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Abstract
Background—Although there is a long tradition in alcoholism research of using family history
ratings, the interpretability of family history reports of alcoholism from general community
samples has yet to be established.

Methods—Telephone interview data obtained from a large cohort of female like-sex twins (N =
3787, median age 22) and their biological parents (N = 2928, assessed at twins’ median age 15)
were analyzed to determine agreement between parent self-report, parent ratings of coparent, and
twin narrow (alcohol problems) versus broad (problem or excessive drinking) ratings of each
parent.

Results—In European ancestry (EA) families, high tetrachoric correlations were observed
between twin and cotwin ratings of parental alcohol problems, between twin and parent ratings of
coparent alcohol problems using symptom-based and single-item assessments, as well as
moderately high correlations between twin and both mother and father self-reports. In African
American (AA) families, inter-rater agreement was substantially lower than for EA families, with
no cases where father ratings of maternal alcohol problems agreed with either twin ratings or
mother self-report; and both cotwin agreement and mother-twin agreement were reduced.
Differences between EA and AA families were not explained by differences in years of
cohabitation with father or mother’s education; however, underreporting of problems by AA
parents may have contributed.

Conclusions—Results support the use of family history ratings of parental alcoholism in
general community surveys for European ancestry families, but suggest that family history
assessment in African American families requires improved methods.
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Introduction
Family history assessment has long played an important role in both clinical practice,
helping to inform differential diagnosis (Goodwin & Guze, 1973), and research (Andreasen
et al., 1977, 1986; Thompson et al., 1982). Family history reports are used in high-risk
studies contrasting groups at risk by virtue of alcoholism in parents or other relatives, and
controls (Sher et al., 1991; Schuckit & Smith, 2000), and in epidemiologic surveys that
include family history as a risk-factor or potential moderator of respondent risk (Dawson et
al., 1992; Kendler et al., 1997). In genetic studies, family history reports have been used to
prioritize families for inclusion (Reich et al., 1998) and to supplement respondent self-report
to provide a best-estimate diagnosis (Bucholz et al., 2006).

Limitations of family history data are widely acknowledged, with disagreement between
respondent self-report and informant-reported history being common. High false-negative
rates (low sensitivity) are often reduced but not eliminated by using diagnostic criteria rather
than a global rating to identify affected relatives (Andreasen et al., 1977) or by combining
reports from multiple relatives (Rice et al., 1995). False-negative reporting may reflect the
informant’s ignorance about a respondent’s history and/or reluctance to identify a family
member as having problems. Disagreement may also reflect a respondent’s denial of their
own problems, a possibility that may be especially high in individuals with alcohol use
disorders (Weinberg, 1976). Of particular concern, within-family comparisons of data from
multiple informants raise the possibility of systematic biases that could undermine the utility
of family history data (Kendler et al., 1991). If an informant’s family history report is
influenced by their own experiences or history of psychopathology, associations with
reported family history could be overestimated or entirely artefactual (Chapman et al., 1994;
Kendler et al., 1991; Roy et al., 1994; Smith et al., 1994).

To date, much of what we know about the performance of family history ratings derives
from research on clinically ascertained individuals or their relatives. The potential
limitations of family history data are of special concern in general community samples, in
part because there exists a continuum of problem severity. For example, in treatment
samples, ascertained cases will have more severe problems, and correspondingly a higher
proportion of relatives with severe problems (Bucholz et al., 1994b). In general community
or survey samples, the majority of individuals with a history of alcohol problems, and the
majority of their affected relatives, will have relatively mild problems (Heath et al., 1994).
Reduced sensitivity may be especially pronounced in the case of milder problems (Rice et
al., 1987), and denial of problems much easier about relatives with no treatment history. In
large surveys (e.g., Kessler et al., 1994; Grant et al., 2004), family history assessments are
typically, of necessity, based on global ratings rather than the detailed diagnostic
assessments that are considered ideal (Andreasen et al., 1977). However, such surveys can
be invaluable because of large samples, which together with representative or over-sampling
of minority groups provide important opportunities for examination of racial and ethnic
differences critical for determination of generalizability.

Sibling reports can be particularly informative for assessing the value of family history
assessments in general community samples (Crews & Sher, 1992; Amodeo & Griffin, 2009;
Rhea et al., 1993; Sher & Descutner, 1986), and this is especially true of twin siblings. In
addition to the availability of two informants, a pair of twins who have grown up together
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are likely to have the same exposures to, and the same opportunities to acquire knowledge
about, substance use disorders in a relative. Not unsurprisingly, twin research has made
significant contributions to the literature on family history assessment (Kendler et al., 1991;
Kendler et al., 2002; Slutske et al., 1996). A twin approach is even more powerful when
supplemented by parent self-report and accomplished using data from twins whose lives
have not long diverged, for whom sharing of knowledge about alcoholism in relatives will
be most plausible.

In the present study, we used interview data from a cohort of young adult female twins and
their biological mothers and fathers to examine, in European ancestry versus African
American families, levels of agreement between (i) cotwin ratings of maternal and paternal
alcohol problems, (ii) twin and parent ratings of alcohol problems in the second parent, and
(iii) parent self-report and twin or coparent ratings. Differences by zygosity were examined
for generalizability of twin data for family history reporting. In subsidiary analyses,
differences by years of cohabitation with father and mother’s education were also examined.

Materials and Methods
Participants

A cohort of twins was identified in a midwestern US state that includes both urban and rural
populations. Female like-sex twin pairs, who were born in-state during the period July 1st

1975–June 30th 1985, survived beyond infancy, and whose parents were state residents at
the time of birth, were identified from birth records [N = 370 pairs born to mothers reporting
African American ancestry (AA); N = 1999 pairs born to mothers of European or (in rare
cases) other ancestry (EA)]. Pairs born to out-of-state residents were excluded to avoid
oversampling high-risk twin pregnancies where a mother was brought to the state for
medical management of the pregnancy and delivery. Families were assigned for interview at
twins’ ages 13, 15, 17, or 19 years, during the period 1994–1999, with baseline interviews
attempted with both twins and at least one biological parent. A cohort-sequential sampling
design was used, with successive 6-month birth cohorts assigned over a two-year period,
with continued recruitment of 13 year-old pairs over an additional two-year period. More
detailed description of sample recruitment is provided elsewhere (Heath et al., 1999, 2002).

A re-interview (‘wave four’) was attempted with both twins during the period 2000–2005 at
median age 22 years (range 18–29), with standard questions about physical similarity and
being mistaken for one another used to confirm earlier zygosity coding (Heath et al., 2002).
To minimize sampling biases, twins were eligible for re-interview regardless of whether
they or their family had previously participated in the study, provided that they had not
withdrawn from the study or otherwise refused further contacts, and that their parents had
not refused permission for all future contact. Thus, for some twins, the ‘re-interview’ was
their first assessment.

For present analyses, we restrict attention to data obtained in the baseline biological parent
interview and ‘wave four’ twin re-interview. Baseline interviews were obtained with at least
one biological parent from 1819 families (1583 EA, 236 AA), including 1732 biological
mothers (1512 EA, 220 AA) and 1196 biological fathers (1099 EA, 97 AA). However,
interviews with both biological parents were obtained from only 1028 (65%) EA and 81
(34%) AA families. Re-interviews were obtained with at least one twin from 2014 families
(1716 EA, 298 AA), including 1518 EA and 255 AA complete pairs. Overall, interview data
were obtained from at least one family member for 89.7% of AA and 92.4% of EA families
identified from birth records. All participants gave verbal consent after reviewing a detailed
consent form using procedures approved by institutional review board at Washington
University.
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Measures
Parent Interview—The parent interview included a self-report assessment of alcohol
dependence and abuse history adapted for telephone administration from the Semi-
Structured Assessment of the Genetics of Alcoholism (SSAGA; Bucholz et al., 1994a;
Hesselbrock et al., 1999), and a family history assessment of biological coparent’s alcohol
problems based on the Family History Assessment Module (FHAM; Rice et al., 1995).
Separate sections assessed sociodemographic characteristics, including maternal educational
attainment and whether each parent was married to the biological coparent of the twins,
widowed, divorced or separated, or had never married, and how long each parent lived with
the twins.

Self-report history of alcohol dependence and abuse were coded according to DSM-IV
criteria (APA, 1994). A ‘probable’ dependence diagnosis without requiring 12-month
clustering of symptoms was also coded for comparability with parent ratings of coparent
dependence for which temporal clustering was not assessed. For family history assessment,
parents were first asked whether the biological coparent of the twins had ever been an
‘excessive drinker.’ They were next shown a list of alcohol problems and asked item-by-
item to indicate whether the coparent had never experienced these, or experienced them 1–2,
3–10, or 11 or more times in their life. Coding of coparent dependence and abuse followed
from preliminary analyses comparing endorsement rates of individual symptoms by self-
report and parent ratings of coparent (data not shown). Dependence symptoms were coded
positive if they occurred 11 or more times, with the exception of three symptoms (tolerance,
persistent desire or unsuccessful efforts to cut down or control use, and using lager amounts
or over a longer period than intended), where endorsement rates were much lower for
coparent ratings relative to self-report, and thus coded positive if they occurred 3 or more
times. Abuse symptoms were coded positive if they occurred 3 or more times, with the
exception of one symptom (drinking-related legal problems), which was coded positive
based on a single occurrence.

Twin Interview—The twin interview included a screen for parental alcohol problems, but
did not assess parental symptoms. Twins were asked whether ‘drinking ever caused your
biological (mother/father) to have problems with health, family, job or police, or other
problems’, an item from the Family History Research Diagnostic Criteria assessment
(FHRDC; Andreasen et al., 1977), and whether they ever felt that their biological parent was
an ‘excessive drinker.’ We defined both narrow and broad measures of twin reported
parental alcohol problems. A narrow measure was coded from twin report of parental
alcohol problems without regard excessive drinking. A broad measure was coded from twin
report of parental alcohol problems or excessive drinking, thus coded positively if either
item was endorsed.

Analytic Strategy
All analyses were conducted using SAS version 9.2 (SAS Institute, 2007). We report
tetrachoric correlations (ρ) as our primary measure of inter-rater agreement. The tetrachoric
correlation is appropriate for a quasi-random sample assuming an underlying normal
distribution of alcoholism liability or severity, which is dichotomized when respondents
report presence or absence of alcohol problems and/or excessive drinking in a parent.
Standard errors of tetrachoric correlations between twin and parent reports were corrected
for statistical non-independence of twin-family data using a bootstrap procedure, with
correction unnecessary for within-family analyses of cotwin agreement and agreement
between parents and coparents. Tetrachoric correlations were estimated separately as a
function of race/ethnicity for all analyses, and as a function of zygosity for initial checks on
the generalizability of twin to singleton data. Because MZ twinning occurs at random, MZ
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twins will represent a near-random sample of genotypes in the general population. In
contrast, DZ twinning is weakly associated with factors such as maternal age and
socioeconomic status (Bulmer, 1970). Differences across racial/ethnic and zygosity groups
were tested for significance within a regression framework, with a sandwich estimator used
to correct for non-independence in models of twin-parent agreement.

Results
Rates of reported parental alcohol problems

Of 3229 EA twins and 552 AA twins who were asked questions about biological mother
alcohol use, respectively 5 (0.15%) and 2 (0.36%) refused to answer, and 6 (0.19%) and 3
(0.54%) were unable to provide information about maternal drinking history. Of the
remaining individuals, respectively 8.6% and 16.0% reported maternal lifetime abstinence;
2.3% and 4.1% reported maternal excessive drinking but no alcohol problems; 1.0% and
1.3% reported maternal alcohol problems but not excessive drinking; and 4.9% and 7.6%
reported both maternal excessive drinking and maternal alcohol problems. Overall, AA
twins were significantly more likely than EA twins to report maternal alcohol problems by
either narrow measure (8.8% vs. 5.9%, p < 0.01) or broad measure, i.e., maternal alcohol
problems or excessive drinking (13.0% vs. 8.2%, p < 0.001).

Of 3228 EA twins and 552 AA twins who were asked about biological father alcohol
problems, the same 7 individuals refused to answer, and respectively 37 (1.1%) and 27
(4.9%) were unable to provide information about paternal drinking. Of the remaining
individuals, 4.7% and 6.7% reported paternal lifetime abstinence; 0.34% and 0.54% knew
that their father had used alcohol but had no information about excessive drinking or alcohol
problems; 5.8% and 9.2% reported paternal excessive drinking only; 2.5% and 4.3%
reported paternal alcohol problems without excessive drinking; and 15.0% and 18.1%
reported both paternal excessive drinking and alcohol problems. Consistent with reports of
maternal alcohol problems, AA twins were more likely than EA twins to report paternal
alcohol problems by either narrow (22.4% vs. 17.6%. p < 0.001) or broad measure (31.8%
vs. 23.5%, p < 0.01).

Within-reporter associations
Correlations between parent self-report of dependence and probable dependence were very
high for both mothers and fathers (ρ > 0.99, p < .001), as might be expected given that all
parents who meet DSMIV criteria also report 3 or more dependence symptoms. Correlations
between parent report of coparent excessive drinking and history of 3 or more dependence
symptoms were also high (ρ = 0.94 for maternal family history ratings and ρ = 0.89 for
paternal family history ratings, both p < 0.001). As narrow ratings of parental alcohol
problems were included in coding of broad ratings by twins, they too were very highly
correlated (ρ = 0.99, p < 0.001).

Cotwin agreement
Twin pair agreement is shown in Table 1. No effects of zygosity on agreement were found,
with a single exception: the narrow measure of maternal alcohol problems in EA families,
for which the correlation in MZ pairs was especially high relative to DZ pairs. In EA
families, there was comparable agreement for ratings of maternal versus paternal alcohol
problems, with the same exception, i.e., an especially high MZ correlation for the narrow
measure of maternal alcohol problems. In AA families, there was no consistent trend for
stronger or weaker agreement for maternal versus paternal alcohol problems, using either
narrow or broad measures. In both EA and AA families, agreement was comparable across
narrow and broad measures.
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Overall, cotwin agreement was higher in EA compared to AA pairs. Although a single
ethnic comparison within zygosity reached statistical significance (for the broad measure of
paternal alcohol problems), significant differences were found by pooling across zygosity
for broad measures of both maternal alcohol problems (ρ = 0.88 vs. 0.75 for EA versus AA
families, p = 0.04) and paternal alcohol problems (ρ = 0.88 vs. 0.74, p = 0.001). Despite
relatively high tetrachoric correlations, in pairs where at least one twin reported maternal or
paternal alcohol problems, a high proportion of cotwins (approximately one third) reported
no problems for that parent (e.g., 31 female MZ EA pairs agreed that there was a maternal
history of alcohol problems, by narrow measure, but there were 28 additional pairs where
only one twin reported a history). Thus, pooling across zygosity, Kappa coefficients were
fair to moderate, ranging from 0.59–0.67 in EA pairs and 0.45–0.54 in AA pairs.

Twin-parent agreement
Rates of agreement between twins and parents are shown in Table 2. In EA families,
acceptably high correlations were found between twin ratings and parent self-report of 3 or
more dependence symptoms, as well as self-report of DSM-IV dependence in mothers (i.e.,
taking into account clustering), with little evidence that parental alcohol abuse was
influencing twin ratings. Specifically, agreement between paternal self-report dependence
and twin report of paternal alcohol problems was modest (ρ = 0.54 and 0.54 for narrow and
broad measures, respectively), with reasonably high agreement observed between paternal
self-report of 3 or more dependence symptoms and twin report (ρ = 0.62, 0.63). Mother
ratings of paternal problems were strongly correlated with twin report (ρ = 0.80, 0.81), as
were mother ratings of paternal excessive drinking (ρ = 0.78, 0.79). In contrast, paternal
self-report of alcohol abuse was weakly predicted by twin report (ρ = 0.18, 0.21), with no
significant association between mother ratings of paternal alcohol abuse and twin report of
paternal problems.

In EA families, there was strong agreement between maternal self-report dependence and
twin report of maternal alcohol problems (ρ = 0.69 and 0.69 for narrow and broad measures,
respectively), with the correlation between maternal self-report of 3 or more dependence
symptoms and twin ratings comparable in magnitude (ρ = 0.67, 0.66). Father ratings of
maternal problems were strongly correlated with twin report (ρ = 0.70, 0.65), as were father
ratings of maternal excessive drinking (ρ = 0.71, 0.68). As was the case for fathers, maternal
self-report of alcohol abuse was weakly predicted by twin narrow or broad ratings (ρ = 0.20,
0.18), with modest agreement between father ratings of maternal alcohol abuse and twin
report (ρ = 0.44, 0.46).

Twin-parent agreement was generally worse in AA families. Modest agreement was
observed between twin ratings and father self-report of 3 or more dependence symptoms (ρ
= 0.45 and 0.52 for narrow and broad measures, respectively) and father self-report
dependence (ρ = 0.46, 0.50). Relative to EA families, mother-twin agreement about paternal
alcohol problems was greatly reduced (ρ = 0.46 and 0.56 for mother report of 3 more
paternal dependence symptoms, and ρ = 0.47 and 0.62 for mother report of paternal
excessive drinking). No significant association was observed between twin report, using
either narrow or broad measures, and father self-report alcohol abuse or mother ratings of
paternal alcohol abuse.

In AA families, agreement was also lower between mother self-report of 3 or more
dependence symptoms and twin ratings of maternal alcohol problems (ρ = 0.46 and 0.47 for
narrow and broad measures, respectively). Reasonable agreement was found between
mother self-report dependence and twin report using the narrow versus broad measure (ρ =
0.64, 0.52). Where the biological father was interviewed, there were no cases where father
report of 3 or more maternal alcohol dependence symptoms agreed with twin report of
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maternal alcohol problems using either narrow or broad measures. However, modest
agreement between father report of maternal excessive drinking and twin ratings of maternal
alcohol problems was observed (ρ = 0.38, 0.58). There was no significant association
between twin narrow ratings and either mother self-report alcohol abuse or father ratings of
maternal alcohol abuse. In contrast, twin report using the broad measure of maternal alcohol
problems predicted both mother self-report alcohol abuse (ρ = 0.40) and father ratings of
maternal alcohol abuse (ρ = 0.41).

Parent-parent agreement
Rates of agreement between parents and coparents are shown in Table 3. In EA families,
there was reasonable to high agreement between parent self-report dependence, including 3
or more dependence symptoms, and family history ratings by partner (ρ range 0.58–0.72).
However, there was little evidence that partners were able to provide accurate information
about coparent abuse history. Father self-report alcohol abuse was weakly correlated with
maternal report of paternal alcohol abuse (ρ = 0.16), maternal report of excessive drinking
by father (ρ = 0.21), and maternal report of 3 or more dependence symptoms (ρ = 0.15). For
mother self-report alcohol abuse, there were no significant associations with paternal ratings,
with the exception of weak correlation with father report of maternal alcohol abuse (ρ =
0.28).

Agreement between parents was substantially worse in AA relative to EA families. Father
self-report of 3 or more dependence symptoms was modestly correlated with maternal
ratings of paternal excessive drinking (ρ = 0.48), with no other significant associations
between father self-report dependence, including 3 or more dependence symptoms, and
family history ratings by mother. There were no cases where father’s report of 3 or more
maternal alcohol dependence symptoms agreed with maternal self-report dependence, 3 or
more dependence symptoms or abuse, suggesting that father reports of dependence
symptoms may have been problematic. In contrast, agreement was high between father
report of maternal excessive drinking and mother self-report of 3 or more dependence
symptoms (ρ = 0.75) and abuse (ρ = 0.75), and higher still between father report of maternal
abuse and mother self-report of 3 or more dependence symptoms (ρ = 0.81).

Impact of parental separation and cohabitation with father
Family non-intactness was much more common in AA than in EA families (respectively,
26% and 65% of biological parents were still together at the time of the baseline parent
interview). However, when correlations were stratified by years of cohabitation with father,
differences between AA and EA families in mother-twin agreement about paternal alcohol
problems persisted. Rates of agreement between mother report, twin report, and father self-
report, as a function of years of cohabitation of father and twins, are shown in Table 4. In
EA families, strong mother-twin agreement about paternal alcohol problems was observed
regardless of the number of years twins cohabited with father (ρ range 0.75–0.81), with
roughly comparable agreement between mother report and father self-report of 3 or more
dependence symptoms for twins who lived with their father for 6 years or longer (ρ range
0.64–0.75). In AA families, mother-twin agreement about the presence of paternal alcohol
problems was consistently lower, with the following exceptions: reasonably high agreement
between mother report and twin broad rating with more than 6 years of cohabitation with
father (ρ range 0.60–0.79), and twin narrow rating with more than 12 years of cohabiting (ρ
= 0.67). Thus, the decreased inter-rater agreement about alcoholism history in AA families
does not appear to be explained by differences in family structure.
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Impact of maternal education
The majority of both EA and AA mothers had completed high school or earned a general
equivalency diploma as of the baseline interview (91% and 82%, respectively). As with
cohabitation with fathers, when correlations were stratified by maternal educational
attainment, differences between AA and EA families in mother-twin agreement about
paternal alcohol problems remained. Rates of agreement between mother report, twin report,
and father self-report, as a function of maternal education, are shown in Table 5. In EA
families, strong mother-twin agreement about paternal alcohol problems was observed
regardless of whether mother completed high school or attended college (ρ range 0.64–
0.84). Reasonable agreement between mother report and father self-report of 3 or more
dependence symptoms was observed for EA families where mother completed at least high
school (ρ range 0.62–0.68). In AA families, mother-twin agreement about the presence of
paternal alcohol problems was lower across maternal education (ρ range −0.11–0.64), with
no significant association between mother report and father self-report of 3 or more
dependence symptoms.

Discussion
Our analyses show that, while simple single-item family history ratings of maternal or
paternal alcoholism will be of limited use in identifying with a high level of confidence
specific individuals as having an alcohol dependence history, they may be very informative
in identifying population associations with parental alcoholism. At the individual level, even
in the most favorable case of ratings of parental alcoholism by monozygotic twin pairs from
European ancestry (EA) families, in one-third of cases where a twin gave a positive report,
the cotwin disagreed. Measured in terms of tetrachoric correlations, however, we found
substantial cotwin agreement, and between twin and parent rating of coparent, and
reasonably high agreement between twin report and parent self-report. Thus for applications
of structural equation modeling, or regression analyses of epidemiologic data, such single-
item measures are likely to yield valid information, at least in EA families, about the
correlates of parental alcoholism. It should be noted that this is not necessarily true for
parental alcohol abuse, where the inability of offspring to agree with parent self-report may
be yet another indicator of the poor validity of the abuse construct (Hasin et al., 2003).

Relatively high inter-rater agreement, as assessed by the tetrachoric correlation, but
uncertain classification of particular individuals (e.g., from low Kappa values), is not
unexpected, given the task that we are in effect setting for our informants, namely to
dichotomize a continuum of severity and classify relatives as being problem-free or having
problems. When we contrasted broad versus narrow ratings of parental alcohol problems, in
EA families we found no reason to prefer one to the other, obtaining essentially identical
inter-rater correlations for most comparisons. More detailed family history assessment of
individual symptoms, such as was used to obtain parental report of coparent alcohol
problems, would provide a more quantitative family history measure, but at the cost of a
lengthier assessment. However, we found little evidence of superiority of the more detailed
assessment, including symptom-count measures from self- and coparent report (data not
shown). In a comparison of the agreement of twin versus parent ratings with self-report of
the second parent, single-item measures performed similarly; and maternal report of
coparent excessive drinking agreed as well with coparent self-report dependence as did the
more detailed symptom-by-symptom assessment.

While we found good performance of simple screening items for parental alcohol problems
or excessive drinking for EA families, this was less true for our African American (AA)
families. Our analyses suggest greater problems with both self-report and family history data
in these families, with lower twin-cotwin agreement and lower twin-parent agreement
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observed. It is plausible that a higher false negative rate in parent reports is contributing to
this disagreement. Alternatively, it may be that the AA young women in our sample were
using a broader and less discriminating criterion for the presence of parental alcohol
problems. Unfortunately, since we did not include detailed assessment of individual parental
symptoms of dependence by twin report, we cannot resolve these possibilities. Regardless,
increased uncertainty about paternal alcoholism in the daughters of AA fathers is likely a
factor. Both EA and AA informants from families with very early separation from biological
father showed decreased agreement with maternal report about paternal alcohol problems,
although this effect could not explain differences between EA and AA families in parent-
offspring agreement. A similar pattern was observed for mother’s education, a strong
predictor of socioeconomic well-being. Although we did not find better agreement between
twin report and maternal compared to paternal self-report in AA families, our estimate of the
extent of agreement between twin report and paternal self-report is likely to underestimate
the true agreement between twin report and biological parent alcoholism, given low rates of
participation by AA fathers.

Finally, certain important limitations of our study must be noted. The relative youth of our
twin sample, who in most cases had either only recently left home or were still living with at
least one parent, and the fact that our twins were female, makes this a ‘best case’ scenario
for the accuracy of informant reports (c.f., Boice, 1983). A comparable analysis of data from
male informants would be important. In addition, our AA sample is predominantly urban
and socioeconomically disadvantaged. Given the relatively small numbers of AA twin pairs
in the total population from which the sample was ascertained, we cannot meaningfully
generalize beyond this group. Thus, we cannot be sure whether the uncertainties that we
identified for interpretation of family history data in AA families will apply more generally
to national US samples. Clearly, this question should be a research priority. Lastly, it is
unlikely that correspondence between an individual’s self-report and family history ratings
can approach unity since the criterion (i.e., self-report of lifetime alcohol use disorder) is,
itself, somewhat unreliable (e.g., Culverhouse et al., 2005), and this inherent unreliability
also needs to be considered when examining the validity of family history reports of
alcoholism.
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