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ABSTRACT 

 

Background: Children of Alcoholics (COAs) form a large but heterogeneous group. Along with genetic 
predisposition to develop dependence, COAs may inherit other comorbid mental disorders, that the alcohol 

dependence syndrome often presents with. Prevalence of psychiatric morbidity in children in general have 
been reported to be around 6.46 % in Indian studies. Studies done with COAs have shown mixed findings, 
reporting both internalizing, externalizing and other behaviour problems. With dearth of Indian studies 
assessing psychiatric morbidity in COAs, a study was conducted to assess same. 

Methodology: A cross sectional study was conducted in private de-addiction centre in South India. Sixty-
five children in age group of 6 to 18 years, whose fathers were admitted for alcohol dependence syndrome, 
were assessed along with their primary care giver using a semi-structured socio-demographic proforma and 
Kiddie-Schedule for Affective Disorder and Schizophrenia-Present and Lifetime version. Chi square and 

independent samples t test were used as appropriate. 

Results: 55.4% of the children had some lifetime psychiatric diagnosis. Around 21.5% of children had more 
than one lifetime diagnoses. Most common disorders found were anxiety disorders followed by mood 
disorders. Comparison of socio-demographic variables with respect to presence or absence of any lifetime 
psychiatric diagnosis, anxiety disorders, mood disorders and multiple diagnoses did not reveal any 
significant differences.  

Conclusion: Psychiatric morbidity in COAs was higher than in children in general population as reported 

in other studies. Having alcohol dependent males in de-addiction centres provides an avenue for early 
detection and treatment of psychiatric morbidity in their children. 
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INTRODUCTION  

 

Worldwide, children of alcohol dependent parents (COAs) form a large but heterogeneous group of 

population. They are at high risk of developing various psychological issues and illnesses [1]. The ecological 

model of family functioning states that the child outcome is influenced by a range of factors in the 

environment [2]. The Diathesis-Stress Model of developmental psychopathology in COAs implies that, 

alcoholism in parents influences child outcome biologically as well as psycho-socially [3]. 

Being an off-spring of a psychoactive-substance-dependent parent poses a genetic predisposition for the child 

to develop dependence [4-8]. Alcohol dependence syndrome often presents with various other co-morbid 

psychiatric illnesses and disorders [9-11]. In addition to that, parental substance misuse is highly disruptive 
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to family functioning [12]. Most children growing with an alcoholic parent are subject to neglect, child abuse 

and maltreatment. Guilt, anger, anxiety, inability to form close relationships, confusion, embarrassment and 

depression are some of the psychological issues faced by COAs [13]. 

Earlier Indian studies report the prevalence of psychiatric morbidity in children in general, to be ranging 

from 2.6% to 35.6% [14-17], while a multi-stage, multi-informant assessment study indicated the prevalence 

in age group of 4 to 16 years to be 12%. Enuresis, specific phobias, hyper-kinetic disorder, stuttering and 

oppositional defiant disorder were more frequent diagnoses in this age group [18]. A meta-analysis of child 

and adolescent psychiatric disorders in India found the prevalence in community to be 6.46% and in the 

school to be 23.33% [19], while the National Mental Health Survey 2016 reported the prevalence to be 7.3% 

in the age group 13 – 17 years [20]. 

Parental alcoholism is associated with increased incidence of child psychopathology [21]. It was found that 

alcohol abuse in father was a significant socio-demographic correlate of psychiatric disorders in children as 

20% (54/267) of children with alcohol abusing fathers had scores of ≥10 on Childhood Psychopathology 

Measurement Schedule (CPMS) as compared to only 13% (48/353) of children without alcohol abusing 

fathers [22]. 

About psychiatric morbidity in COAs, most studies give us only the areas of dysfunction, behavioural 

characteristics and increased risks. For example, an older review of studies revealed that COAs have 

problems in around 8 areas of outcomes viz. hyperactivity and conduct disorder; substance abuse, 

delinquency and truancy, cognitive functioning, social inadequacy, somatic problems, anxiety and 

depressive symptoms, physical abuse and dysfunctional family interaction [21]. An Indian study had found 

significantly more scores on conduct disorders, anxiety, physical illness with emotional problems and 

somatization in COAs than children of non-alcoholics (non-COAs) [23]. Another study reported COAs to 

have higher level of behavioural under-control and neuroticism and more psychiatric distress in relation to 

non-COAs [24]. COAs had scored significantly lower on Self Esteem Index, Adjustment Inventory Scores 

[25] and higher on Negative Emotionality [26] than non-COAs. Age and gender wise differences have also 

been reported [27-28]. However, only a couple of studies have looked for the prevalence of psychiatric 

morbidity among the COAs and found it to be 50% [29-30]. Thus, as compared to studies for children in 

general, very few studies give prevalence of psychiatric morbidity in COAs and those on type of disorders in 

COAs have given varied findings. With these issues in mind, it was decided to conduct a study with the aim 

to study the lifetime psychiatric diagnoses in children of males diagnosed as having alcohol dependence 

syndrome admitted in private de-addiction centre. 

 

Objectives: 

 To study the socio–demographic characteristics of children 

 To assess children for psychiatric diagnoses 

 To study the differences between morbid and non-morbid children.  

 

METHODOLOGY 

 

It was a cross sectional study with children in age group of 6 to 18 years, whose fathers were diagnosed to 

have Alcohol Dependence Syndrome and were admitted in private de-addiction centre during the study 

period of three months. Approval from scientific and ethical committee was obtained. Serial sampling 

method was used. Child who did not assent and/or child who’s Primary Care Giver (PCG) did not consent 

and / or child/PCG having any physical ailment sufficiently severe enough to affect the clinical interview 

were excluded from the study. Children of fathers having any other co-morbid substance use were excluded 

except for tobacco. 

Socio-demographic data was collected using a semi-structured proforma. It included age-group, gender, 

education, birth order, who are they residing with, type of family, religion, type of residence (urban/rural) 

and who was the informant.  

Kiddie Schedule for Affective Disorders and Schizophrenia for School Aged Children (6-18 Years) – Present 

and Lifetime Version (K-SADS-PL) was used for diagnostic interview [31]. Children and their PCG were 

interviewed with children first in most cases. K-SADS-PL has a screening interview and diagnostic 
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supplements. Probes and objective criteria are given to rate individual symptoms. K-SADS-PL is 

administered by interviewing the child, parent(s), and finally achieving summary ratings. Interviewer may 

need to use best clinical judgment to assign the summary ratings. It allows us to make 5 different types of 

notes regarding a diagnosis, (viz., no information, not present, probable, in partial remission, definite). For 

the purpose of study, ‘lifetime diagnosis / disorder’ includes both present and / or lifetime illnesses.  The 

child having at least one definite lifetime psychiatric disorder or having one in partial remission was 

considered as a ‘morbid’ child and the child with no lifetime diagnosis or a ‘probable’ (i.e. not confirmed) 

diagnosis or where no information was available about any diagnosis was considered as a ‘non-morbid’ 

child. All disorders were grouped into 11 broad diagnostic categories and children having multiple (more 

than one) diagnoses were also noted additionally.  

 

STATISTICAL ANALYSIS 

 

The analysis was done using statistical analysis software SPSS version 19. To test the association between 

socio-demographic variables (independent) any lifetime psychiatric diagnoses, lifetime diagnostic categories, 

multiple diagnoses (dependent), chi square and independent samples t test were used as appropriate. 

 

RESULTS AND DISCUSSION 
 

Table 1: Pattern of Psychiatric Diagnoses in children 

 

Morbidity Present 

N (%) 

Absent 

N (%) 

Any Lifetime Psychiatric Disorder 36 (55.4) 29 (44.6) 

Mood disorders 23 (35.4) 42 (64.6%) 

Schizophrenia & other psychotic disorder 0 (0) 65 (100) 

Anxiety disorders 27 (41.5) 38 (58.5) 

Adjustment disorders 1 (1.5) 64 (98.5) 

Elimination disorders 0 (0) 65 (100) 

Eating disorders 0 (0) 65 (100) 

Disruptive behaviour disorders (ADHD, CD, ODD) 1 (1.5) 64 (98.5) 

Tic disorders 0 (0) 65 (100) 

Substance use disorders 0 (0) 65 (100) 

Mental Retardation 1 (1.5) 64 (98.5) 

Others 1 (1.5) 64 (98.5) 

Multiple Diagnoses (>1) 14 (21.5) 51 (78.5) 

 
Around 87 children, whose fathers were admitted for alcohol dependence syndrome during the study period 

(three months), were contacted along with their PCG.  Out of that, 16 did not fulfil criteria for age, two 

could not be interviewed due to their physical illness, three children’s PCG denied consent and one child 

denied assent. Thus, 65 children could be included in the study. The mean age of children was ten years 

with little preponderance of females (53.8%). Most of them (83%) were studying in primary or secondary 

schools, while one was not studying. Nearly half were first born (50.8%) and for most, mother was the PCG 

(90.8%). Most children stayed with both parents (86.4%), with 56.9% in nuclear family and 41.5% in joint 

family. Most were Hindu by religion (87.7%); and nearly 2/3rd hailed from urban background (66.2%). Of 

all, 55.4% (36/65) of children had some lifetime psychiatric diagnosis. Most common group of disorders 

found were anxiety disorders (41.5%) followed by mood disorders (35.4%), while 1.5% of the children had 

each adjustment disorders, disruptive behaviour disorders, mental retardation and disorders in ‘others’ 

category. None of them had schizophrenia & other psychotic disorders, elimination disorders, eating 

disorders, tic disorders and substance use disorders. Around 21.5% of children had multiple diagnoses. The 

details are shown in Table 1. The socio-demographic variables were analysed with respect to a) presence or 

absence of any lifetime psychiatric diagnoses, b) presence or absence of lifetime diagnostic categories which 

were found more prevalent (viz., mood disorders and anxiety disorders) and c) having multiple diagnoses. 

No significant difference was found (Table 2).  
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Table 2: Comparison of Socio-demographic characteristics with Diagnoses 

 

 

 

Lifetime 

diagnosis 

Mood 

Disorders 

Anxiety 

Disorders 

Multiple 

diagnoses 

Y χ2, 

df, 

p 

Y χ2, 

df, 

p 

Y χ2, 

df, 

p 

Y χ2, 

df, 

p 
Socio-demographic 

characteristics 
N (%) 

36 
(55.4) 

23 
(35.3) 

27 
(41.5) 

14 
(21.5) 

Age group 
6-11 yrs 35 (53.8) 18 0.48 

1 
0.48 

10 1.54 
1 

0.24 

15 0.05 
1 

0.82 

5 2.36 
1 

0.12 12-18 yrs 30 (46.2) 18 13 12 9 

Gender 
M 30 (46.2) 17 0.04 

1 
0.84 

11 0.04 
1 

0.84 

11 0.54 
1 

0.46 

5 0.78 
1 

0.38 F 35 (53.8) 19 12 16 9 

Education 

Primary 27 (41.5) 12 
2.83 

3 
0.50 

6 
 

4.5 
3 

0.21 

9 
4.19 

3 
0.24 

3 
3.48 

3 
0.32 

Secondary 27 (41.5) 17 12 15 8 

Higher 10 (15.4) 6 5 3 3 

Uneducated 1 (1.5) 1 0 0 0 

Birth Order 

1 33 (50.8) 20 

2.76 
4 

0.6 

14 

2.31 
4 

0.68 

15 

2.11 
4 

0.72 

8 

0.89 
4 

0.92 

2 22 (33.8) 11 7 8 4 

3 8 (12.3) 4 2 4 2 

4 1 (1.5) 1 0 0 0 

Adopted 1 (1.5) 0 0 0 0 

Staying 

with 

parents 

Single 4 (6.2) 3 1.09 
2 

0.6 

1 0.77 
2 

0.68 

2 0.35 
2 

0.84 

0 1.59 
2 

0.45 

Both 55 (84.6) 29 19 22 12 

Others 6 (9.2) 4 3 3 2 

Family 

Nuclear 37 (56.9) 20 1.43 
2 

0.5 

13 0.58 
2 

0.75 

16 0.76 
2 

0.68 

8 0.28 
2 

0.87 

Joint 27 (41.5) 16 10 11 6 

Others 1 (1.5) 0 0 0 0 

Religion 

Hindu 57 (87.7) 31 0.36 
2 

0.84 

20 1.66 
2 

0.44 

23 0.27 
2 

0.87 

12 1.05 
2 

0.59 

Muslim 2 (3.1) 1 0 1 0 

Christian 6 (9.2) 4 3 3 2 

Residence 
Rural 22 (33.8) 14 0.92 

1 
0.39 

8 0.01 

1 
0.91 

10 0.21 

1 
0.65 

3 1.23 

1 
0.27 Urban 43 (66.2) 22 15 17 11 

PCG 
Mother 59 (90.8) 31 2.09 

1 
0.15 

21 0.01 

1 
0.91 

23 1.72 

1 
0.19 

13 0.09 

1 
0.76 

Others 6 (9.2) 5 2 4 1 

[PCG: Primary Care Giver, Y: Present, df: Degree of Freedom] Socio-demographic characteristics of children were 
compared with respect to presence or absence of any lifetime psychiatric diagnosis, mood disorders, anxiety disorders and 
multiple diagnoses using Chi square test. No significant associations were found] 

Table 3: Comparison of Means Ages with Diagnoses 
 

 N (%) Mean SD t, p* 

Lifetime 

Diagnosis 

Y 36 (55.4) 11.22 3.62 
0.91, 0.37 

N 29 (44.6) 10.38 3.83 

Mood 

disorder 

Y 23 (35.4) 11.83 3.86 
1.59, 0.12 

N 42 (64.6) 10.31 3.56 

Anxiety 

disorder 

Y 27 (41.5) 10.96 3.50 
0.21, 0.83 

N 38 (58.5) 10.79 3.91 

Multiple 

Diagnoses 

Y 14 (21.5) 12.29 3.89 1.66, 0.10 

N 51 (78.5) 10.45 3.60 

[*Degree of freedom = 63]. (Y=Present, N=Absent, SD=Standard Deviation). Mean ages of children were compared 
with respect to presence or absence of any lifetime psychiatric diagnosis, anxiety disorders, mood disorders and multiple 

diagnoses using independent samples t test. None were statistically significant. 
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Children having any lifetime psychiatric diagnoses, mood disorder and multiple diagnoses seemed to be 1-

1.5 years older than those who did not have them while no such difference was seen for anxiety disorders. 

However, these differences were not statistically significant (Table 3).  

 

DISCUSSION 

 

Socio-demographic characteristics  

The study population belonged to age groups of 6–18 years with mean of 10 years, more or less equally 

distributed with respect to gender and age group (viz., childhood and adolescence), most were upto 2nd born, 

had mother as PCG as well as the informant was, were staying with both parents, Hindu by religion and 

hailed from urban background.  

 

Morbidity in children 

The study showed that around 55.4% of the children had some lifetime psychiatric morbidity. The finding 

is similar to other studies that found around 50% morbidity among COAs, one among which used the same 

diagnostic instrument [29-30]. This is higher than the morbidity reported in children in general population 

like the MECA study [32] (20.9%) and much higher than that reported in a meta-analysis of Indian studies 

[19]. Thus, it seems that the children of alcohol dependents have higher psychiatric morbidity than children 

in general. In our study, anxiety disorders (41.5%) were the most common group of disorders followed by 

mood disorders (35.4%) while 1.5% of children had each adjustment disorders, disruptive behaviour 

disorders, mental retardation and disorders in ‘others’ category. An epidemiological study of child and 

adolescent psychiatric disorders had reported 6.2% non-organic enuresis, 2.9% specific isolated phobia, 1.6% 

having hyper-kinetic disorder and 1.5% stuttering in the children of age group of 4 – 16 years with lesser 

prevalence of other disorders [18]. One study had reported most of their children (19.6%) having specific 

isolated phobia, 12% non-organic sleep disorders, 11.5% tension headache, 6% hyper-kinetic disorder, 5.5% 

pica, 4.5% enuresis, 7.5% sleep terror and 3.3% with epilepsy [33]. 

The high prevalence of anxiety disorders in our study seems to be similar to the prevalence in that of children 

in general. In specific population of COAs, a study had found mainly depression and anxiety disorder 

prevalent among COAs [29], the finding similar to our study. However, other studies on COAs had reported 

externalizing disorders to be commoner than internalizing disorders [27,34]. The instrument we used (i.e. 

K-SADS-PL) may explain these findings. It was noted that K-SADS-PL had the best test-retest reliability for 

anxiety disorders and Affective Disorders among the diagnostic interviews and also that the children 

appeared to be better informants describing their mental states (internalizing disorders) [35]. We also found 

21.5% of children had two or more diagnoses which was more than 15.2% reported elsewhere [30]. 

 

Comparison of children 

While almost 55% of children had some lifetime morbidity, it is worth to note that remaining 45% did not 

have any. This is in concordance with the observation that in spite of harbouring an increased risk of 

developing alcohol use disorders and other forms of psychopathology, not all children of alcohol dependent 

fathers develop them [3]. Comparison among the children neither revealed any significant difference 

between mean ages, nor any relation of age group of the child, gender, education, birth order, ‘whom they 

stay with’, type of family, religion, type of residence (urban/rural) and Primary Care Giver (informant) with 

presence or absence of any lifetime psychiatric diagnosis, mood disorders, anxiety disorders or those with 

multiple diagnoses. A study of children in general population had reported differences in prevalence of 

psychiatric illnesses according to age group [22,27] and socioeconomic status [22] but not as per type-of-

family [33] while mixed findings are seen regarding birth order [22,33,36] and gender [18, 22-23]. On other 

hand, in specific population of COAs, presence of a psychiatric diagnosis was neither related to age nor the 

gender [29]. Thus, regarding socio-demographic differences among morbid and non-morbid children, given 

the mixed findings in children in general population and with paucity of studies in specific population of 

COAs, it will be prudent to restrict any comment and keep this area open for further study. 
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Strengths of the study 

 The study was first of its kind in this population, in this setting. One study had studied psychological 

characteristics but not psychiatric diagnoses [25]. 

 The study evaluated for a host of psychiatric disorders commonly seen in children through direct 

face-to-face interviews with the child and parent. 

 

Limitations of the study 

 Small sample size: A large sample size could have compensated for diagnosis missed or absent in 

this study, but which are shown to be common in this type of study population by previous studies. 

 Lack of control sample: In presence of the increased percentage of morbid children (55.4%), lack 

of control sample restricts the comments on its significance. 

 Psychiatric Morbidity in PCG: Many studies have also looked for and ruled out psychiatric 

morbidity in PCG [30,34] which can be a confounding factor in their observation and reporting of 

the child, and this may be one of the reason for high morbidity in the study. Studies which did not 

assess for morbidity in caregivers or fathers, have shown findings similar to our study [29]. 

 Interviewer bias: K-SADS-PL is a semi-structured, “interviewer based” interview schedule where 

the interviewer has to use his/her clinical skills to interpret the information and use it for the 

diagnostic clarification. The interviewer in this study was not blinded to the purpose of study. This 

may have caused bias in evaluating the children, giving them diagnoses that have the possibility of 

being revised or corrected after more detailed evaluation on more number of visits, with structured 

interviews (‘respondent based’) or questionnaires, and detailed clinical evaluation. 

 The findings of this study may not be generalized to the community because the study was 

conducted in a private psychiatric hospital. 

 

Recommendations 

 Further research in a more generalized setting, with a large sample size to cover the disorders with 

prevalence of less than 1% in children in general population, along with a control sample would be 

able to comment more emphatically on the relevance of higher prevalence of psychiatric morbidity 

in children of alcohol dependent fathers found in this study. 

 Evaluating caregivers and ruling out psychiatric morbidity will remove an important confounding 

factor and add to the value of the study. 

 Given the psycho-social impact of alcoholism on family, the de-addiction treatment should also 

include at least evaluative sessions with the children and spouse. 

 Though alcohol use and dependence disorders were not found in this study, heritability of 

alcoholism has been noted [37]. Educating children about harmful effects of alcohol and their 

biological predisposition to develop dependence can be a method of primary prevention of alcohol 

use disorders. Young adults may avoid drinking when they perceive their parent(s) to be alcoholic, 

and consequently perceive themselves to be at elevated risk for alcoholism [38]. 

 

CONCLUSION 

 

The overall view that the children of alcohol dependents are a vulnerable group and that there is a need for 

their evaluation is supported by the study. Psychiatric morbidity in children of fathers diagnosed as having 

alcohol dependence syndrome was found to be higher than the morbidity in children in general population 

noted in other studies. More than half the sample had some lifetime psychiatric diagnosis.  Most common 

disorders were anxiety disorders followed by mood disorders. No significant differences were seen in socio-

demographic characteristics of children with respect to presence or absence of lifetime diagnosis, anxiety 

disorders, mood disorders and multiple diagnoses. The findings of the study are similar to those studies 

which employed almost similar methodology, though few in number, whereas it differs from those using 

other methodologies involving personality profile and ruling out co-morbidity in primary care givers, 

quantitative assessment of childhood psychopathology, multiple informants and so on.  
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Thus, it seems prudent to make an attempt to evaluate the COAs for any psychopathology and having 

alcohol dependent males in de-addiction centres provides an avenue for early detection and treatment of 

psychiatric morbidity in their children. 
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