 

compulsive behaviors and the approval of others in an 

attempt to find safety, self-worth and identity. Recovery 

is possible. 

Frequently the internal feelings and ideas of how to 

interact in life have their roots in the chaotic early 

experiences of being raised in their particular family of 

origin. Family of origin is known as the immediate family 

(i.e., father, mother, siblings) in which an individual grew 

up and were raised in. There appears to be recurrent themes 

in the family dynamics when an individual's codependency 

level is considered severe or profound. Such themes such as 

chemical abuse or dependency of either parent, reported 

physical or sexual abuse and reported dysfunctional family 

characteristics do appear to increase a persons 

codependency. These people appear to be living the American 

dream when in their background we see the American nightmare 

(Rawson & Obert, 1988). 

Without question, literature points out a major theme 

that stands out in the population which is the tremendous 

connection between codependency and being an adult child of 

an alcoholic and/or addict. Chemical abuse and/or 

dependency will be defined as an unhealthy pattern of the 
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use of mood altering chemicals. Diagnostic criteria defined 

by the Diagnostic and Statistical Manual of Mental Disorders 

(DSM III) would be characteristics such as continued use 

despite the knowledge of consequences, some symptoms of the 

disturbance have persisted for at least one month and 

efforts to cut down or stop have been unsuccessful (American 

Psychiatric Association, 1980). It has also been suggested 

that one's own drug or alcohol abuse/dependency would affect 

their codependency level being that they would score much 

lower than if they were sober for a period of time. This is 

not suggesting that their codependency is not present but 

they may be acting out their codependency through their 

dependency on chemicals. 

Codependents have incredibly high incidence of reported 

child physical and/or sexual abuse. Physical abuse is any 

forceful activity to the body when improper treatment occurs 

as to injure or damage. Sexual abuse is abuse perpetrated 

on a child and includes not only intercourse but also any 

act designed to stimulate a child sexually or to use a child 

for sexual stimulation either of the perpetrator or another 

person (Yearly, 1982). 

The question has been asked whether there is a direct 

correlation between an individual's level of codependency 

and their own personal DSM III diagnosis. The DSM III has 

not iterated a diagnosis of codependency into its standard 
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nomenclature. Some feel at this time such an inclusion 

would be premature. Others are currently working to get a 

specific diagnosis of codependency included in the DSM III. 

It has been demonstrated though that high levels of 

codependency do show up in certain DSM III personality 

disorders and that a recognizable pattern of traits may 

support adequate diagnostic criteria to verify the existence 

of codependency as a reliable and valid entity on its own 

(Cermak, 1988). 

An attempt has been made to measure some aspects of 

codependency with various scales. In this study, one of 

these scales has been chosen and a level of dependency is 

assigned and used as a basis in treatment. The scale chosen 

indicates a spread of scores which appears to have valid 

distribution of degrees of codependency. 

Statement of Purpose 

This study was designed to determine if specific 

clusters of problems stand out as being characteristic of 

people seeking help for codependency (Rawson & Obert, 1988). 

The research focused upon the question of whether family of 

origin and childhood experiences have an effect on the level 

of codependency an individual possesses. To help answer 

this question we begin to look at the people who have begun 

to seek help, what the nature and extent of their discomfort 

is and if their past childhood histories have developed a 
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comparable pattern. This study addresses these issues with 

hope in getting a picture of the origin of codependency. 

The knowledge will also aide in the treatment process of 

this disease. 

To clarify and focus on the effects of family of origin 

on an individual1s level of codependency this research has 

been designed to address the following problems: 

Problem 1; Does a patiient's own chemical use effect 

the level of codependency? 

Problem 2; Will reported childhood physical or sexual 

abuse increase an individual's codependency 

characteristics? 

Problem 3; Do individuals with a severe level of 

codependency generally have parents that abuse alcohol 

and/or drugs? 

Problem 4; Will codependency increase as the number of 

dysfunctional family of origin characteristics 

increase? 

Problem 5: Which DSM III diagnosis correlate most 

frequently with the five levels of codependency? 

Hypotheses 

The following hypothesis were tested: 

Hypothesis 1: When a person's primary disease of 

chemical addiction has been currently active the level 

of dependency will rate no significance to mild as 
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measured by the Dependency Assessment Scales (DAS). 

Their chemical addiction may be seen as a result of 

untreated codependency as well as a genetic disposition 

to the disease. 

Hypothesis 2; A person who has been abused physically 

or sexually as a child consequently lacking the 

nurturance and validation of self will as an adult 

undoubtedly seek artificial feelings of self-worth from 

others and become dependent on external stimuli for 

validation thus exhibiting high levels of codependency. 

Hypothesis 3; A major theme that stands out among 

codependents is the fact that most were raised in 

alcoholic or addict households, hence becoming 

coaddicts. The level on the DAS will positively 

correlate with the prevalence of chemically abusing 

parents. 

Hypothesis 4; When a family environment creates and 

supports dysfunction and secrets, codependency 

increases among each individual family member. 

Hypothesis 5; There will be a direct correlation 

between certain DSM III diagnosed disorders and the 

levels of dependency assessed on the DAS. 

Significance of the Study 

The significance of this study will help define and 

demonstrate specific characteristics of codependency. It 
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will illustrate some of the impact of the family dysfunction 

and abuse on an individual's adult response to life. These 

people enter treatment in an attempt to interrupt the 

destructive process they adopted as children in a search for 

semblance of self-worth and nurt.urance. This study will aid 

in the treatment of codependency demonstrating the direct 

correlation between family of origin chemical, physical, 

sexual, and dysfunctional abuse characteristics and levels 

of codependency assessed. It may also provide validity for 

the Dependency Assessment Scale demonstrating it is 

assessing what it was designed to do. 

Assumptions 

The following assumptions have been made: 

1. Men and women answered truthfully to the questions 

on the assessment scale. 

2. The Dependency Assessment Scale measures what it 

is supposed to measure. 

3. The population being used is typical of the 

population everywhere. 

Limitations 

The following limitations have been identified: 

1. This study is limited to patients of Sierra 

Tucson, therefore, its findings are limited to 

these respondents who are upper, middle-class 
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Anglos and can't be generalized to other 

populations. 

2. Though internally consistent and having face 

validity, the Dependency Assessment Scales have 

not been evaluated for content validity. 

3. Due to the confidentiality required when accessing 

and reviewing patient records of Sierra Tucson, 

this researcher functioned as the sole rater of 

160 subject records and was thus unable to provide 

a co-rater reliability coefficient. 

Summary 

This chapter gave a brief definition of what 

codependency is and what impact it has on an individual. 

The study of this disease is fairly new and research thus 

far has been a drop in the bucket of the totality of the 

whole problem. It is clear that people identifying 

themselves as codependent are not functioning well in the 

world and tend to absorb themselves in certain situations in 

an attempt to rework unresolved childhood issues. There is 

a common thread of family of origin characteristics 

identified in codependents and these threads tend to impact 

the level of codependency. They have been hereditarily 

predisposed to adapting these unhealthy responses and tend 

to replay what was learned as a child in their adult lives. 

Chemical dependency of the parent, reported childhood 
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physical and/or sexual abuse, and family dysfunction have 

all been suggested as being main contributors to an increase 

in codependency. It has also been proposed that with 

certain DSM III diagnosis there will be high codependency 

levels. 

This chapter proposed five problems and five hypotheses 

which will later be looked at in depth in this study. 

Definitions of important terms were broadly defined for 

reference throughout the chapter. Statement of purpose was 

explained as well as assumptions and limitations of this 

research. 

It has been proposed that codependency is a disease of 

the relationships (Cermak, 1986) and that 96% of the world 

population possess it to some extent (Black, 1987). Whether 

these relationships are between self and feelings or self 

and others, the defect is the same (Cermak, 1986). It is 

time to start narrowing down the problem and focusing on 

codependency's origin beginning with the impact of family 

members and experiences. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Introduction 

Researchers, therapists and authors on the subject of 

codependency have supported the theory that family of origin 

dysfunction and abuse increases an individual1s codependency 

symptoms in their adult life. This review of the literature 

has been arranged in an attempt to outline some of those 

specific dysfunctions. The history, definition and symptoms 

of codependency will be discussed first to give an outline 

of what codependency is and how it effects the individual. 

Following, is a look at the beginnings of codependency, as 

well as the implications of and impact of parents chemical 

abuse and physical and sexual abuse of the child. Looking 

at each individually as well as how these relate to the 

whole picture of codependency. Finally, literature 

treatment and recovery will be discussed. 

History and Definition 

It is important to begin by looking at the history of 

codependency and how its remarkable discovery all began. 

Codependency began with the wives of Alcoholics Anonymous 

members who realized their own need for change. Al-Anon 
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began essentially as an intuitive and practical response 

organized by people who lived with alcoholism (Gierymski & 

Williams, 1986). Al-Anon, a fellowship for family members 

of alcoholics, was founded by Lois W. in 1950. The origin 

of the term coalcoholic, describing the recognizable pattern 

of behavior and attitudes characteristically found in family 

members of an alcoholic, has been difficult to ascertain. 

Several authors such as Ernie Larson, Sandra Smalley and Pia 

Mellody, to name a few, seem to have been using the term 

simultaneously (Cermak, 1986). Its transformation to the 

term "codependency" probably took place in Minnesota at the 

same time "chemical dependency" arose as an exclusive term 

(Cermak, 1986). 

The codependent was known to participate in the 

drinkers disease in a self-destructive way. Because 

addictive patterns for alcoholism were so similar to those 

people dependent on the person addicted, the term 

codependent rose to cover everyone whose self-being was 

effected by a relationship with a chemically addicted 

person. The definition of codependency has now expanded to 

represent a problem of the human spirit; a self-defeating 

dependence on outside approval for one's own self-worth 

(Sierra Tucson Co., 1989). 

The families of alcoholics and other chemically 

dependent people brought codependency to the attention of 
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therapists in treatment centers (Mellody, 1989). These 

family members all seemed to be plagued with intensified 

feelings of shame, fear, anger, and pain in their 

relationships with the alcoholic or the addict who were the 

focal point of their family. They often were not allowed to 

express these feelings in a healthy way because of the 

compulsion to please and care for the addicted person 

(Mellody, 1989). There was common, irrational aspects in 

the family. One being that if only they could become 

perfect enough to "relate" or to "help" the addict they 

would become sober and the family would be free. But this 

strategy never worked. It was almost as if the family 

needed the addict to stay sick and dependent on them so they 

could maintain their dependence on him or her in hopes of 

explaining their bad feelings. It became clear that the 

alcoholic depended on chemicals to handle their overwhelming 

feelings of their disease, as the family depended on the 

alcoholic and the addictive relationship (Mellody, 1989). 

The codependence on the addict led therapists to the 

awareness that a painful and crippling disease was in 

operation. A disease they later realized was also operating 

in countless families across America that had no chemically 

dependent member (Mellody, 1989). 

The field of alcoholism treatment can rightfully claim 

to be a leader in family therapy (Gierymski & Williams, 
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1986). It has joined the modern family movement with zeal. 

It is likely that more services are now available for 

families of alcoholics than for families with any other 

chronic health problem (Gierymski & Williams, 1986). 

Codependency is a term used to describe an exaggerated, 

dependent pattern of learned behaviors, beliefs and feelings 

that make life painful. For these people validation of 

themselves and their behaviors comes through their 

perceptions of other responses to them (Cleveland, 1987). 

Codependency is not unique to a specific age group, type of 

relationship or gender. 

Currently, codependence is being recognized as a 

disease in its own right. It has an onset, a definable 

course, and untreated it has a predictable outcome that can 

occur in death (Cermak, 1986). While the diagnosis of 

codependence has been of pragmatic value in the alcoholism 

field, it has not as of yet been integrated into the 

standard nomenclature set forth in the DSM III. 

Codependency may be defined within the DSM III criteria for 

the diagnostic category of "mixed personality disorder" 

(Cermak, 1986). The development of diagnostic criteria for 

codependency is of importance on a variety of levels. 

First, therapists that are doing assessments of family 

dynamics will find value in generalizing the concept of 

codependency. Second, in order to be clear about exactly 
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what is being treated in the family programs there is a need 

for criteria for diagnosing codependence. Third, although 

dependent personality disorder is the DSM III diagnosis that 

most closely resembles codependent personality disorder, it 

is a significant oversimplication to collapse codependency 

into this existing category (Cermak, 1986). 

Symptoms 

At first the symptoms of codependence were thought to 

be caused by the stress of living with an addicted person. 

The exaggerated shame, fear, pain, and anger of the family 

members were seen as reactions to a very sick man or woman 

who was out of control because of their chemical addiction. 

But as the alcoholics got sober the codependent behaviors of 

their families often continued and sometimes even escalated 

(Mellody, 1989). 

As more family members went for therapy and revealed 

their histories of the family of origin, it became clear 

that many of the codependent spouses had come from abusive 

homes (Mellody, 1989). Although it happened unconsciously, 

it was as if by reconstituting the earlier family situation 

the codependent could now get (besides the security of the 

familiar) another chance to be "perfect"' or "pleasing" 

enough to free themselves from the exaggerated shame, fear, 

pain, and anger that had been carried since childhood. It 

also became irrefutable that the codependent did not have to 
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have a chemically dependent person in their life at all, 

either as a child or as an adult. It was enough to have an 

abusive caregiver as a child (Mellody, 1989). 

As adults, the codependents tend to carry the affective 

responses they felt as children. It is their inner child's 

feelings that are carried into their adult lives. A person 

whose inner child never felt nurtured, who was often or 

always afraid of being abandoned grows older attaching the 

affect of a lonely, frightened child to their adulthood. 

They will either create their reality in such a way that 

their childhood fears are validated or they will distort 

their perceptions of reality so that their perception and 

childhood feelings are congruent (Cleveland, 1987). 

Dysfunctional families tend to produce shame-based people. 

In hurting families people bring generations of shame into 

their current life. What does not get resolved in the 

generation before comes as a package for the next and this 

breeds low self-esteem (Wegscheider-Cruise, 1988). 

To the codependent there is really no such thing as 

self-esteem, any esteem at all comes from outside sources: 

people, places and things. Chemically dependent individuals 

measure self-esteem by their efforts to use drugs in a 

controlled way, just as the codependents measure their self-

esteem by their efforts to control the outside world and the 

people that live in it (Cermak, 1986). Codependents 
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continually invest in the belief they can control feelings 

and behaviors in themselves and others despite the adverse 

consequences. Codependent1s self-worth is measured by how 

they perceive the outside world perceiving them. Therefore, 

much thought and time is spent worrying about and trying to 

control others. This invariably is at the exclusion of 

addressing their own needs. This obsession with others 

usually results in an enmeshment of relationships. This 

lack of separation of self from others results in a 

distorted and undefined sense of who they are. Codependents 

are repeatedly attracted to dysfunctional relationships 

(Sierra Tucson, Co., 1989). 

Having been unloved, neglected or abused as children 

creates a need as an adult for human warmth, caring and 

touch that is often beyond fulfillment (Coleman, 1987). 

When children's closest primary relationships were 

inconsistent or inadequate there is often a tendency for 

that child as an adult to attempt to get all their needs met 

in their current relationship no matter how abusive or 

neglected they are (Evans, 1988). Another way of dealing 

with codependent feelings in relationships is to create 

distance. The dependency on relationships works like a 

magnet that can attract as well as repel with great force 

(Coleman, 1987). So they often become overly dependent, too 

rigid or demanding because they are looking for the 
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nurturing they did not get at home. They misinterpret 

physical closeness and sexual involvement as being the same 

as emotional closeness or they become unwilling to enter 

into close relationships at all and isolate themselves from 

rejection and disappointment instead (Bogdaniak & Piercy, 

1987). 

The Beginnings 

The barrage of denial and distortion found in 

dysfunctional families creates an "Alice-in-Wonderland" 

nightmare world, where nothing is as it seems and the 

children are often led to believe that they are confused. 

In the midst of all the turmoil, the children turn their 

frustration and anger upon themselves. They conclude that 

they must be bad, sick or crazy (Bogdaniak & Piercy, 1987). 

In unhealthy families people are taught either directly or 

indirectly not to be honest with all they see, hear and 

feel. What they begin to learn in an unhealthy way is how 

to separate themselves from the total view and live with a 

limited view (Weascheider-Cruise, 1988). Less than 

nurturing or dysfunctional parenting techniques create 

abused children who adapt into codependent adults. The 

abuse may have been blatant and obvious or more subtle and 

hidden, but its effects on the people are real and 

disruptive to their lives and to their relationships 

(Mellody, 1989). 
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Children who had all their needs and wants met by their 

parents instead of having their parents teach them to meet 

their own needs in proper ways usually experience being too 

dependent in adulthood (Mellody, 1989). The parent became 

enmeshed with the child by taking total care of them and not 

explaining anything or expecting anything of the child. 

Children whose needs and wants were ignored or neglected by 

their caregivers usually experience being needless and 

wantless. Such children were not aware of their own needs 

because they were never identified. As adults they often 

work hard to take care of the needs of others without giving 

any attention to their own needs (Mellody, 1989). So, in 

disengaged families, needs were neglected (Evans, 1988). 

One of the inevitable consequences of family intimacy 

dysfunction is boundary inadequacy. Boundaries define one's 

space such as personal territory. They also protect one's 

individuality and separate one from other people. There can 

be ambiguous, overly rigid or invasive boundaries in 

dysfunctional families (Coleman, 1988). Codependents have 

no real sense of boundaries between themselves and others. 

This interferes with them developing a healthy sense of 

identity. Therefore they are not sure who they are, what 

satisfies them, what makes them happy, or what they want 

(Cleveland, 1987). If as children they have their 

boundaries violated, they have learned that to ask is to be 
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turned down, to be needy is to be shameful, the value of 

themselves is in caretaking others, and to mistrust their 

own needs, feelings or reality. This is early training for 

codependent behaviors (Evans, 1988). 

Chemical Abuse 

For children in a family where there is alcoholism or 

addiction the combination of the chemical abusing parent and 

the codependent (enabling) parent results in neither parent 

being responsible and available on a predictable basis. 

Children are affected not only by the alcoholic parent but 

also by the nonalcoholic parent (if there is one) and by the 

abnormal family dynamics created as a consequence of 

chemical addiction (Black, 1981). While children are 

growing up in homes affected by chemical addiction they 

suffer their indignities and losses alone . . . alone 

because they don't perceive help and support as being 

available from anyone. They learn to rely on themselves, 

that their needs are not important and that the way to get 

noticed is to care for other's needs. 

Claudia Black (1981) demonstrated from her own research 

studies that should a child of an alcoholic neither become 

alcoholic nor marry an alcoholic emotional and/or 

psychological problems develop which may cause problems for 

this person in adulthood. They have difficulty identifying 

and expressing feelings. They become rigid and controlling. 
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Some become overly dependent on others and they feel no 

sense of power or choice in the way they live (Black, 1981). 

A survey conducted by Mellody (1989) comparing random 

patients and those receiving mental health care indicated 

that 39 percent of those receiving mental health care had at 

least one member of the family using chemicals at the 

"circumstantial level" as compared to 25 percent of the 

total clinical group. Mellody concluded that chemical use 

and associated problems such as codependence are significant 

factors affecting families (Mellody, 1989). When a 

substance abuse problem of any type worsens in the family 

there is a greater chance that an instance of child abuse or 

neglect will occur. Multiple substance abuse has been 

correlated with multiple forms of child maltreatment as 

compared to the families where the abuser had problems with 

a single chemical (Bogdaniak & Piercy, 1987). Alcoholism 

and physical violence have been found to frequently occur 

simultaneously. Sixty-six percent of children raised in 

alcoholic families have been physically abused or have 

witnessed the abuse of another family member (Black, 1981). 

Physical Abuse 

When one thinks of physical abuse, a picture of a badly 

beaten, chronically black and blue child comes to mind. In 

reality, battering and abuse may be much more subtle and 

infrequent with barely visible results. Physical abuse can 
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occur in the form of pushing and shoving, grabbing, 

pinching, or choking, or in bruises and broken bones (Black, 

1981), overt abuse is out in the open. Everybody can see 

it. To the child the reality is clear. Covert abuse is 

hidden, devious and indirect. It is comprised of things 

that are suggested (such as threats) rather than visible, 

covert abuse is more difficult to recover from (Mellody, 

1989). Physical abuse is a dangerous and potentially 

dangerous fatal problem not only for the victims but for the 

other family members as well (Black, 1981). 

Physical abuse is, of course, a physical boundary 

violation. It teaches children that they have no rights or 

control over their own bodies. A child who is regularly 

intruded upon physically doesn't ever learn they can say 

"no". They in turn grow up into adults who believe this 

(Evans, 1988). When a child is physically abused the attack 

on their body tells them their body is not worth being 

respected and that they have no right to control what 

happens to their body. In effect, the parent takes control 

of the child's body and the child loses the control 

(Mellody, 1989). 

One of the inevitable consequences of physical abuse or 

neglect is the development of feelings of shame (Coleman, 

1987). Shame is a feeling of unworthiness or sinfulness. 

Shame inhibits an individual from feeling worthy of an 
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intimate relationship. Feelings of shame are a result of 

some type of family intimacy dysfunction and the main cause 

of continued intimacy dysfunction and compulsive behaviors 

in adulthood (Coleman, 1987). 

Family environment predisposes an individual toward 

physical and or sexual abuse in their adult relationships 

(Coleman, 1987). In a study of 100 cases of wife battering 

by Coleman (1987), a high incidence of family of origin 

violence was found in the families of both partners as well 

as alcoholism. Violence is all too common in chemically 

dependent and codependent families (Coleman, 1987). In 

another study by Coleman (1987), social histories were 

collected on 178 patients who were being treated for 

chemical addiction. Eighty-four percent reported a history 

of child abuse and neglect. 

Physical abusers themselves tend to be abused people 

and have spouses and other family members who were abused as 

well (Farber & Joseph, 1985). The literature on the abusing 

parent shows a striking pattern (Coleman, 1987). They, 

themselves were once victims. The child is the father of 

the man. The capacity to love is not inherent, it must be 

taught to the child. Character development depends on love, 

tolerance and example. Many abusing parents were raised 

without this love and tolerance and in turn do the same to 

their children (Coleman, 1987). Children in battered 
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families will develop an almost identical denial process as 

the children in alcoholic homes. The goal of these children 

is to attempt to live through these problems so they 

minimize the conflict, adjust, placate, act-out, drop-out, 

do anything, but be sure to survive. Then they grow up into 

adults who recreate a family of their own with the same 

circumstances, saying all along "It will never happen to me" 

(Black, 1981, p. 1). 

Sexual Abuse 

Although a child has a natural capacity to respond to 

sexual stimulation in a childlike way, whenever an adult is 

being sexual with a child, the experience is abusive for the 

child. Sexual abuse is bodily sexual activity with a child 

or touching in a sexual way. This includes intercourse, 

oral/anal sex, masturbating, sexual hugging, kissing, and 

touching. When any of these are done by a family member the 

abuse is called incest. When done by a nonfamily member 

they're called child molestation (Mellody, 1989). 

An estimate has been made that 25 percent of all women 

and nearly the same percent of all men in the United States 

are sexually abused before the age of 18. More than 70 

percent of these abuse cases are committed by a family 

member or a close friend (Yearly, 1982). Twenty-five 

million children under the age of 11 live in homes where 

they are sexually abused. Most victims of incest families 
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are initially approached between the ages of five and eight 

with the incestuous activity usually continuing for a 

minimum of three years (Black, 1981). 

Incestuous families are often tightly knit. They bind 

themselves together with ropes of mutual dependence, a fear 

of separation and secrecy. The parents fail to meet the 

children's need for nurturance. Nurturance becomes 

sexualized. The parents turn to their children to meet 

their nurturance needs (Jarus & Kuch, 1987). The most 

prevalent form of adult/child incest is identified as 

father/daughter incest. An estimated 75 percent of reported 

cases involve fathers and their daughters (Brucki, 1986). 

Studies have found that incestuous fathers may have the 

characteristics of becoming dominant over other family 

members, socially distant from other people and possibly 

religious figures in their family. Violent and alcoholic 

fathers were also predominant in the studies (Brucki, 1986). 

A high correlation between incest and chemical abuse among 

perpetrators can be found. There is a significant 

probability that these will be interfacial issues (Yearly, 

1982) . 

It may be that the female who is sexually involved with 

her father adjusts to the distress or anxiety produced by 

this relationship by either distancing herself from males 

generally or if she experiences strong, unmet dependency 



34 

needs, she will search out dependent relationships with 

other men. Such liaisons would simultaneously provide for 

father-daughter distance and the possibility of meeting 

passive-dependent needs (LaBarbera, 1984). Subjects who 

reported sexually seductive behavior by their fathers 

attributed more damage to male sexuality and female 

competition, perhaps reflecting discomfort and fearfulness 

in sexual situations. With father-daughter incest the 

marital relationship of the incestuous family is typically 

impaired. Another relevant family variable is the extent to 

which the father fosters independence of the daughter by 

discouraging the daughter's age-appropriate autonomy, 

supporting dependency (LaBarbera, 1984). 

The mother is viewed as powerless. She puts up with 

the incest because she is dependent on her husband and does 

not feel she can influence the situation. Another reason 

that the mother may not protect the daughter is because she 

is fearful of violence or retaliation from her husband 

(Jaruis & Koch, 1987). Mothers are usually a dependent 

individual who allows the daughter to assume the mother's 

responsibilities. This is usually a repetition of what 

happened with her own mother. 

Because the victims of sexual abuse have not been 

permitted a normal childhood, they often have unmet 

dependency needs. Abused by their fathers and frequently 
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neglected by their mothers, yet dependent on these parents 

for care and affection, these children experience intensive 

ambivalence toward both parents. There seems to be a 

general confusion of roles and weakened impulse control 

within the structure of the family (Brucki, 1986). A 

recurrent impression of incest is that the incest victim 

suffers adverse consequences in their ability to establish 

and maintain satisfying heterosexual relationships. 

Victim's heterosexual relationships have been described as 

compulsive and emotionally dependent (LaBarbera, 1984). 

Long term effects for the incest victim are those 

behaviors, attitudes or opinions that the victim has or 

displays years after the incident(s). An adult may 

experience feelings of depression and unresolved guilt and 

shame. They may experience perpetual low self-esteem that 

inadvertently leads to feelings of worthlessness, 

helplessness, dependency, and suicidal ideations. The adult 

may find they have difficulties in normal sexual 

relationships, intimacy, expressing feelings, and trust. 

Anxiety, unsuccessful friendships and marriages, and a 

confusion in sexual identity are not uncommon. They also 

experience a total lack of control over their whole life 

(Brucki, 1986). The physical act of being victimized, 

combined with improper role modeling and nurturing, feelings 

of fear, guilt and anger lead to severe depression and/or 
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delinquent behaviors. These victims carry emotional and 

psychological scars into adulthood. Many of these adult 

children who have been sexually victimized marry a spouse or 

become a parent themselves who in turn victimize their own 

children, confusion about trust and sexuality and who they 

are cause victims to repeat these psychological dynamics in 

their adulthood continuing the unhealthy cycle (Black, 

1981). 

Treatment and Recovery 

Many of the traits of codependency are learned adaptive 

behaviors to dysfunctional environments. Growing up amongst 

chemical abuse, physical and/or sexual abuse will probably 

result in at least some self-defeating behavior. Long after 

the dysfunctional childhood, the remains of fear, shame and 

hopelessness remain (Sierra Tucson, Co., 1989). The 

dysfunctional adaptions such as chemical dependency, food, 

sex, gambling, or work just to name a few provide initial 

relief from the pain. But like all addictive cycles, the 

illusive answer only feeds the pain and the destructive 

cycle is repeated (Sierra Tucson, Co., 1989). 

The good news is that so many people now have options 

to recover from the addictive disease of codependency and 

the issues that occur as a result of coming from a 

dysfunctional family. Treating codependent individuals has 

an innocuous effect on their families and breaks the 
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intergenerational chain of codependency (Cleveland, 1987). 

For people who's source of guilt and shame is a result of 

physical, sexual or emotional abuse as children, therapy is 

needed to work through these experiences as adults (Coleman, 

1987). Codependency affects the mind, body and spirit. In 

order to recover, a person must address all three areas and 

understand the cause of dysfunction in all the areas 

(Mellody, 1989). Therapy is a healing of wounded minds, 

emotions and spirits just like the way physical therapy 

heals a wounded body (Wegscheider-Cruise, 1988). 

There is a 12 step program for codependents adopted 

from Alcoholics Anonymous that is imperative in continuing 

the recovery process. This involves the steps, meetings and 

obtaining a sponsor that one is in regular contact with. 

Restructuring coping mechanisms is important in treatment 

such as assertiveness skills, self-esteem issues, problem-

solving, communication skills, and values clarification 

(Bogdanick & Piercy, 1987). Because self-esteem is one of 

the most pervasive and crippling symptom of codependency, 

high self-esteem building is one of the most precious goals 

of treatment (Mellody, 1989). 

Since codependency is the result of dysfunctional 

parenting that abuses normal characteristics of children by 

harmful actions or by neglect, recovery involves reviewing 

the past to identify formative experiences in early life 
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that were less than nurturing or abusive. Getting the 

history straight is the second vital step in the process of 

recovery from codependency. Facing its existence at all is 

first (Mellody, 1989). All positive change for codependents 

begin as they come out of the denial and delusion about 

their own codependency and history and treat themselves 

first. They need to learn how to intervene on the disease 

in their own lives (boundaries, respect for their own 

reality, becoming responsible for their own needs and wants, 

etc.). Recovery from codependence is more like being in 

remission from something like diabetes. As long as a 

diabetic continues to follow the prescribed treatment he/she 

can live an active life as a nondiabetic. If they don't, a 

relapse can occur at any time. As long as the codependent 

follows a recovery program they can lead more healthy, 

functional lives. But they are subject to relapse if they 

think they no longer need to work a recovery program 

(Mellody, 1989). 

Recovery is a life-long process. It isn't about just 

doing. It's about being—being fully alive, aware and 

invested in day-to-day reality, meaning and joy. Recovery 

is possible (Wegscheider-Cruise, 1988). 

Summary 

A review of the literature on codependency examining 

the history of this disease and the symptoms as well as the 
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relationship between codependency and the family of origin 

beginnings consistently yields the following conclusions: 

(1) there is a strong significant relationship between 

codependency and a child's, parent's chemical abuse, (2) 

there is a significant relationship between codependency and 

reported child physical abuse and reported child sexual 

abuse. However, at this point, no significant research was 

found examining the relationship between age, marital 

status, the individual's own drug use or specific 

relationships between family of origin dysfunctional 

characteristics and codependency. There is a great need for 

this research which would provide a greater overall 

perspective of codependency. 
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CHAPTER 3 

METHODS AND PROCEDURES 

The purpose of this chapter is to present the methods 

and procedures of this study. The chapter has been divided 

into four sections: (1) selection of subjects and sampling 

procedures, (2) apparatus, (3) procedures and methods, and 

(4) treatment of the data. 

Selection of Subjects and Sampling Procedure 

The subjects in this study consisted of 160 adult male 

and female in-patients from a dependency treatment center in 

Tucson, Arizona. The center is a 134 bed residential center 

for the treatment of addictions and mental, emotional and 

behavioral disorders. It is licensed as a 

psychiatric/substance abuse facility by the state of Arizona 

and accredited by the Joint Commission on Accreditation of 

Health Care Organizations. The average length of stay is 31 

days. 

Eighty-five percent of the center's patients are from 

out-of-state. All of the states and other outside foreign 

countries have been represented. The majority of the 

patients are ultimately self-referral deciding to come into 

treatment on their own. Most payment for treatment is at 

least 80 percent covered by individual insurance companies. 
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The majority of the patients are middle to upper income, 

Anglo with an average age around the mid-thirties, although 

the sample population age range is from 17 to 70. At least 

50 percent of the sample was married, 25 percent single and 

the rest divorced or separated. 

Treatment is an "open-ended" program, meaning that a 

patient stays in treatment until their treatment plan is 

successfully completed. This normally takes about a month. 

Many assessments are done for each patient before, during 

and after their treatment. An initial phone assessment is 

done before a patient arrives at the center to determine if 

they are appropriate for treatment. Upon arrival, a patient 

will complete a nursing assessment with a registered nurse 

to get an initial history. During the first two days of 

their stay they will have a history and physical assessment, 

complete numerous psychological tests including MMPI, 

Shipley and the Incomplete Sentence Blank, in which a 

composite assessment review will be compiled, a psychiatric 

evaluation and a psych-social assessment completed. Upon 

discharge the patient will complete one more psychiatric 

evaluation in which a discharge summary will be completed by 

the doctor. 

The 160 records which made up the population sample 

were chosen at random from those of all patients that 

completed treatment from the dates October 1988 through 
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October 1989. These were the records that have the 

completed Dependency Assessment Scale chosen in them. 

Records were chosen completely at random not discriminating 

against differential admitting diagnosis. 

All information gathered about individual subjects for 

the purpose of this study was coded for the purposes of 

record-keeping in order to ensure subjects anonymity and 

confidentiality. Similarly, protection of subjects was 

ensured vis a vis the Human Subjects Guidelines of the 

University of Arizona. 

Apparatus 

The Dependency Assessment Scale (DAS) used to access 

the level of dependency of the patients was developed by Dr. 

Richard Rawson. Dr. Rawson has been a recognized researcher 

and assistant research psychologist at UCLA since 1974. Dr. 

Rawson had reviewed other dependency scales such as the 

Fraile Scale and various other scales but none had suited 

the needs in which he was looking for, so he decided to 

develop his own. 

In 1987, a study was done in which 100 codependents 

were surveyed and interviewed. Information from their 

charts was also reviewed. Dr. Rawson and his assistant 

researchers attempted to pull out certain consistent and 

frequent statements heard from the codependents. In Part I 

of the DAS the statements focus on the statements about the 
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attitude, behavior and characteristic feelings of the 

codependent. They were put together in a format of 30 

true/false statements in which 10 focused on attitude, 10 on 

behavior and 10 on feelings. The true/false items were 

designed to distinguish the involvement of behavior, 

attitude and the emotions of the codependent. 

Part II was also drawn from the statements made by the 

100 codependents. Twenty of the statements with the 

greatest frequency were selected and were put together in a 

Likert-type scale; one being they strongly agree with the 

statement to five being they strongly disagree. These areas 

are also targeted at how people think, feel and behave. 

The dependency level is measured in comparison to a 

scale the developer created. The level of dependency range 

consists of no significance, mild, moderate, severe, and 

profound. The highest level scored on either scale is what 

is used as a basis for treatment and what was used as the 

level of dependency in this study. 

The DAS is an empirically derived instrument. It has 

not been validated. However, an establishment of validity 

and reliability is on the way (and based on counselor's 

perceptions, face validity is reliable). Conclusions based 

on codependency are tentative due to the reliability and 

validity factors. The treatment center has adopted this 

measure to see if it would accurately and usefully measure 



44 

the syndrome of codependency. It is hoped this study will 

provide some validation for the scale. 

The family of origin information was gathered by a 

social history instrument developed by the treatment center. 

This instrument gathers all information about the patient 

from past family of origin information to the present. This 

instrument's results were correlated to the DAS results. 

Procedures and Methods 

The survey of the in-patient records was conducted from 

November 1, 1989 through November 30, 1989, taking 

approximately one month to complete. 

There is currently a uniform standard of composition 

and contents of the patient's records. Each chart for the 

most part contains all the information needed readily 

accessible being: a face sheet indicating the patient's age 

and marital status; a typed discharge summary from the 

doctor of the patient's discharge diagnosis. Both Axis I 

and Axis II diagnosis are stated and can also be used as an 

indication of whether the patient is chemically dependent; a 

typical summary of the psyco-social history and the psyco-

social history paperwork itself which contains all the 

family of origin information, sexual preference and level of 

dependency. Due to this uniformity of charts, gathering 

data was quick and efficient. 
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Data was scored directly onto a computer coding sheet. 

The first column was the patient's sex. Next, column two 

and three was the patient's age. Column five was the 

patient's marital status. All this data can be accessed 

from the pink face sheet at the front of the chart. Next in 

the chart is the medical discharge summary which will 

contain the discharge diagnosis for both Axis I and Axis II. 

From this information the patient's chemical use can be 

determined which is recorded in column four. This was 

divided into three levels: no diagnosed chemical dependence, 

experimented with same consequences and dependence. Column 

six and seven was where the DSM III Axis I diagnosis was 

recorded. This was divided into 12 diagnosis, each 

diagnosis having a number assigned and that number recorded. 

Column eight and nine was for Axis II recorded just as Axis 

I. Next in the chart was a typed copy of the psyco-social 

summary followed by the actual psyco-social paperwork. From 

this assessment all of the family of origin information, 

sexual preference and patient's Dependency Assessment Scales 

with the level of dependency scored was found. Column ten 

was where the mother's chemical abuse as reported by the 

patient was recorded. Column eleven was the father's 

chemical abuse reported. Column twelve and thirteen was 

where the reported dysfunctional family characteristics were 

recorded. These were determined by counting the number of 
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characteristics the patient checked in the list. Column 

fourteen was reported physical abuse of the patient. Column 

fifteen was reported sexual abuse. Column sixteen was 

sexual preference and column seventeen was the level of 

dependency scored on the Dependency Assessment Scale (DAS). 

The DAS is split into two parts. The higher level scored of 

the two parts was recorded since the highest level is what 

treatment is based on. There are five levels of dependency 

recorded; no significance, mild, moderate, severe, and 

profound. It was helpful to have the scoring sheet handy in 

case the DAS score was not visible and manual scoring was 

necessary. 

Those records containing ambiguous or missing 

information were eliminated from the study. Consistency of 

rating was increased by having the researcher function as 

the sole rater for all 160 records. 

Treatment of the Data 

Results were first analyzed according to a raw 

distribution of frequency counts for all variables 

including: sex, age, patient chemical abuse, marital 

status, DSM III, Axis I, and Axis II, mother's reported 

chemical abuse, father's reported chemical abuse, family of 

origin characteristics, reported physical abuse, reported 

sexual abuse, sexual preference, and level of dependency. 

Range, means, modes, and medians with standard deviations 
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were reported for age and family of origin characteristics. 

A cross tabulation of gender by all variables was done as 

well as a cross-tabulation by age for DSM III Axis I and 

Axis II and for reported mother's and father's chemical 

abuse, reported physical and sexual abuse. 

A chi-sguare was computed comparing patient's chemical 

use and level of dependency to determine if there was a 

relationship between the two. Then a Spearman Rho was 

calculated to determine the strength of the relationship. A 

contingency coefficient was calculated to determine the 

variability of level of dependency shared by patient's 

chemical abuse. 

Chi square were also calculated comparing reported 

physical and/or sexual abuse with level of dependency and 

patient's chemical abuse with level of dependency and 

parent's chemical abuse with level of dependency. A 

contingency coefficient was calculated for each chi-square 

to determine the strengths of the relationships. A Spearman 

Rho was computed to determine the strength of the 

relationship between family of origin characteristics and 

level of dependency. Lastly, means were generated for each 

DSM III Axis I and Axis II diagnosis to be graphically 

shown. 



48 

Summary 

This chapter outlined the methods and procedures of 

this study and the treatment of the data. The following 

chapter will report all the findings from the research and 

will compare them to the original hypotheses and known 

research. 
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CHAPTER 4 

RESULTS 

This chapter presents the results of this study-

designed to look at what specific variables effect 

codependency. The purpose was focused on determining if 

specific clusters of problems stand out as being 

characteristic of people seeking help for codependency. 

This research was set up to evaluate, primarily, if an 

individual's family of origin history would effect their 

codependency level. The research also looked at demographic 

variables and DSM III diagnoses as contributing factors in 

codependency. 

The specific objectives of this study addressed the 

following: 

1. Is a subject's chemical use related to their level 

of codependency? 

2. Will reported childhood physical and/or sexual 

abuse increase a subject's codependency level? 

3. Will reported chemically abusive parents increase 

a subject's codependency level? 

4. Will the codependency level increase as number of 

dysfunctional family of origin characteristics 

increase? 
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5. Does DSM III diagnoses relate to certain levels of 

codependency? 

This chapter will analyze the data obtained from 160 

patients from a dependency treatment center. Demographics 

and family of origin information were gathered from a social 

history form. A Dependency Assessment Scale (DAS) was 

completed and obtained from each patient's chart. The DAS 

was then scored and a level of codependency was computed and 

used as a basis for comparison. 

Population Break Down 

Table 1 indicates the number and percent by gender of 

the sample. Forty-five percent of the sample were males and 

fifty-five percent were females, giving a fairly even 

distribution by gender. 

Table 2 provides distribution of ages of the sample. 

The age range was from 17 to 70 with the most common age 

being 34. Both the mean and the median were, 36 years with a 

standard deviation of 10.93. The age range was grouped into 

10 sub-groupings with the highest percentage of ages falling 

into the thirties. 

A comparison of age, gender and diagnosed chemical 

dependency is shown in Table 3. This table includes a 

breakdown by gender and percent then gives the total number 

in each group and percent. There is a fairly equal 

representation of both chemical dependents and non-users. 
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Table 1. Number and percent of sample by gender. 

Gender N % 

Male 72 45 

Female 88 55 

Table 2. Number of study participants by age and gender. 

25 and 26 to 35 to 44 to 51 and 
Gender under 34 43 50 over 

Male 13 27 18 8 6 

Female 15 16 32 12 13 

Total 28 43 50 20 19 

Table 3. Patient chemical use by gender. 

Patient Male Female Total 
Drug Use N % N % N % 

NO Diagnosis 29 18 50 31 79 49 

Experimented 2 1 5 3 7 4 

Dependency 41 26 33 21 74 47 
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Forty-nine percent of the sample had no diagnosis of 

chemical dependency, a higher number of those being women 

and forty-seven percent having been diagnosed as chemically 

dependent, consisting of an equal number of males and 

females. Only a very small percentage fell into the group 

of experimentation. For the purpose of this table and the 

following tables, age was grouped again into five 

subgroupings. The majority of chemical abusers were between 

the ages of 17 and 34 in comparison to the subjects having 

no diagnosis of chemical dependency being mostly 35 and 

above. 

A similar comparison of gender and marital status is 

shown in Table 4. The majority of the subjects were in the 

never been married group consisting of 37 percent or the 

married group consisting of 43 percent being the largest 

rating group. Seventy-three percent of the never been 

married are between the ages of 17 and 34 while the married 

group consisted more of late thirties and above. 

The distribution of DSM III diagnoses of Axis I and II 

are depicted in Tables 5 through 8. Tables 5 and 6 give the 

distribution of diagnosis for each axis by gender showing 

the number and percent for each sex in each diagnosis as 

well as the total number and percent for each diagnosis. 

Tables 7 and 8 give the distribution of diagnosis for each 

axis by age grouping. 



Table 4. Marital status by gender. 

Marital Male Female Total 
Status N % N % N % 

Never been 
married 32 20 27 17 59 37 

Widow 2 1 2 1 

Married 30 18 40 25 70 43 

Divorced 6 4 15 9 21 13 

Separated 4 3 4 3 8 5 
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Table 5. DSM III diagnosis Axis I by gender. 

DSM III Male Female Total 
Diagnosis N % N % N % 

Polysubstance 
Dependency 

30 19 23 14 53 33 

Major depression 15 9 35 22 50 32 

Alcohol dependency 12 8 11 7 23 14 

Obsessive compulsive 
disorder 

1 >1 1 >1 2 1 

Post-traumatic 
stress and disorder 

2 1 2 1 

Adjustment disorder 3 2 10 6 13 8 

Depressive disorder 2 1 2 1 

Bipolar disorder 1 >1 1 >1 2 1 

Deffered 1 >1 1 >1 2 1 

Sexual disorder 5 3 1 >1 6 4 

Panic disorder 2 1 2 1 

Dysthymia 2 1 1 >1 3 2 
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Table 6. DSM III Diagnosis Axis II by gender. 

DSM III Male Female Total 
Diagnosis N % N % N i 

None 51 32 

Dependent 4 3 
personality 
disorder 

Borderline 
personality 

Self-defeating 2 1 
personality 

Obsessive/ 6 4 
compulsive 
disorder 

Histronic 
personality 

Schizotypal 2 1 
personality 

Deferred 4 3 

Narcissistic 1 >1 
personality 

Dysphoria 1 >1 
disorder 

46 29 

23 14 

97 

27 

61 

17 

12 

1 >1 

1 >1 

1 >1 

5 

2 

3 

1 
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Table 7. DSM III diagnosis Axis I by age. 

DSM III 25 and 26-34 35-43 44-50 50 and 
Diagnosis under over 

Polysubstance 
abuse 

17 30 33 12 

Major 
depression 

Alcohol 
dependency 

Obsessive/ 
compulsive 

PTSD 

Adjustment 
disorder 

1 

3 

1 

1 

Depressive 
disorder 

Bipolar 
disorder 

Deffered 

Sexual 
disorder 

1 

2 

Panic 
disorder 

Dysthymia 



57 

Table 8. DSM III diagnosis Axis II by age. 

DSM III 25 and 26-34 35-43 44-50 50 and 
Diagnosis under over 

None 

Dependent 
personality 
disorder 

Borderline 
personality 

Self-defeating 
personality 

Obsessive/ 
compulsive 
disorder 

Histronic 
personality 

Schizotypal 
personality 

Deferred 

Narcissistic 
personality 

Dysphoria 
disorder 

17 

5 

30 

3 

1 

2 

33 

6 

6 

5 

12 

5 
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Forty-seven percent of the subjects were diagnosed as 

either polysubstance or alcohol dependent. The gender was 

evenly distributed between the two sexes. Out of the 

remaining 53 percent, 32 percent of those were diagnosed 

with major depression, the majority of those being women 

(Table 5). 

Sixty-one percent of the subjects were diagnosed with 

no Axis II diagnosis, with an even distribution of both 

sexes (Table 6). The next highest rating diagnosis was 

dependent personality consisting of 17 percent of the 

population. A final notable point is although borderline 

personality consisted of only five percent, all of these 

were female. 

The distribution of DSM III diagnoses on Axis I 

including the distribution by age is shown in Table 7. 

Seventy percent of the polysubstance dependency were between 

the ages of 26 and 33. Fifty-two percent of alcohol 

dependence was between the ages of 35 and 50. Eighty 

percent of the bipolar were in the age range 50 and above. 

Table 8 depicts Axis II diagnosis by age distribution. 

No Axis II diagnosis was evenly distributed throughout the 

age range. The dependent personality was evenly distributed 

throughout the age range. Seventy-five percent of the 

borderline diagnosis were between the ages of 26 and 43. 
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Eighty-three percent of obsessive/compulsive personalities 

were over the age of 35. 

Tables 9-11 are focused on the distribution by gender 

and age among family of origin characteristics and 

experiences giving an overall picture of the reported 

childhood history of the subjects as they reported it. 

Four of the main hypothesized variables contributing to 

codependency are; mothers and father's chemical abuse, 

physical and/or sexual abuse. A raw distribution of 

frequency of each variable for male and female is shown with 

percent. The total number for each abuse and percent are 

given (Table 4). Both males and females were more likely to 

report that their mother did not abuse chemicals compared to 

a more equal distribution of reports of a chemically abusing 

father and a non-abusing father among males and females. 

The numbers of physical abuse reports and no physical abuse 

were evenly distributed amongst males and females. 

Regarding the reports of sexual abuse, 23 percent more males 

reported no sexual abuse while females were equally as 

likely to report either sexual abuse or no sexual abuse. Of 

the total population, 41 percent reported sexual abuse while 

59 percent reported no sexual abuse. 

The distribution of abuse according to age is shown in 

Table 10. Throughout all the age ranges no mother's 

chemical abuse was reported more in comparison to 
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Table 9. Report of abuse by gender. 

Reported Male Female Total 
Abuse N % N % N % 

Mother's 
chemical abuse 

Yes 
No 

17 
55 

11 
34 

Father1s 
chemical abuse 

Yes 32 20 
No 40 25 

Physical abuse 

Yes 32 20 
No 40 25 

Sexual abuse 

Yes 
No 

17 
55 

11 
34 

29 
59 

18 
37 

46 
114 

29 
71 

46 
42 

29 
26 

78 
82 

49 
51 

44 
44 

28 
28 

76 
84 

48 
53 

48 
40 

30 
25 

65 
95 

41 
59 
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Table 10. Report of abuse by age. 

Reported 25 and 26-34 35-43 44-50 50 and 
Abuse under over 

Mother•s 
chemical abuse 

Yes 5 15 19 5 2 
No 22 28 32 15 17 

Father's 
chemical abuse 

Yes 15 26 21 8 8 
No 13 17 29 12 11 

Physical abuse 

Yes 9 28 24 8 7 
No 19 15 26 12 12 

Sexual abuse 

Yes 7 17 21 8 12 
No 21 26 31 10 7 
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Table 11. Identified dysfunctional family of origin 
characteristics. 

Male Female Total 
Family 
Characteristics 

N % N % N % 

0-4 
Characteristics 

23 14 9 6 32 20 

5-9 
Characteristics 

25 16 22 14 47 29.5 

10-13 
Characteristics 

15 9 32 20 47 29.5 

14-18 
Characteristics 

9 6 25 16 34 21 
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reported father's chemical abuse were more of an even 

distribution. Physical abuse was reported most in the 26-43 

year-old range in comparison to sexual abuse being reported 

most by the 50 and above range. 

Overall, the age range 25 and under were more likely to 

report no abuse, 35-43 year-olds reported about equal cases 

of abuse and no abuse and 44 year-olds and above were more 

likely to report no abuse. 

A distribution of identified family of origin 

dysfunctional characteristics are given in Table 11. The 

number of characteristics identified were grouped into four 

subgroupings; 0-4 characteristics, 5-9 characteristics,, 10-

13 characteristics and 14-18 characteristics. This table 

shows the distribution of characteristics by gender, showing 

the number and percent of each group as well as the total 

number and percent of each group. Overall, females reported 

more dysfunctional family characteristics than males. Sixty 

percent of the total sample identified 5-13 dysfunctional 

characteristics. 

A distribution of sexual preference showing the 

distribution of preference by gender, giving the number for 

each percent and the total number and percent for each group 

is shown in Table 12. Heterosexuals made up the greatest 

portion of the population, being 88 percent of the total 

sample for males and females. 
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Table 12. Sexual preference. 

Sexual Male Female Total 
Preference N % N % N % 

Homosexual 3 2 3 2 6 3 

Heterosexual 64 40 76 48 140 88 

Bisexual 1 >1 2 1 3 2 

Didn't answer 4 3 7 4 11 7 

A distribution of level of codependency including the 

distribution by gender into all five levels no significance, 

mild, moderate, severe, and profound is shown in Table 13. 

Forty-seven percent were diagnosed mild to moderate level of 

codependency and 49 percent were severe to profound, 

approximately an even split of the population. Males were 

more likely to be rated as mild to moderate codependency and 

more females were rated severe to profound codependency. 

Analysis of Specific Objectives and Questions 

First, this study questions whether subject's chemical 

abuse is related to their codependency level. Table 14 

depicts a chi-square calculating the relationship between 

subject's chemical abuse and level of codependency. From 

the analysis chi-square value = 15.77 with 8 df with a 
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Table 13. Level of dependency. 

Level of Male Female Total 
Dependency N % N % N % 

No significance 3 2 3 2 6 4 

Mild 12 8 9 6 21 14 

Moderate 28 18 24 15 52 33 

Severe 23 14 39 24 62 38 

Profound 6 4 13 8 19 11 

Table 14. Subject chemical use by level of codependency. 

Subject 
Chemical 
Use 

None Mild Moderate Severe Profound Total 

No 
Diagnosis 

2 4 25 36 12 79 

Dependency 4 16 26 22 6 74 

Total 6 20 51 58 8 153 
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significance level of .04. This value is statistically 

significant (p<.05), hence, in response to question one 

there appears to be a significant relationship between 

subject's chemical abuse and level of codependency. In 

examination of the cells when combining the two lowest 

levels of codependency (none to mild) and the two highest 

levels (severe to profound) in comparison to the two levels 

of chemical dependency (no diagnosis and dependency), it can 

be seen that 23 percent of the people, none to mild 

codependency, reported no diagnosis of chemical dependency 

compared to 77 percent of the people having no diagnosis of 

chemical dependency rating severe to profound. Sixty-three 

percent of the people, none to mild codependency, had a 

diagnosis of chemical dependency compared to 37 percent with 

a chemical dependency diagnosis rating severe to profound. 

A Spearman Rho was calculated to address the strength 

of magnitude of the relationship between subject's chemical 

abuse and level of codependency. The coefficient was -.26 

with a significance level of .000 statistically significant 

(p<.05). The negative sign indicates that as scores on 

level of codependency increase, subject's chemical abuse 

decreases when this coefficient is squared it indicates that 

6.88 percent of the variability of level of codependency is 

shared by subject's chemical abuse. 
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Question two addresses whether reported physical and/or 

sexual abuse will increase a subject's level of codependency 

and comparison of reported physical and sexual abuse and 

level of codependency is shown in Table 15. A chi-square 

value of 33.47 with 12 df and a significance level of .000. 

The value was statistically significant (p<.05), hence, in 

response to question two, there is a significant 

relationship between reported physical and sexual abuse and 

level of codependency. A contingency coefficient equated 

.40026 with a significance level of .002 being statistically 

significant (p<.04). 

In examination of the cells it is indicated that 59 

percent of the people with no abuse rated none to mild 

codependency in comparison to 22 percent of the no abuse 

group rating severe to profound. Physical abuse was almost 

evenly split not proving to be a significant factor of 

codependency. The sexual abuse group and both the physical 

and sexual abuse group are shown to be extremely significant 

variables contributing to codependency. Four percent of the 

people with reported sexual abuse rated none to mild 

codependency in comparison to 29 percent of the people with 

both physical and sexual abuse rating severe to profound. 

In response to question three whether parent's chemical 

abuse increases a subject's codependency level, a 
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Table 15. Subject abuse by level of codependency. 

Reported 
Abuse 

None Mild Moderate Severe Profound Total 

No abuse 5 11 23 14 4 57 

Physical 
abuse 

8 7 20 3 38 

Sexual 
abuse 

1 9 14 3 27 

Both physical 
and sexual 
abuse 

1 1 13 14 9 38 

Total 6 21 52 62 19 160 

chi-square comparing parent's chemical abuse and level of 

codependency is shown in Table 16. There is a chi-square 

value of 6.334 with 12 degrees of freedom and a significance 

level of .898. This value was not significant (p>.05), 

hence, in response to question three there is no significant 

relationship between parent's chemical abuse and level of 

codependency. 

Question four asks if the number of identified 

dysfunctional family characteristics increase will the level 

of codependency also increase. A Spearman Rho coefficient 

was calculated using a count of dysfunctional family of 

origin characteristics and level of codependency. The 



69 

Table 16. Parent's chemical abuse by level of codependency. 

Parent's 
Chemical 
Use 

None Mild Moderate Severe Profound Total 

None 3 8 23 24 6 64 

Mother1s 
abuse 

1 2 3 9 3 18 

Father1s 
abuse 

2 6 17 19 6 50 

Both mother1s 
and father's 
abuse 

5 9 10 4 28 

Total 6 21 52 62 19 160 

resulting coefficient was .40 with a significance level of 

.000 being statistically significant (p<.05). This 

indicates that as number of family of origin characteristics 

go up so does the level of codependency. If this 

coefficient is squared it indicates that 16 percent of the 

variability of level of codependency is shared by family of 

origin characteristics. 

Question five addresses whether certain DSM III 

diagnosis relate to level of codependency. Break down 

tables were done to generate means for each of the DSM III 

Axis I and Axis II diagnosis. They are presented 

graphically in Figure 1. Shown in Figure 1 are the four 
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diagnoses from Axis I and four from Axis II with the 

greatest cell size. Major depression was elevated with a 

score of 3.64 on the codependency scale, obsessive 

compulsive personality was elevated with a score of 3.56, 

and borderline personality rated the highest with a score of 

4.33 rating of codependency. Although it appears borderline 

personality is a significant indicator of codependency, 

scores may not be as statistically significant because of 

the overall small number of subjects in this group. 

Summary 

Results support four out of the five hypothesis about 

codependency identified at the beginning of this chapter: 

1. There is a significant relationship between 

subject's chemical abuse and level of 

codependency. As a subject's chemical dependency 

increases, level of codependency decreases. 

2. A significant relationship existed between 

physical and sexual abuse and level of 

codependency. When both physical abuse or sexual 

abuse alone are reported, level of codependency 

increases. 

3. A strong relationship of significance was shown 

between number of identified family of origin 

characteristics and level of codependency. As the 
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number of family characteristics increase, level 

of codependency increases. 

4. A significant relationship was shown between 

certain DSM III diagnosis and level of 

codependency. 

There was an insignificant relationship between 

parent's chemical abuse and level of codependency proving 

one hypothesis to be null, hence, parent's chemical abuse 

not being an indicator of codependency. 

The following chapter will include a summary of this 

study and the findings, conclusions drawn from the results 

and recommendations for further research and study of 

codependency. 
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CHAPTER 5 

CONCLUSIONS, DISCUSSION, RECOMMENDATIONS 

Conclusions 

Increasing numbers of people throughout the country are 

identifying themselves with the disease of codependency. A 

universal nerve has been touched. Codependency is no longer 

just a topic of interest to people but an illness for which 

they are seeking help. 

Codependency is defined as a pattern of painful 

dependence on compulsive behaviors and the approval of 

others in an attempt to find safety, self-worth and identity 

(Cruise, Gorski, & Schaef, 1989). The disease is amazingly 

difficult to see from the outside because its sufferers wear 

masks of adequacy and success designed to win others 

approval. But these victims are doomed to be on an endless 

treadmill of intensified experiences of shame, pain, fear, 

repressed anger, and personal failure. Facing codependency 

takes courage. It means embracing one's own history. 

Recovery means becoming aware, experiencing the feelings and 

making changes in dysfunctional behavior patterns. Recovery 

is possible. 

Most people do not understand much about how the 

disease works, the cause or the best way to treat it. This 
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study examines codependency in relation to some of the 

specific childhood experiences that stand out as being 

characteristic of people seeking help for codependency. The 

purpose of the study was an attempt to see if relationships 

existed to better define the disease, its cause and to use 

ideas of how to better treat this illness. 

The sample consisted of 160 adult male and female 

inpatients of a dependency treatment center located in the 

southwest. The majority of the patients were self-referral, 

middle to upper income, Anglo, with an average age of 36 

years. 

The instrument used to measure the level of 

codependency was a Dependency Assessment Scale (DAS). The 

scale consisted of two parts. Part I consisted of 30 

true/false statements and Part II consisted of 20 Likert 

scale type questions. The DAS was then scored and a level 

of codependency was computed and used as a basis for 

comparison. Family of origin information and demographic 

information was gathered from a social history form. The 

following variables were recorded: gender, age, marital 

status, patient chemical abuse, DSM III diagnoses Axis I and 

Axis II, reported parent's chemical abuse, reported physical 

and/or sexual abuse, number of identified dysfunctional 

family of origin characteristics, sexual preference, and 

level of codependency. 
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Data were analyzed according to a raw distribution of 

frequency counts for all variables. Range, means, medians, 

and modes with standard deviations were reported. A cross-

tabulation of age for DSM III diagnoses, reported parent's 

chemical, physical and sexual abuse. Three Chi-squares were 

done comparing patient's chemical abuse and level of 

codependency, comparing reported physical and sexual abuse 

and level of codependency and comparing parent's chemical 

abuse and level of codependency. A Spearman Rho was 

calculated to determine the relationship of family of origin 

characteristics and level of codependency. Finally, means 

were generated for each of the DSM III diagnoses. 

Findings confirmed four out of the five hypotheses. 

There was a significant relationship (p<.05) between 

subject's chemical abuse and level of codependency. As a 

subject's chemical dependency increases level of 

codependence decreases. A significant relationship (p<.05) 

existed between childhood physical and sexual abuse and 

level of codependency. When both sexual and physical abuse 

existed or sexual abuse sole level of codependency 

increased. A strong relationship of significance (p<.05) 

was shown between number of identified family of origin 

characteristics and level of codependency. As the number of 

identified family of origin characteristics increased so did 

codependency level. No relationship was shown between 
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parent's chemical abuse and level of codependency. Lastly, 

a significant relationship (p<.05) was shown between certain 

DSM III diagnoses and level of codependency. Major 

depression, obsessive compulsive personality and borderline 

personality were three of the highest positive correlations 

with level of codependency. 

Thus, in examining the relationship between family of 

origin dysfunction and codependency, it can be concluded 

that the results of this study are generally consistent with 

the hypotheses of this study and prior research. With the 

exception of lack of relationship between parent's chemical 

abuse and level of codependency the hypothesis that there is 

a relationship between family of origin dysfunction and 

codependency was shown. 

Discussion 

A further look at each of the hypothesis and the 

results will be discussed in this section. 

It was shown that as a person's chemical abuse goes up 

their level of codependency goes down. This is believed to 

be true because chemical abusers are acting out their 

codependency through their use of chemicals. Their drug of 

choice is a chemical instead of people. Generally what 

happens as a person gains two to three years of sobriety 

their codependency issues begin to surface. In regard to 

treatment in this area it is suggested that therapists who 
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are addressing individual's chemical addictions also explore 

and focus on family of origin issues in conjunction with the 

therapy. This approach may give more thorough treatment to 

individuals and decrease the likelihood of relapse or 

further need for extensive treatment again in the future. 

This study supported the hypothesis that reported 

childhood physical and/or sexual abuse of a subject would 

increase their level of codependency. This data also 

supports the findings of the previously reported research in 

Chapter 2. It is interesting to note that when looking at 

physical and sexual abuse separately, physical abuse was not 

a significant factor by itself of codependency. Part of 

this response may be contributed to the fact that society as 

well as therapists have a hard time defining physical abuse. 

What may be abusive to one individual may only be punishment 

to another. Data on the specific variable could prove to be 

different in the future as people begin to look at physical 

punishment of a child not as mere discipline but as actual 

abuse of the self. 

Child sexual abuse was indicated as being a strong 

significant factor of codependency. Sexual abuse is not 

only abusive to the child's sexuality but is also abusive 

physically, emotionally and intellectually. It is a 

violation of all personal boundaries sometimes to the point 

that the person loses all sense of self. Therefore, it can 
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be assumed if these issues go untreated a person will act 

them out in their adult lives. This acting out could be in 

the form of becoming perpetrators of abuse or living lives 

as the victims they once were, continuously getting into 

relationships that are abusive. Victims of child abuse have 

problems developing intimacy or trust. They become shut 

down with walls that surround them or have no boundaries and 

become overly dependent on others to meet their needs that 

the parental figures neglected. Child abuse makes the adult 

codependent•s journey toward recovery difficult but not 

impossible. Treatment needs to focus on how this abuse as a 

child is being played out in their adult lives and 

codependent behaviors to move beyond it and to live a life 

as a healthy adult. 

The findings of this study did not show a significant 

relationship between parental chemical abuse and 

codependency. This does not support what has already been 

written about this relationship. Again, it is difficult to 

define where to draw the fine line between chemical use and 

chemical abuse. Society and even the therapeutic 

environment is less likely to define someone as an alcoholic 

or addict. In comparison, people don't want to look at 

their parents in the light of being an alcoholic or an 

addict. They are much more likely to deny its existence and 

report no chemical abuse. Since this research was based on 
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the sole factor of reported abuse of the subject, only it 

may have affected the results. If the same analysis was 

done later in the subj ect1s treatment when some of their 

denial had been broken, results may have been different. 

This author still believes growing up in a chemically 

addicted family contributes to becoming codependent adults. 

The survival methods and roles obtained are mere symptoms of 

what codependency is. Treatment still needs to focus on 

parental chemical abuse contributing to codependency issues. 

Identified dysfunctional family of origin 

characteristics were a strong indicator of codependency 

level. This factor is one in which all other variables are 

also combined in it. When parental chemical abuse, physical 

or sexual abuse are reported, generally the dysfunctional 

family characteristics are also occurring. It stands to 

reason that this would be a significant factor of 

codependency. It is important for counselors and therapists 

to address the dysfunctional roles and messages individuals 

grew up with so the same patterns are not continued in their 

adult lives and current families. The dysfunction needs to 

be challenged and the reality of its basis explored. 

Lastly, research of this study supported the hypothesis 

that there is a significant relationship between certain DSM 

III diagnoses and codependency. The research in this area 

was limited because of the small sample size in most of the 
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diagnostic areas but some relationships were able to be 

seen. Major depression, obsessive compulsive personality 

and borderline personality were some of the most significant 

relationships with level of codependency. 

As it has been shown, dysfunctional and abusive 

parenting create abused children who adapt into codependent 

adults. The relationship exists between these family of 

origin variables and adult codependency. 

Recommendations 

The association found in this study between 

codependency and family of origin characteristics provides 

data for some of the already known therapeutic theories of 

codependency as well as a basis for therapeutic treatment. 

It is hoped that this study may be just a beginning of 

further research on this still complex syndrome. Many 

different variables of codependency could be looked at 

besides the ones assessed in this study. Educational 

background may play a part in one's codependency level and 

their own individual awareness of the symptoms. Vocation is 

another variable that may effect codependency. An 

individual who operates primarily on the cognitive level may 

be less different than one who related primarily on a 

feeling level. Religious-background is a factor that could 

be looked at. Certain religions may produce shame based, 

codependent people. Other current addictions besides 
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chemicals may be significant in comparison to codependency 

levels such as sexual addiction, work addiction or eating 

disorders. 

Using a more heterogeneous sample is recommended in 

further research. The sample used was primarily upper-

middle class Anglos and cannot be generalized to other 

populations. Different ethnic groups, economic levels and 

samples outside the treatment setting would provide more 

validity for these findings. Another homogeneous factor of 

this sample was age. The sample consisted entirely of 

adults. To further the research on adolescent treatment a 

study such as this one could prove highly useful using a 

primarily adolescent population. It would also provide a 

greater overall picture of the beginnings of codependency at 

an early age. 

Research on the comparison of DSM III diagnoses and 

codependency was limited because of the small sample size in 

many of the diagnoses. Further research on this variable 

alone using larger sample sizes or focusing on just a few 

diagnoses is recommended. This would be particularly 

helpful in assuring a diagnosis of codependency in the DSM 

III manual. 

The data of this study were obtained from initial 

assessments of subjects. Further research may want to use 

assessments done after treatment in comparison to 
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codependency level. Also, all abuse variables were recorded 

as the subject reported them and a different measure of 

these may be more useful and reliable in further studies. 

Codependency is a term used to describe an umbrella of 

many different symptoms and dysfunctions. It is recommended 

to the therapists and treatment programs of the future to 

become more knowledgeable and educated on what codependency 

is, how it begins and how it is currently affecting many of 

the lives of the ones who seek help, relief and answers to a 

journey of life that up until this point had been painful, 

unfulfilling and unmanageable. 

Summary 

Codependency has run rampant across the culture. 

Claudia Black (1981) claims it is a disease that affects 96 

percent of society. People are recognizing it more and more 

in their own lives and treatment centers are becoming 

flooded with codependents. 

Some say it's a disease that starts at conception, 

others at birth. This author believes it begins in 

childhood. Codependents are products of generations of 

dysfunction. It begins with child abuse and that is exactly 

where treatment needs to focus. 

It's a new name for an old game. Much is still unknown 

about codependency. New ideas are written about it every 

day, new approaches and new treatments seek to find the 
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answers. These times can be exciting if the practice of 

rigidity and resistance of new ideas and approaches can be 

set free. Society is ready. It can happen! 
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