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"programs for people." The legislative mandate for the states to
produce a wvorking, viable plan for the provision of alcoholisa
services has now been implemented in every state of the union, and
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FOREWORD

There was a ti-e not rany vears aac when alcohol abuse and alcoholism
were rot consiccred important problems. As a Nation, we turned our backs on
what we now tecunnize as & serious prohlem. Both as a gqovernment official and
a citizen, 1 ar pleased to say that Arericans are no longer ianoring the un-
fortunate consequences that result from the misuse of alcohol.

Thi: Secend Special Repert to the U.S. Congress on Alcohol and Health,
focuseina on new knowledge developed in the past few years.matfl another step
forward in our understandina of the use and misuse of alcohol. I am concerned
by the extensive use of aicohol by young people. I am reassured that the
majority of Americans consume alcohol with no adverse effects. The Report has
implications throuchout our Department, touchina on many aspects of equcation
and welfare as well as health.

e have in the past several vears inraugurated an educational program
aiming at the prevention of alcohel risuse and thus designed to reduce the
incidence of now cases of alcoholism. Activities described in this Report,
such as encouraging insurance payments for the treatment of alcoholism, promise
new lines of help for those who already have this iliness. We also Plan to
continue our study and research., and tou keep before the public an awareness of
this probler. :

In this new Eg{ort, we recormend new approaches to alcohol and alcoholism,
emphasizine pacticu arly actions and programs involving the partnership of
private enterprise and citizen aroups. Ve need to seek out the causes of this
:llness that develops in a sizeatle minority of alcohol consumers, and to search
out measures o‘ preventing it. Ve algo need to develop wore effective tools

. tor preventine alcoholism and for constructively coping with this health and
social protlenm.

Caspar W. VWeinberger
Secretary of Health, Education, and
Velfare
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Alcohelisr arc alcetal akuse is cne of our most serious heslth proklers.
Although the use of alccleolic keverages ic Farrmless to most people ané
aprarertly tenefic:al for sore, alcoholisr is an illress that plaques scre
2 million Arericans c:rectly, and rany tires trat nunber vhen one considers
the effects on fawilies and cthers. It is an illness, as this Report demon-
strates, trhat can engender other serious diseases--such as cardiomyopathy,
cancer, cirrtosies--and ccn shorten tre lifespan of its victime by many years.
dré yet, it did not recome a national realth priority until a few years ago.
The National Institute on ?lcohol Akuse and Alcoholism wvas created in 1970 ars
a result of this avareness and leads Feders] efforts ir this area. It has
since that time ira:gurated nev proarame rangina fror treatment in poverty and
industrial scttinges. tc State forrula arants, to comrunity assistance, as well
as a nurher of other services, research, arcd traininc functions. Trese proorans
have stimulated a risinc tide of irterest and concern for alcoholic people.

But it is not enouch, ané we cannot rest corplacent vhen there is so much more
to be done.

How does suck an outstardine and clearly fundamwental neel fit into an
overall national health strategy? The solution is that the treatment of
alcoholic people and tre prevention of alccholism ultimately rust ke assumed
by the sare peorle who are treatirg every other kind of illness in our health
care and huran service systers. Physicisnr, nurses, social workers, profession-
als of all kinds, and others irveclved in and committed to health care must all
assure their rroper responsikility for alcoholic people in exactly the same way
they would take care of a person vith any other kind of illnees. A major
accomplishrent in this direction vas cchieved with the recent signing by the
President of a compsehensive alcorolism an@ alenlkol abuse act, Public Law 93~
282,* vhich prohibics lospitals receiving Federal funds from discriminatine
in any vay in the admission of ratients suffering from alcoholismr.

1 am alsc encouraced by the arowirg recomition both insicde and outside
the health care syster of the irportance of alcchol wisuse and alcoholiem.
Pecently, two serarate Presiderntial Commissions--The National Commission on
Marihuana and Druc Abuse and the President's Science Advisory Cormmittee--iasued
reports on drug akuse arné chericals, rerpectively, The rain ccrwmon finding wvas
ghat the problers of alcolrol overshacov the importance of any other kind of

ruqg.

It is fittino, then, trat the nev. 2lcchol and Health Peport should appear
at this time. Tris Peport brincs tocether under one cover a comprelensive
review of tlc nev directions that are teing taken to understand ané tc deal with
alcohol risuce and alccholism, and underscores our centention that the time has
come to briny the treatment of alcohclism into the meinstream of our Nation's
health care systen.

Charles C. Edwards, M.D.
Asgistant Secretary for Fealth

*Comprehersive rlcotol Abuse and Alcoholism Prevention, Treatment and
Pehabilitationr Pct rmencments of 1974.
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Alcochelisr ane alcohol abuse contirue to occur at high incidence rates
within the American scciety.

The proportion of American youth who drink has keen increasing so that,
currently, it is almost universal. The highest gcores on an index of possi-
ble problem-dranking behaviors were recorded in the ycungest age group for
which data are available, the 18-20 year olds. .

The public suffers from much ignorance concerning alcchol and from ambiva-
lent feelings toward it. Worse yect, heavier drinkers know less about
alcohol than do lighter drankers or abstainers. In general, American atti-
tudes about drinking are marked by confusion and dissent.

The econcmic cost asaociateg'uith risuse of alcohol is estimated at $25
billion a year. :

The U.S. system of alcchol controls is a chaotic relic. It provides little
support in mitigating alcohol problems and may induce a counterproductive
ambivalence among the public.

The excessive usc Of alcohcl, especially when combined witk tobacco, has
been implicated in the develcpment of certain cancers. Non-white men appear
to be especially susceptihle.

Heavy dranking during pregnancy can'adve:sely affect the offspring of alco-
holic mothers. The significance cf heredity in alcoholism is as yet un-
resolved.

The development of a new animal model of livercirrhosis gives promise of
resolving the problem of causc 1rn one of the severest damages suffered by
alcoholic people, and may contribute to more effective treatmerit, and pre-
vention.

Moderate consumption c¢f alcohol 1s generally not harmful. In some Cases,
such as among the elderly, it may have beneficial physical, social or
psychological effects.

The ncn-excessive use Of alcohol does not appear to adversely affect the
over-all rortality rate or the mortality fror a specific major cause of
death, coronary heart disease. In fact, the mortality of drinkers is lower
than that of abstainers and ex-drinkers.

How alcohol intoxicates and how alcohol addiction develops are outstanding
fundarmental guestions that require intensive research in several disci-
plines. -

Alcoholism is a treatable illness, but different treatments are required by
different individuals. Increasirgly, irdividual treatment needs can be
determined orn the basis cf valid studies or clinical experience.
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Early identificaticn and treatmeit are seriocusly constrained by the fact
that the United States lacks a nationa) conscnsus on what constitutes re-
sponsible use 0. alcohul. Furthermore, the current lack of parameters with
regard to compaiatively aafc versus unsafe drinking patterns provides an
inadequate and ineffective clinical base for the diagnosis of alcoholise.

Although the accessibility and quality of alcoholism treatmert services are
improving, there remains a serious deficit of such services, and only a
small portion of alcoholic people are receiving the servizes required.
Moresver, the bulk of treatment services which are availacla, are designed
to respond to lste-stage alcoholism and 4o not meet the needs of people
whose alcoholism is identified at earlicr stages of the illness.

Major strides can be made in providing adequate treatment for alcohoclism
with proper and cfficient utilization of resources and personnel. This re-
quires continuation and expansion of the roles played by the private and
voluntary sectors of society.

Treatment Programs supported by business and industry can be especially
effective in earlier identification of employees with alcohol problems, and
such programs report the highest rates of recovery. :

Third-party coverage for alcorolism treatment costs is essential, and feasi-
ble, to provide adequate services for all whe require sucn treatment.
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RECOMMENDATIONS pest ©

on May 14, 1974, the President signed Public Lew 931-282, continuing and giving
renewed emphasis tc the Nation’s settled commitment to deal with alecohol abuse
and alcoholism as initially expressed Ly the Comrprehensive Alcohol Abuse and
Alcoholism Prevention, Treatment, and Rehabilitation Act of 1970, The new

amendments build on the expericnce since 1970 and sharpen that comprehensive
commitment:

“It is the policy of the United States and the purpose of this
Act to (1) approach alcohol abusc and alcoholism Irom a compre-
hensive community care standpoint, and (2) meet the problemms of
alcohol abuse and alcoholiam not only through Federal assistance
to the States but also thrcugh direct Federal assistance to
commun.ty-based programs meeting the urgent needs of special
populations and developing methods for diverting problem drinkers

from criminal justice systems into prevention and treatment pro-
grams."

Based on this leagislative mandate and the findings of this Report, the
Secretary of Health, Education, and Welfare recemmends--

. THAT THE GROWING STORE OF KNOWLEDGE ABOUT ALCOHOL AND ALCOHOLISM

BE MADE MORE READILY AVAILABLE FOR USEL BY SPECIALISTS AND THE
PUBLIC.

The need to systematize and prccess the growing world-wide experi-
ence, gstudy, and research so that it will be available to scholars,
researchers, legislators, educators, adminisctrators, professionals,
and all citizens is critical. The further development of the
National Clearinghouse for Alcohol Information, in collaboration
with appropriate academic and other sources, should therefors be
pursued energetically.

. THAT EDUCATIONAL RESOURCES FOR PROFESSIONALS AND SCHOOLS BE
EXPANDED AND DEVELOPED.

The rehabilitation of problem drinkers and alcoholic people requires
the help of a wide variety of professional and allied personnel with
special skills and understanding. Resources for the training and
accreditation of such specialized personnel should be identified in
model form, and States or regional consortiums should be encouraged
to adopt these approaches as appropriate to their own needs.

The long-range prevention of alcchol misuse depends in part on the
transfer of both knowledge about alcohol, and the understanding of
its use and nonuse, to the younger gencration. Schools throughout
the Nation have an important role in this process. Suitable modules
of alcohol education should be developed by the Jational Center for
Alcohol Education and Regional Centers. State and local school
systems can adapt these modules for their curriculums.
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+ THAT EFFORTS TO DECRIMINALIZE AND INSTEAD PROVIDE COMMUNITY CARE

xiv

FOR ALCOHOLISM AND PUBLIC INTOXICATION BE REDOUBLED.

The Uniform Alcoholism and Intoxication Treatrent Act recommended

to the States by the National Conference of Commissioners on

Uniform State Laws and by the Secretary of Health, Education, and
Welfare, provides a model for States to decriminalize and establish
the legal framewdrk within which to approach alcoholism and public
intoxication from a community care standpoint. This action has been
recommended by the cc rts, Presidential Commissions, and profession-
al organizations. A sgpecial grant in Public Law 93-282 to States
that adopt this legal framework and approach is a fundamental
recognition by Congress and the Administration of its importance.

« THAT THE NEW LAWS PROTECTING THE PRIVACY AND COMNFIDENTIALITY OF ALL
CITIZENS WITH DRINKING PROBLEMS BE STRICTLY AND IMMEDIATELY ENFORCED.

Public Law 93-282 anends section 333 of the Alcoholism Act to pro-
vide the first comprehensive approach to the issue of confidential-
ity and privacy for people with drinking problems.

+ THAT EFFORTS BE SPEEDEU UP TO ASBSURE QUALITY CARE FOR AND TO REDUCE
THE CARNAGE AMONG SPANISH SPEAKING AMERICANS, INDIANS AND OTHER
NATIVE AMERICANS, YOUNG BLACK MEN, AND HIGHWAY TRAVELERS.

« THAT THE VALUES OF EARLY IDENTIFICATION AND TREATMENT PROGRAMS IN

BUSINESS AND INDUSTRY BE GENEBRALLY RECOGNIZED THROUGHOUT THE COUNTRY.

The magnitude of the cost to the Nation's economy stemming from
problem drinking and alcoholism is staggering. It is imperative

to encourage the vider establishment, in Government as well as in
the private sector, of the types of program that, with the coopera-
tion of labor and management, have successfully restored substantial
majorities of affected personnel to health and normal function. The
economic benefits of effective early identification and treatment

programs demonatrably outweigh the cost, and the human benefits are
beyond valuation.

« THAT QUALITY AND COMPREHENSIVE CARE BE EXTENDED TO ALCOHCLIC PEOPLE

THROUGH COVERAGE UNDER HEALTH AND DISABILITY BENEFITS AND TRE
ESTABLISHMENT OF STANDARDS FOUR CARE.

Total coverage for the treatment of alcoholism through traditional
and other third-party payment plans should continue to be studied.
The application of such Coverage in both general and special thera-
peutic settings should be explored, with particular consideration

to the continuum O0f health and human-service needs of alcoholic
people in the process of recovery and rehabilitation. Standards and
certification for such care are crucial to insurance coverage and

to the quality of care that can be obtained by alcoholic people.
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THAT NEW AND KEVISED POLICIES AND GUIDELINES GOVERMING THE DISTRI-
BUTION AND SALE OF ALCOHOIL.IC REVERAGES BE DFVELOPED.

current laws and reyulations need to be recvaluated to determine
whether they are fulfilling their intended purpnses. To the extent
that they are not, a set of model codes of alcuhel-beverage control
should be formulated, which States and communities may adopt with
modifications to suit their own needs.

TYHAT [T BE RICOGNIZED THAT THF MULTIPLICITY AND EXTENT OF ALCOHOL-
RELATED PKUBLEMS CANNOT BE THF. EXCLUSIVE PRESPONSIBILITY OF THE
FEUR®A L COVEPNMENT. ACCORDINGLY WE SHOULD FIND WAYS--

To strengthen the i1nvolvement and the :ole of private enterprise
in reducing the problems of alcohol abuse and alcoholism;

T enlrance the role of voluntary agencies, and support by State
and local gcvernments, 1n activities related to the care of the
afflicted, and in contributing to preventive efforts.

THAT EFFORTS BE MADE TO INTENSIFY THE STUDY OF THE RELATION OF
ALCOHOL USE TG--

Cancer

lleart disease

Liver disorders

Pregnancy and fetal health

Aging

Longevity and mortality

Brain function and the addictive process.

THAT A NEW NATIONAL CONSENSUS CONCERNING WHAT CONSTITUTES RESPONSIBLE
USE AND NON-USE OF ALCOHOLIC BEVERAGES BE FORMUI.ATED AND ARTICULATED.

Current concepts and rores corcernin? the use and non-use of alco-
rolic beverages are confused, inconsistent, and sometimes destruc-
tive. Fnowledge about the use and risuse of alcohol needs to be
shared more widely and continually so that citizens and especially
our young people are civen the opportunity to base their decisions
to drink or not to drink on the best information chat is available.
1n addition, new and alternative recreational and social settings
may be considered in which drinking will be a coincidental function
ratrer than the main reason for people frequenting them.
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INTRODUCTION

The First Special Report to the Conaress of the United States on Alcohol
and liealth described Broasiy certain existing areas of knowledge about alcohol,
Its Ristorical and contemporary uses and misuses, drinking and problem drinking,
theories of the causes of alcoholism and its treatment. Effects of alcohol on
on the nervous system and the legal status of intoxication and alcoholism were
reviewed in detail.

This Second Special Report concentrates on hichlighting certain advances
in knowledge gained in the last few years. It does not attempt to address all
aspects of knowledge. and deliberately bypasses those areas in which new infor-
mation may !e develcping but has not yet recached a sufficiently reportable
level. Where the new knowledge that is reported rests on prior foundations,
reference is made to the older sources; and, where pertinent, reference is made
to the First Report. This Second Report, thus, does not supersede its predeces-
sor nor renders it owusolete, Rather, it should be used in conjunction with the
First Report and as a fresh supplement to it.

very fact that this Report highlights new scientific findings warrants
a word of caution. Scientific advances are made in discrete steps, each of
which must be duplicated and repeated many times before we are certain that it
is valid, and how it should be interpreted, and when it may be used. As we
respect the rights of people to make their own interpretestions and decisions,
and to accept their own risks based on the best available knowledge, it is an
ethical imperative to interject here a word of caution about the limitations
of applying broad findings based on statistical populations to specific decision-
making by individuals. A scientific truth concerning a population, represented
by a statistical average, may he inapplicable or even invalid for many indi-
viduals within that population. One striking example is the finding that the
life span of ex-drinkers and abstainers is shorter than that of drinkers. It
would be a grous error to interpret this as an indication that the ex-drinker
should resume drinking--indeed, a possibly ®atal error. That ex-drinker may
be someone who has an illness that has made alcohol intake dangerous--especially
if that illness is alcoholism. Similarly, it would be an error for any indi-
vidual to assume, since the findings indicate that moderate drinking is bene-
ficial to some people, that this benefit can outweigh the ethical and health
values which abstinence represents for them as a way of life. 1In sum, this
Report is an authoritative guide to understanding what scientists and scholars
are studying and reporting at this time, a picture of current realities, a
basis for thinking about problems related to alcohol and their possible
solution. It is not an authoritative guide for solving moral issues which
belong in the realm of personal decision.

This Second Report reflects the knowledge gained for the battle against
the misuse of alcohd] since the inception of the National Institute on Alcohol
Abuse and Alcoholism (NIAAA). Three years is minuscule in the long history of
man's relation with alcohol, but these were years of notable progress. The
energies and resources of a Nation were finally mobilized in concert among the
Pederal, State, local, private, and volunteer sectors. This is most outstand-
ingly reflected in the passace of Public Law 93-282, The Comprehensive Alcohol
Abuse and Alcoholism Prevention, Treatment, and Rehabilitation Act Amendments
of 1974, which was signed into being by President liixon on May 14.
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In all of 1t8s work nver the past three years, the National Institute on
Alcochol Abuge and Alcoholism has been fortunate in having an extremely dedi-
cated National Advisory Council which has unstintingly given of its time in
providing the Institute's Director and his staff with valuable counsel and
guidance as NIAAA has evolved and implemented its programs. In this Nation's
progress toward overcoming many cf our problems stemming from the misuse of
alcahol, the work of numerous voluntary orqanizations has been of paramount
importance. These Organizations range from those such as the National Council
on Alcocholism, Alcacholics A.onymous, and the Alcohol and Drug Problems Associ-
ation of North America, which have since the very inception been in the fore-
front of the battle, to those which have more recently, but nevertheless no
less energetically, become involwved.

What we have learned can, perhaps, be seen not only in a recitation of

newly discovered facts but also in terms of what has been accomplished and how
understanding has developed.

Progress Toward Programs for People

Ag we have stated in From Program to Person: tliorking Papers of the tlational
Institute on Alcohol Abuse and Alcoholism, "rThe highest priority of the insti-
tute, from the beginning, has peen to make effective, quality treatment avail-
able to every alcoholic person who needs it. . ."

We believe that simificant progress has been made toward this goal. The
legislative mandate for the States tO produce a working, viable plan for the
provision of alcoholiam services has now been implemented in every State of the
Union. The individual States have benefited from the gervice, research and
demonstration programs that have been mounted with NIAAA underwriting and assis-
cance, and have now begun to take over these efforts on their own. The Insti-
tute has ensured that consultants and program resources are available in every
State, as well as at the National level, capable of providing technical exper-
tise in the developing of a wide diversity of services, encompassing community
and local interests, industrial and occupational settings, poverty and minority
programs.

At the community level the NIAAA has directly supported the development of
almost S00 currently operating alccholism treatment programs. Their work is
being systematically menitored so that the long-range effectiveness of various
treatment modalities can be reliably evaluated. Through its Formula Grant
Program to State Governments, the NIAAA indirectly supports many hundreds of
other alcoholism treatment and prevention projects,

Recently the NIAAA has also launched a series of special-population
programs in addition to those already functioning for American Indians and
Alaskan natives. They include projects to bring aid and rehabilitation to
alcocholic people in certain hitherto neglected segments of our society: Blacks,
Spanish-speaking Americans, migrant farm workers, women, and persons caught up
in the criminal-justice system.

Early identification of alcohol problems is increasingly recocnized as
vitally important. The earlier an individual's difficulties with alcohol are
discovered, the more anguish is spared, the better the prognosis, and the lass
expensive the treatment. An entire chapter of this Report is devoted to occu-
pational alcoholism programs, seen as a major mechanism tor achieving earlier
i1dentification. Drinking-driver programs, such as the Alcohol Safety Action
Projects initiated by the Department of Transportation within the past three
years in concert with alcoholism treatment programs, appear to offer another
promising approach.
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We speak easily of the problems of alcoholism and treatment techniques
in regponse to them. But much information is lacking that is needed to develop
sound programs on a national scale. For example, an estimate of the economic
costs associated with alcohol misuse is important for perspective i1n assigning
national priorities. The first thorough estimate, based on all currently
available information, is only just now available. The cost for the sample
year of 1971 exceeds $25 billion. Other kinds of :nformation are worth par-
ticular mention.

(1) Data are now available 1n i1ncreasing quantity describing the

operations of treatment programs. It is becoming possible to relate

changes 1n client status to such factors as staffing patterns, treatment
delivery system, unit costs, etc.

(2) A series of consistent, periodic surveys are beinj conducted to

examine the attitudes, opinions, and knowledge of the gjeneral publac.

This is essential to the implementation of workable community programs.

The flow of information has not, however, been unidirectional. The NIAAA,
other Government agencies, and the private sector have all been using the mass
media to present the case against alcohol migugse. Alcoholism 18 increasingly
newsworthy; items of significance to alcoholism are seen more and more in the
news. A new resource for public and scientific information has been estab-
lished, the National Clearinghouse for Alcohol Information. And there are many
other activities aimed at increasing public information. All this seems to be
taking effect. Thus, surveys indicate an increasing general awareness; the
National Cleariaghouse is receiving a tremendous and increasing number of
requasts for information.

This Report, while tocuming on many of the more positive aspects of our
progress toward combating the misuse of alcohol, also highlights a number of
the areas where we muat redouble our efforts. One such arna of considerable
alarm is the misuse of alcohol by many of this ilation's youth. 1f we are ever
to be truly successful in our efforts, we need to brinq about consicderable
changeg in the attitudes and behavior of our younger citizens with reaard to
the use of alcohol.

The Private Sector--A tlew Role

tie are lookina to the lation's private sector to plzy a more meaningful
leadership and advocate role in our endeavors, to Jdenmonstrate its scocial concern,
and join in partnership with the alcoholism movement.

tle are looking to the ilation's health insurers to make third-party pay-
ments become as much a part of alcoholism treatment as they are of other health
care. Ve are developing the necessary standards for the accreditation of para-
professional personnel and facilities. We will give the health insurance in-
dustry the necessary tools; but the industry must supply the necessary willing-
ness and comm tment.

We are lookinq +o the private enterprise system to actively enter the
alcoholism treatmert field. Through 1mprovements in health coverace, and
through demonstrating feasibility, we are convinced that high gquality alcoholism
treatment can he expanded sianificantly through the llation's effective system
of free enterpraise.

Ve are lookina to private induatry to join our ranks and further ats own
self-interest at the same time, by committing i1tself to developinq occupational
alcoholism proqrams. We are asking it to stop killinq 1ts alcoholic employees
with kindneas by 1qnorinqg or covering up alcoholism problems. Ue are asking
for the opporturnity to show that cvery dollar invested in such a program will
yield multiple-dollar savings in return. And we are asking for the chance to
demonstrate that the motive for profit need not conflict with compassionate
coneern.
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Wee aree askinyg the !'igquov industiy to demonstrate more agqressive leader-
ship and initiative 10 the alcoholism arca. Tt should be a full and willing
partner. It 18 the liguor wndustry that can push fo: and even demand meaningful
changes in cumron business and gsocial practices that add to alcchol-related
problems.

The Lnhanceme'nt of Health

The word “prevention” is commonly used in Speaking about alcoholism., «what
we mean by prewvention ie helping people to avoid the harmful effects of be-
havior related to taxing alcchol. Although we should continue to talk about
prevention, since the wnrd is in common usage, we should also recognize that
this is in some sense an unfortunate term. For many people "prevention®
connotes a series of neqatives about behavior: avoidance, stopping, cutting
off. We believe a more positive concept of prevention needs to be promulgated
throughout this Nation. This positive concept of prevention should focus on
describing and promotina those attitudes and behaviors which best serve to cur-
tail the destructive use of alcohol in our society. This Report clarifies in
some degree the role of alcohol misuse and alcoholism in certain malignant
diseases, such as cancer and cirrhosis, as well as their contribution to mor-
tality. But 1t also presents recent evidence in several areas indicating that
there are no adverse and there may be some beneficial effects of alcohol intake:
the mortality and heart diseuse data suggest this; and alcohol consumption was
related to feelings of health and well-being among non-institutionalized elderly
persons, and tu physical and psychological improvement among institutionalized
elderly people.

The use of the word "prevention®” also implies to some people that we know
-he etiology or cause ¢f problems, or of an illness. In the case of alcoholism,
the best currernt krowledae sugqgests that there is no unitary cause. That is,
the principle that one cause leads to one effect does not apply here. Similarly,
there is no single constellation of symptoms defining alcohclism. Therefore,
there are multiple probhiems to "prevent."

Despite this diversity, we have argqued for a long-term unitary goal: a
society which embodies the concept of integrated drinking tor those who choose
to drink. According to the best contemporary knowledge, integrated drinking
exists in a society that has (l) evolved a substantial agieement in its member-
8hip ahout the values, norms, and practices that regulate the use cof alcohol,
and (2) subordinated drinking to other activities, such as family, religious
and recreationai pursuits, rather than using alcohol as the prime organizing
attraction of a social activity. Such a society shows comparatively few
problems with alcohol. This is, currently, not the case in the United States.
As a result of nur complex National history, a plethora of attitudes and
practices surround and con‘ound aicohol use. They arose from ethnic and relig-
ious disparities with related differences in mores, customs, beliefs, values,
and sanctions about drinking.

Nevertheless, change is feasible. Drunkenness was a problem among the
ancient llebrews. VYet temperate drinking became the established norm among Jews
when their national culture was reformed around 525-350 B.C. and remains so
today. In this century, both France and Denmark, to select two examples,
showed marked and rap:d change in drinking patterns. Early data from the
Alaskan native alcoholism programs indicate that mere provision of leisure
time alternatives to drinking, e.qg., comminity centers, markedly and quickly
reduces the incidence of aleohol problems.

The Natinnal 1.:a3titute on Alcohol Abuse and Alcoholism is beginning the
task of creat:i1nj a new national drinking environment hased on facts and a
feeling of responsibility with regard to alcoholic beverages. In pursuit of
the creation of this new environment, the following quidelines are proposed:
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-= The general public should understand the facts about alcchol and its
cffects on the human body. More people should realize that, among
othar things, alcohol is an anesthetic drug capable of causing
euphoria, sedation, unconsciousness, and death, as well as adverse
social effects,

-= The proper uee of alcochol can be socially, psychologically, and
physically beneficial.

-- The decision to drink or not to drink should be a personal, private
decisior.. However, anyone choosing to drink has a regponsibility not
to destroy himself or impair his relation with society.

-= Those who drink should respect the decision of the proportion of the
population in this country who choose not to drink.

==~ Pecple who serve alccholic beveraaes should recoqnize their responsi-
bility. Bartenders who refuse to sell drinks to an inebriated
cus-omar, and hosts who do not push unwanted or "loaded" drinks on
guests, are acting responsibly and contributina to a healthy drinking
environmant .,

-=- Those who drink should not get intoxicated.

-- More people must come to understand that adults are significantly re-
sponsible for the drinking habits of youth, because the examples set
by adults have a great influence on the subsequent drinking attitudes
and practices of young people.

-- The general fpublic must begin to realize that the line between alcohol
misuse and alcoholism is mostly a matter of degree and consequence; and,
therefore, there is a direct link between irresponsible attitudes toward
drinking and the problem of alcoholism.

More must be done than work for eventual cultural change. There are now,
and alwayas will be specific subpopulations for whom the risks or possible mani-
festations of alcoholism require focused prevention programs. Children of
alcoholic parents provide one example. There is evidence to suggest a familial
factor in alcohclism. Therefore, special efforts should be made on their behalf.

A final example of need for immediate action, this time aimed at the total
population, is represented by alcohol control agencies and policies. Unlike
most other developed countries, ours does not have a National policy on the
manufacture and sale of alcoholic beverages. With the exception of Federal
statutes on exports and imports, licensing of manufacturers, interstate com-
merce, and taxation, each State has "full and complete authority over the manu-
facture, distrihution, and sale of alcoholic beverages within its borders."”

Consequently, alcoholic beverage control in the U.S.A. is a hodge-podge.
The structures and functions of the control agencies vary from State to State.
Some are comprised conly of a single elected official while others consist of
a board appointed by the governor. Some agencies have their own enforcement
staffs while others must rely upon State and local police for enforcement, Even
legal definitions of what constitutes an alcoholic beverage vary among the
States. For example, 3.2 percent beer by weight in some States is requlated
but is not considered an intoxicating beverage, while in one State the term
alcoholic beverage refers to those containing more than 14 percent ethyl alco-
hol by volume, and in another, beer containing less than 5 percent alcchol by
weight and wine containing 21 percent or less alcohol by volume are considered
neither alcoholic nor intoxicating.

Although specific regulations vary from State to State, alcoholic beverage
control agencies generally employ similar methods. Specific types.of control in-
clude hours of sale, age of purchasers, separation of licenses (on-premise and
off-premise), and limitations on advertising. Although these controls were
conceived and implemented primarily to stabilize and regulate the beverage alco-
hol industry, their potential applicability to prevention is evident.

Currently, there exists a mutual lack of understanding among the alcchol
control agencies and agencies involved in preventing alcochol-related problems
as to the role the other can play in their operations. Few of the alcohol
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control agencies coordinate their activities with those of other agencies, even
within their own State, involved in combating alcohol-related problems.
Conversely, social or Governrent agencies associated with alcohol problems have
shown little interest in including alcohol control board personnel in planning
conferences or programs which aim to reduce problem drinking. The reason for
this separation appears to he a notion prevalent on each side that the other
has little to contribute or is not interested in contributing to its functions.

The National Institute on Alcchol Abuse and Alcocholism is striving to
break down the barriers between all Government and private agencies that pre-
vent cooperation for the achievement of a healthier society--a society with such
healthier attitudes toward drinking as will result in personal responsibility
and social integration of the use and nonuse of alcohol.

Alcohol problems viewed from any perspective cause grievous pa&in: hurt to
the afflicted person, his family, and society. The mission of the National
Institute on Alcohol Abuse and Alcocholism from its creation by Public Law 91-616
in 1970 and its establishment on May 6, 1971, has been to provide that help, to
treat the people who are suffering, and to prevent the tragedies arising from
the effects of alcoholism. as an illness, alcoholism is devastating; the

source of accidents and poor health; a contrihutor to the disruption of families;
a well of human misery. Something is being done about it.

Morris E. Chafetz, M.D.
Chairman of the Task Force



Chapter 1
ALCOHOL USE AND MISUSE BY ADULTS AND YOUTH

There i3 an absence of clear definitions of problem drinking and aleo-
holism, but universal agreement that they represent a source of grave concern
for our society. The number of Americans whose lives alcohol has adversely
affected depends on definition: those under active treatment for alcoholism
by public or private agencies are probably in the upper hundreds of thousands.
but there may be as many as 10 million people whose drinking has created some
problem for themselves or their families or friends or employers, or with the
police, within the past year.

Alcohol Consumption in the United States

It is necessary to know some basic facts about drinkers and the kinds and
amounts of alcohol they consume to appreciate the impact of drinking on con-
temporary American society. It is useful also to compare the United States
with other countries. For, as will be evident from a consideration of the
facts presented here and in later chapters, "enough alcohol consumed in any
form will ensure trouble for any group or nation," (62). Yet alcohol alone
may not cause health or social problems, even in a universally drinking soci-
ety, and the typec of drink may not matter as much as the patterns and purposes
of drinking.

Historically, marked shifts in the amount and patterns of consumption have
occurred over relatively short periods in some countries. Some of these shifts
have been reactions to national crises, such as war, or have been effected by
deliberate governmental policies. Such rapid changes, however, tend to be
temporary. Enduring changes in drinking attitudes and behavior, for which no
external cause may be obvious, can require generational time spans. Three
such documented examples are the shift in ancient times from heavy drinking and
drunkenness to moderate drinking and sobriety among the Hebrews (35):; and in
American history the shift from nearly universal drinking to widespread absti-
nence by a substantial part of the population during the first half of the 19th
century (26).

The amounts of tax-paid alcoholic beverages (distilled spirits, wines, and
beers; apparently consumed in the United States in 1972 by the average drink-
ing-age person are shown for each State, the District of Columbia, and the
entire country in Table 1. The consumption portrayed in this and all later
tables and fiyures actually represents only the tax-paid quantities of alcohol
that enter=-and not those that .leave--consumer outlets. Temporary stocking up
or inventory overloads may distort the apparent consumption im any one year.

The anomalously high amounts attributed to the District of Columbia may
be due to several factors. The District is not a State, where high and low
purchase and consumption rates in urban and rural areas balance each other,
but a metropolis where a high rate of sales is expected. It is also a tourist
and convention center, which implies a high drinking rate. And its low prices
attract a vast suburban and transient population to purchase their supplies
there. :
Another caution applies to comparisons among States. Some States attract
thousands of vacationers, tourists, and convention-qgoers from other areas
where prices of spirits are as much as 35 to 40 percent higher. Examples are
Nevada, which has the second highest consumption rate, and New Hampshire and
Vermont, vacation states where prices of spirits are substantiallv lower than
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in the neiyhboring States. Car-driving transients stock up while visiting such
low-price States, thus artificially inflating the apparent consumption of those
States, at the same time underestimating the true consumption in their own
States.

Somewhat more realistic indices of appuarent consumption are shown in Fiy-
ures la and 1lb, in which apparent consumption is divided among the populatiounn
of larger geographic units (Bureau of the Census regions) than States. These
Jata show the consumption, per drinking-age pecrson, as the ubsolute alcohol
contained in the various beverages (Figurc la) and the proportion of the total
absolute alcohol contributed by each major class of beverage (Figure 1b).

Interesting and perhaps important differences between areas come to light
in these figures. At one extreme, inhabitants of the South Central region con-
sume the least alcohol while those in the Pacific and New England regions con-
sume the most. An interesting trend is that the Mountain region rate is not
far behind that of the Pacific and New England regions. The Mountain region
118 traditionally had a relatively low consump%ion rate, but that rate has been
increasing stecadily and is now the third highest amony the regions.

As for different classes of beverages (Figure lb), at one extreme the resi-
ients of the West Scuth Central reyion drink mostly beer (55 percent of the
alcohol in that form), while at the other extreme the New England and the South
Atlantic regions favor distilled spirits (49 percent) in that form. Only the
racific region obtains a substantial portion of its alcohol (20 percent) from
wine. In the United States as a whole the largest proportion of alcohol con-
sumed is in the form of beer (46 percent of the total), followed by distilled
spirits (42 percent) and wine (12 percent).

International Comparisons

Today's American drinking-age population consumes not much more than half
48 much distilled spirits per capita as a century and a quarter ago. As abso-
lute alcohol, distilled spirits accounted for almost 90 percent of the total
consumed in 1850, but for less than half in recent years (23). Although over-
all per capita consumption today is about the same as in the mid-19th century,
these proportions reflect the long-term shift from distilled spirits to less
concentrated beer and wine. Most of this change was completed by the last
years of the 19th century. It is likely, too, that a much larger portion of
the spirits was consumed undiluted in the past times than nowadays, when ice

and mixers are available and popular.
The same long-term shift has also occurred in many other countries with a

tradition of heavy spirits consumption, but in them the popularity of lighter
beverages and particularly of beer has continued to increase in recent times.
Comparing the consumption trends in the United States with those in other in-
dustrialized countries in recent decades (Table 2 )., it is apparent that in
gome respects the United States is reflecting overall trends but in others it
is not.

In the last few years, American wine consumption, though it still accounts
for only a minor part of the overall consumption of absolute alcohol, has been
increasing more rapidly than the consumption of other alcoholic beverages.
Moreover, Americans now drink more table wine (containing about 13 percent al-
cohol) than the stronger fortified wines (about 20 percent alcohol) which used
to account for more than half of the U.S. wine consumption. This trend is also
occurring in a number of other countries, particularly in those whare wine has
not been the traditionally most favored drink. In fact, 12 of the 16 European
and British Commonwealth countries shown in Table 2 outranked the United States
in the period from the late 19508 to around 1970 in their percentage increase
in wine consumption. The general consumption of alcoholic beverages increased
enough in the same period in some of the other countries so that the United
States is now outranked by 8 out of the 16 other countries in average annual
percentage increase in overall consumption.

On the other hand, the United States now outranks all but 1 of the 24
other countries from which reports are available in per capita consumption of
distilled spirits, having surpassed even most of the reporting Eastern European

o Jountries (23). Although proportional increases in spirits consumption have
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TABLE 1

APPARENT CONSUMPTION,(3)BY STATZS, OF EACH MAJOR BEVERAGE CLASS,
AND OF ABSOLUTE ALCOHOL FROM EACH CLASS, IN U.S. GALLONS PER PERSON
IN THE DRINKING-AGE POPULATIONb)U.S.A. 1972

1%
TOTAL
State Distilied Absolute Wing ADsolute Beer Absolute At?soluu
Spiritgs  Alcohol Alcohot Aicohg! Alcohol
Algbema 1.86 0.80 0.63 0.09 1693 0.76 1.65
Alasha 506 218 2.93 0.43 21.87 1.2% 3.8
Arizons 2.61 112 2.46 0.36 34.20 1.56 3.04
Arkangay 1.38 0.59 096 0.34 17.66 0.79 192
Gelitorma 3.12 1.36 4.66 0.68 26 .60 1.20 .24
Colorado 295 1.27 2.64 0.38 29.61 1.33 2.98
Connectscut .26 1.40 2.43 0.38 21.81 0.98 2.73
Delowere 79 163 1.87 0.27 28.18 1.27 N
Florue .69 1.59 2.36 0.34 28.99 1.30 3.23
Georgia 2.69 1.16 1.11 0.16 20.64 0.93 2.26
Haveu 256 1.10 1.91 0.28 24.4) 1.10 248
tdsho 1.80 0.77 1.94 0.28 30.65 1.38 2.43
HULT-1Y .16 1.36 2.18 0.32 27.36 1.23 2.9
indisng 1.72 074 0.88 0.13 22.76 1.02 1.89
iowe 1.63 0.70 0.56 0.02 25.27 1.14 186
Kansss 1.59 0.68 057 0.08 21 32 0.96 1.72
Kentuchy 193 083 0.70 0.10 22.29 10.1 194
Lousans 2.04 088 2.20 0.32 8.1 1.26 246
Maine 2.28 1.01 1.68 0.24 29.92 1.3% 2.60
Maryland 3.37 1.4% 2.10 0.30 28.68 129 3.04
Massachusetts 318 1.37 2.54 0.37 26.50 1.19 293
Michigan 2.51 1.08 1.92 0.28 31.2% 1.41 2.m
Minnesots 2.65 1.14 1.41 0.20 25.68 1.16 2.50
Missission 1.82 0.78 0.82 0.1 2193 0.99 1.88
Migsour 2.18 0.94 1.34 0.19 25.66 1.1% 2.28
Montans 2.52 1.08 1.14 0.16 34.95 157 281
Neobraska 242 1.04 1.10 0.16 28.81 1.30 250
Nevada 8.26 355 5.23 0.76 41.86 1.88 619
New Hampghire .41 3.19 2.67 0.39 40.93 1.84 5.42
New Jorsey 114 1.35 2.90 0.42 25.32 1.14 2.91
Now Meus¢o 2.38 1.02 2.42 0.38 32.08 1.44 23
New York 293 1.26 3.06 0.44 25.78 1.16 286
North Carolina 208 0.89 1.50 0.22 18 33 08? 1.93
North Dakots 280 120 115 0.17 29.26 1.32 2.69
Qo 1.84 0.79 1.40 0.20 38.23 1.72 2N
Okishoma 179 0.77 1.05 0.15 19.67 088 1.80
Oregon 213 0.92 3.29 0.48 28.1% 1.27 2.67
Pennsylvenia 1.88 0.81 1.50 0.22 28.66 1.29 2.32
Rhode ising 2.717 1.19 297 0.43 30.62 1.38 3.00
South Caroling 2.95 1.27 162 022 21.17 0.9% 244
South Dakots 219 0.94 1.1%§ 0.7 23.44 10% 2.16
Tonnsssee 1.50 0.64 0.79 0.1 22.09 0.99 1.74
Toxas 1.76 0.76 1.42 o.n 31.95 1.44 241
Utsh .37 0.59 1.0% 0.1% 18.1% 0.82 1.56
Vermont 4.41 1.90 3.15 0.46 34.78 1.56 392
Virginia 235 1.0% 1.51 0.22 22.29 1.00 2.23
Washington 2.36 1.01 3.03 0.44 2805 1.26 2N
Weat Virginia 1.74 0.7 0.69 010 20.00 0.90 17%
Wiscongin 3.04 1.31 1.87 0.27 39.73 179 3.7
Wyoming 2.8 2 1.36 0.20 32.10 1.44 285
Owmrict of Columbia 9.91 426 6.3 0.91 30.56 137 6.54
U.S.A. 260 112 2.16 0.3 26.62 1.20 2.63

{a) For comparative purposes only. Amounts caiculated according to tax-paid withdrawals.

(b) Ags 15+
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35% of absolute PER PERSON. IN THE DRINKING-AGE POPULATIGN D) AND
alcohol trom spiras PERCENT OF EACH MAJOR BEVERAGE CLASS, U.S.A. 1972
and 55% from beer,
while South Attantic
States consume 49%
trom $pirits ang 414, -
fiom beer. é 2 é_l
The Pacitic Region " distilled spirits | wine beer
stands out by taking Pacitic 41% 20% 39% 3.10
20% of its alcohol
in the form ot wine.
New England 49% 12 39% 3.00
Mountain 41% 11 48% 202
Middle
Attantic 42% 14 44% 2.70
South or
Atlantic 49% 10 41% 2.63
East North t
Central 41% 10 49% 2.58
West North a2% |7 51% 2.23
Central )
West South o
Central 35% TI 55% 218
East South
Central 2% 16 52% 1.81
The regions are t e standard regions of
the U.S. Census 3ureau.
(3) For comparat: : purposes only. Amounts calculated
according to ta -pad withdrawals,
(b) Age 15+




TABLE 2

PERCENT OF INCREASE OR DECREASE IN ALCOHOL CONSUMPTION
IN 17 COUNTRIES FROM LATE 19505 TO EARLY 197Gs(2)

Percentage increase (+)

or decrease {~) «n consumption of .

Country Dates of data Spirits V_m g_e_e_r Toral
France 1955 - 1968 20% -18% 3%° --9%
taly 1957 - 1969 80 -8 149 1
W. Germany 1987 . 1970 66 85 54 61
Switzerland 1950/55 - 1966/69 38 1" 6° 13
Australis 1955/56 - 1969 25 45 8 15
Belgum 1956 - 1967 42 68 12¢ 33
New Zealand 1956 - 1967 -11 158 13 13
US.A. 1958 - 1971 42 45 20 32
Oenmark 1956 - 1969 115 49 44 84
Canada 1956 - 1969 -27 79 101 17
United Kingdom 1957 - 1970 35 189 9 20
Sweden 1957 . 1970 -5 n 93 26
ireland 1955 - 1970 65 103 29 41
Netherlands 1956 - 1969 K} ] 186 137 83
Finisnd 1955 - 1969 -2 37 357 S0
Norway 1957 - 1970 23 64 52 4?2
iceland 1952 . 19N 31 102 21 a3

{8)5ource of Data: Keller and Efron (36); Efron, Keller and Gurioli (23). The time-period between
observations in thess two reports ranged from 11 13 19 years; changes in all countries were reduced
10 8 ten-vesr rate by srithmetical interpolation. Co sntries are listed in order of their total consump-
tion at the latest report.

*iIncludes cider.
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been higher in several other countrioes in recent years, the United States is
somewhat exceptional in its overall high level of spirits ccnsumption, com-
pared to the general 20th-century trend toward beer drinking (59,860 ) in incus-
trialized countrics with a history of heavy spirits consumption.

Whether the alcohol strenyth or othur properties of the uaveraye beverajes
affect the damage that may be causcd by a qaven amount o! absolute alcohol is
NOw under ncw study. Most governments, includang thosce in the United States,
have long placed a higher tax on spirits per unit of absolute aleohol than on
lighter beverayges (1), and this tax diffcrential has olten been explicity in-
tended to discourage thce consumption of stronger beveraycs. ‘There i1s some
evidence that cirrhosis (61) and other alcohul-related health probiems are more

associated with drinking spirits and wine than beer, and considerable evidence
supporting this hypothesis has recently been assambled in a report commis-
sioned by the Canadian Brewers Association (j3). On the other hand, there are
indications that some forms of cancer may be agssociated with beer drinking,
though the nature of the relationship is unexplained (29). It appears likely
that at least some of the differences are related more to the manner of use
than to the alcohol content ov chemical composition of the types of beveraqge.
As for alcoholism itself, some investigators (21) have argued against any
association with specific beverages, noting that the beverages chosen by
alcoholic persons tend to match those of the country in which they live.

Another way in which the United States differs from other industrialized
countries is in the proportion of the adult population that reports not
drinking at all, and in the apparent relative stability of this proportion.
About one-third of American adults have not consumed any alcohol in the last
year, while European and Australian surveys have revealed abstinence rates of
3 to 32 percent, with a modal value in nine countries of 15 percent (38).
Furthermore, the abstinence rate in the United States appears to have been
holding steady in recent years but to have been declining in other countries
with a strong tradition of abstinence (49).

The United Statcs also differs from most countries from which “ata are
available in the relatively small proportion of their moncy its cousumecrs spen:
on alcoholic beversages (23, 63, 64). Thais is partly due to the nigher per
capita spendable income in the United Statcs, of course, but it also appears
that American special taxes on alcohol are below the median in Euronean coun-
tries (1). Consequently, the pricc of alcoholic beverages in the United State-
is relatively low by international standards (10).

The international statistical comparisons that can he made give a mixed
perspective of the position and trends in the United States. There appears %o
have been an over-all trend in most countries toward increasaed consumption in
the last 15 years or so, but there are a number of characterasti~s of consump-
tion in the United States that set it apart from other countrics

1t should be borne in mind that statistiecs about the consumption of alcou-
holic beverages are available on less than half the world’s population. There
are none, for example, from two such larye countries as China and thec Soviet
Union. One investigator (60) has pointed out that Europe, Japan, the United
States, Chile, and Argentina, which have a quarter of the world's population,
together consume four-fifths of the reported consumption. Although the con-
sumption elsewhere can only be guessecd at, it seems likely that the foregoing
comparisons involve most of the relatively heaviest-drinking countries, and
that the per capita consumption in the United States, is above the world
median, as well as in the 12 reporting countries that exceed it.

Drinking Practices

The results of the 1964-65 survey of American drinking practices, here-
after referred to as the ADP survey (l12), were reported in the First Spocial
Report on Alcohol and Health (62). Sincc then a number of nationwide survcys
have been conducted on behalf of the National Institute on Alcohol Abuse and
Alcoholism. Among them have been:
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-~Four survevs ccnducted at 6-month intervals from September 1972 through
January 1974 by Harris and Associates (28). Fach survey included a nationwide
crogss-section of 1,600 persons representative of the country's population 18
years of age or older.

-=A survey of 14,000 students in grades 7 through 12 in the centiguous
United States, rerresertira & national probability sample of American students.
They filled out a questionnaire on drinking practices and attitudes for the
Research Trianale Institute in the spring of 1974.

Most of the “ollowing information in this chapter is drawn from these
surveys. The analysis of the findings is still in progrese and the details
ren~rted hercin are preliminary.

As Figure 2 shows, the 1964-65 ADF survey revealed that 47 percent of the
adult populaticn crank less thar cnce a month and 53 percent drank once a
month ¢t more. The recent llarris surveys indicate that the percentage of
atults who drink at least once a month has risen slightly, so that about 57
poercent of the adult population now falls within this category. The 1974
Gallup survey of adults, 18 and older, indicates that 68 percent of the popula-
tion drinks alcoholic beverages (z4). This proportion represents an increase
of 4 percentage points from their previous survey taken five years ago in 1969,
These fiaures may reflect a combination of several things: differences in sam-
ple methadoloay (quota versus household), age (18+ versus 214), the measures
used ir reporting drinking, and an actual change in National drinking habits.

The increrased proportion of adults who drink at least once a month may
wndicate that a number of abstainers are joining the drinking population. On
the other hand, analysis of the results of five surveys during the period
1964-71 shows that the proportion of abstainers had remained relatively con-
stant during that 7-year peried (49).

Although the reporting scheme used in the Harris surveys does not permit
the differentiation of infrequent drinkers from abstainers, the 1974 survey
was conducted during a period which included holidays, when many infrequent
drinkers choose to drink. The proportion of adults in this latter survey
period who chose not to drink may provide a more accurate reflection of the
~nrrent rate nf abstainors, which approximates the percentage found in the
i964-65 ADP nurvey.

Trends in Teen-aqe Drinking

curveys of adults leave out a sizable portion of drinkers. Numerous
studies of younger populations, mostly in high-school, reveal that a substan-
tial proportion of tcen-agers drink (s , 42). Estimates based on an aggrega-
tion of such surveys show that, in recent years, from 71 to 92 percent of
Ligh=school students have at least tried alcoholic beverages (5). In view of
the known importance of drinking in the American life style, it comes as nc
surprise that a vast najority cof teen-agers have been introduced to alcohol.

Proliminary findings from the 1974 national survey of junior and senior
high-school students indicate that among seventh graders, €3 percent of beys
and 54 percent of girls have had a drink. As Figure 3 indicates, the propor-
tion of tecen-age drinkers increased with grade to 93 percent of twelfth-grade
bnys and 87 percent of twelfth-grade girls.

As may be seen in Figure 4, the frecuency of drinking also increased with
sae. Beer is the most preferred beverage, though this is more apparent among
boys than yirls. Among boys, weekly heer consumption increased from 10 percent
swong seventh graders to 42 percent arong twelfth graders. Half of the boys

reported consuming two or less drinks per drinking occasion, compared to one or
less per occasion among girls. Cenerally, the quantity of alcohol consumed at
any one time by both boys and girls increased with school grade for all bev-
erage types.

Preliminary estimates of non-alecoholic drug use among teen-agers indi-
cates that marijuana ranks second to alcoh~l with respect to the frequency of
use. Approximately 40 percent of senior h gheschool boys and 36 percent of
seninr high-school qairls reported having u:ed marijuana. These prroportions
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Figure 2. PERCENT OF DRINKERS AND TYPES OF DRINKERS AMONG ADULTS(a)
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{3) The ADP Survey includes adults age 21+ whereas the Harris Survey includes adults age 18+.
In the Harris Survey, type of drinker is based upon a quantity-frequency index score whicn
equals the average ounces of absolute alcohol consumed per typical day.

o Abstainers & Infrequent Drinkers — Drink less thar once a month or not at all.
® Drinkers — Drnink once a3 month or more.
e Lighter drinkers — Drink at most 0.22 cunces ahsolute alcohol per day.
o Moderate drinkers — Drink 0.22 to 1.0 ounces absolute alcohol per day.
® Heavier drinkers — Drink 1.0 or more ounces absolute alcohol per day.

953428 N« Td o 3
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Figure 3. PERCENT OF TEENAGERS WHO HAVE EVER HAD A DRINK OF WINE,

BEER, OR LIQUOR, BY GRADE AND SEX. 1974
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PERCENT

Figure 4. PERCENT OF DRINKERS AMONG TEENAGERS BY SEX,
GRADE, FREQUENCY OF DRINKING AND TYPE OF BEVERAGE. 1974
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are somewhat highur tfor liortheastern regions of the "nited States and consade
erably lower for Southern regyions. The use of alcohnl was more prominent amona
marijuana users. Among teen-agers who report marijuana use, approximetely 92
percent drink aleohol. In contrast, among teen-agers who drink, approximately
34 percent have used marijuana,

In comparison to marijuana, much smaller proportions of teen-agers re-
ported having used other nun-alcoholic drugs. Approximately 12 pexcent of
genior high-school hoys and 9 percent of senior high-school girls used hallu-
cinngens and amphetamines. Less than 3 percent of the sample reported use of
hard druge such as hecroin or coeaine,

There is, however, little information about drinking by school drog-outs,
and studies which have examinec these populations indicate that the drop-out
population has a higher proportion of drinkers than dces the reqular schooi
population (45). For these recsons the amounts of teaen-age alcohol consumntion -
arc probablv underestimated.

The findings fror annual surveys conducted in California 54) from 1968 to
1973 indicate an increase in the proportion of =tudents who began drinking
during each previous yvear {52 percent of seventh-grade boys in 1969 versus 72
purcent in 1973)'. Seventhegrade girls show similar trends (38 percent in 1969
versug 67 percent in 1973).

A survey of students in grades 7 through 12 in Duval County, Florida (22),
also showed increases in the number of students who reported using alcoholic
beverages. The numbers who drank once a week (24 percent) and once a month
({28 percent) also incrcased.

Thrve surveys made in Toronto in 1968, 1970, and 1972 cxamincd adole-
scents' changing alcohol use (56). 1In 1968, 46.8 percent of the students had
used alcohol in the 6 months before the survey: this proportion increased to
60.2 percent in 1970 and 70.6 percent in -1972. These percentages were similar
to those reported in San Mateo County, California, in 1972 (54). The shift in
Turonto might be thought to reflect the lowering of the “legal age®” in 1971
from 21 to 18 years. No such change occurred in California, however. 1In
Tcronte 41 percent of the students said they drank as often before the change
in legal age as they did in 1972, but 20 percent reported an increase in their
drinking. Thc 1962 survey of New York high schools (43) showed no apparent
relationship between lower legal age and reported drinking frequency.

Several common findings emcrge from surveys of drinking among junior and
senior high-school students. Girls drink less than boys and drinking bacomes
morc frequent with increasing age. The use of alcohol among girls has ap-
pruached that of boys, though the proportion of girls who drink at least cvery
wok i8 smaller. There has been an increase in the proportion of drinkine
students at each grade level, and the greatest increases have occurred between
1970 and 1973.

2
- an

sociocultural Correlates of Drinking

Sociocultural factors previously found to be associated with whether and
how much a person drinks continue to be strongly corrclated with consumption
patterns. Among such factors are sex, age, ethnic background, religious affil-
iation, education, socioeconomic status, occupation, and area of residence and
dyree of urhanization.

Scox

The proportion of adult women who drink has been increasing steadily
since 'World war 11, and the results of recent surveys indicate that this trend
is continuing (62). Abuut 47 percent of adult women now drink once a month or
more. However, Figur.. 5 shows that men are nearly twice as likely to be mod-
orate drinkers and three times as likely to be heavy drinkers in comparison
with women. Figure 6 shows that most men in each group up to 65 years re-
ported drinking at least once a month. The highest proportion of heavier
drinkers occurred among men aged 18 to 20 and 35 to 39. Women aged 21 to 29
had the highest proportion of heavier drinkers.
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Figure 5. PERCENT OF DRINKERS AND TYPES OF DRINKERS BY SEX
U.S.A. 1972-1974
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Figure 6. PERCENT OF DRINKERS AND HEAVY DRINKERS AMONG ADULTS, BY SEX AND AGE,
U.S.A. FALL, 1972
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-A larger propo:tion of drinkers is cousistently found in the younger age
groups (21 to 2% years) and larger proportions of abstainers are found among
older persons. Despite the increase in young adults between ages 21 and 24
whe drink once a month or more, heavier Jdrinking among men is higher in the
18- tn 20-year group than in the 21- tn 24-year qgroup.

Similar proportions of young adult drinkers and nwndrinkers were reported
in two recent natironwide surveys (2, 34). A 1970 survsey of young men 1 year
after high-schuol qraduation revealed that 67 percent drank once a month or
more (34). The s|survey results also showed an increase in the frequency of
requtiar drink:ing (uner a week or more) from 33 poreent during high-schoni
years to 44 pervent the following year. It is i1nteresting that th¢ amount of
regular drinking was higher among high-school students who joined the milaitary
155 percent) than among those who entered civilian jobs (48 percent) or college
(38 percent). The military sample not only started out with higher use rates
than most other groups but also showed the highest rate of conversion from
abstinence to use.

A 1971 Gallup survey (2) of a national sample of full-time college stu-
dents revealud that 60 percent had drunk beer during the 30 days before the
interview: 5 percent had drunk winc and 49 percent spirits. Consumption fre-
quency hada increased hetween ages 18 and 24 and was righer among men than
vomen.

The over:eprescntation of young adults in the drinking population was
further corroborated by a survey of 2,938 [rish- and Italian-Americans (7).
The use of large quantities of all beverages in both these populations declines
consistently with age. The 18- to 20-year olds reported the highest levels of
frequent consunption of five or six drinks at an occasion.

Ethnie Background

Alcoholism and problem=drinking rates tend to be low among groups whose
drinking habats 1ire well intcgrated with the rest of thuir culture. 1It is,
therofore, not surprising that ethnic background and generational status are
important determinants of drinking patterns in the United States. It has been
reported (46) that Irish-Americans have more problem drinking than other Ameri-
cans of the same social class, that little of their drinking is associated with
important rituals, and that intoxication is often deliberately sought. Ital-
ian-Americans, on the other hand, have strong sanctions against drunkenness,
apply little social pressure to participate in drinking, and usually consume
alcohol with meals (39).

First-ycneration Italian-Americans drink frequently but have few alcohol-
related problems (39), but later generations have higher rates of heavy
drinking (31).

A recent survey (7) of the first-generation Irish- and Ttalian-Americans
and their descendants shows that first-generation Italian-Americans generally
confine themselves to daily wine drinking but later generations do not. Though
distilled spirits consumption is higher among firgt-generation Italian-Ameri-~
cans than among Italjans in Italy, they drink spirits more moderately than
later generations.

Itallan-Americans drink mocre frequently than Irish-Americans, but the
latter take five '*or six drinks on a single occasion more often than the
ftalian-Americans, regardless of beverage type.

Purther ethnic contrasts appear when age and sex differences are examined.
In contrast to Italian-Americans, who show no Consistent age trend, Irish-Amer-
icans drink wine less frequently as they grow older. Women in both samples
are more often nondrinkers than men, and the consumption frequency of those
women who drink 18 less than that of the men. Italian-American women tend to
drink all beverages more often than Irish-American women, however, but ital-
ran-American men drink only wine more frequently than Irish-American men. Men
drink more on each occasion than women, but Irish-American men and women drink
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mre on cach occar it than dd ltalian=Ameoricun men and wumen, respectively.
Althouyh Trish-Amcii~an men and women both drink more distilled gpirits than
Italian~Americar medw and women. irish-Amcrican women drink substantialiy more

sparits than !talian-Arerican women. The difference between Irish and ltalian-
American men 1 1.0t st great.,

Religqious Affiliation

One of the moust closcly studicd drinking -inttowl systems has been the de-
gree and type of involverent with rli1jion. Abstinence 33 distinctly more fre-
quent amony member:s. o' cortain religious qroupns,

The ADP survey (12) revealced that there were relaciveiv hiqn propurtions
of drinkers and heavy drinkers amony Catholics. Although .lews had the lowest
proportion of absta.n:*s arong the three major religions, they had a very
large proportion of lijat drinkers and the lowest proportion of heavy drinkers,
ziberal Protrstants shuwde: a pattern rathe: similar tn that of Catholics in
proportions «f drinkers, «»cept that there were foewer heavy drinkers among the
libnral Prntesrants. Conservative Protestants had the largest proportion of
abstainu:rs and the lowest proportion nf heavy drinkers when the four gyroups
were cnmpared.,

The 1972-74 surveys (28) indicate that the same basic rclationship exists
among the three major religions, but there uppeared to be an increasc in buth
light an@ moderate drinking aming Jews and Catholics. The proportions of Pro-
tegtants in these catedgories have remained ahout the same since 196%5. The
1972-74 data show, however, that the proportion of respondents who said they
ad no religivus atfiliation is about double that in 1965. Thus, som¢ changes
;athin Jenominational categories may be accnunted for by s..cularization.

One survey (7)) of Irish=- and Italian-Americans is of purticular interest
»ncause both Aruups are laryely Ca%tholic but Lhave diffcerent alcohol consumption
patterns. T[requency of usc of all alecoholic beverages wa: linked with the
ehureh attendance of both aroups. Those who attendced church more often were
.or~ likely to renort infreguent drinking. ‘There was also a very distinct in-
+erge relatjonship between church attcendance and the quantity of aleohol con=
suned por occasion: the more frequent the church artendunce, the less alcohol
consumed per o>caxiun, regardless of type of beverage. This was true of both
~thaie groups.

The relation between religious participation and drinking patterns of
adolescents has received considerable attention in a number of studies (42).
The frequenc,; of churrh attendance hats becn viewed as a behavioral measure of
involvement in the ad-lt =ocial control system and of exposure to conventi-na'
norms (30). Tn a longitudinal study of drinker status in adolescence, onc
jroup of investigatore (32) reported that religiousness and frequency cf church
attendance woere strongly related to ahstinence. '

On an index nf religiocus participation, problem Jdrinkers among high-
school students :n Mississippi tended to score lower than nonprcblem drinkers

in one study (2¢). Similar relationships werc repcrted in a review of two
nationwide surveys of American youth (4:).

FRduca+inn

As 1n 1964-65 (12), the amount of education is still strongly related to
whether a person drinks and to the quantity consumed (28). The highest pro-
portion of ahstainers (62 perceont) is found among persons with less than an
8th-gradc education. The proportion nf heavier drinkers increases fairly
steadily from 6 prrcent nf those with grammar-schnol education to 13 percent
nf those with pnstqraduate training. There are slightly more heavier drinkers
among college graduates (15 pereent) than among persons with postqraduatce
education, how. ver.

The percentayge of current drinkers amony lrish and ltalian-Americans ine
creases with educational level, although there is a decrease among college-
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vducated traoa=Amecr s (7)) e These i be th cthuae e s with 1he leaat
education drink oote otten, but less per occasiun, thain those with the muse
education.

Sociovconmic Status

Reerent gsur. oy of adults {(28) continuce to substantiate the previousty
dovcum-nted relationship between cocial class and alcuhol consumpti-n--prapore
tionatey nore poople on the lower sociovconomic levels ire abstainers than cr
the upper 1-wvels., Uhicse surveys also roeveal that moderate and heavier drink-
ingd incecasor as social class raises.

The resu.ts 0! »urveys unong adolrscents gencrally agreae with this find-
itde A recent study of Toronto junior and senior highe-ischool students shows
that alcohn! 3¢ wa . hirthest among crnildren whose fathers werc prufessionals
o managers (21). A qathionwide survey of young Amorican men (34) indicates
that the wealthicer am.nuy them increased thelr reular use of aleohol (once a
week or more) by 20 per-ent after high school, corpared to a 5 percent increas.:
amonyg the pocror men,

Occuvation

The 1964-n5 ADP :turvey (12) showed that as 4 qroup, farm owners had the
lowust propoitions of drinkers and heavy drinkers, whcereas professionals and
businessmen hid the highest proportion of drinkers. Somiprofessional men who
drinx: had the hignest proportion of heavy drinkers, and among women who drink,
serice workers had the hichest proportion of heavy drinkers.

A survey of 528 executives from amona the 500 largest manufacturina compa-
nics and {rom ecach of the 50 largest banks, utilities, and transportation, mer-
chundising, and tife-insurance companivs in the United sStates was conducted in
1772 (12). <The resalts of this study strikingly showed that only ? percent ct
the men wire abstaincers or drank less often than once a month, comparei tu 33
percant of all men in the country in the ADP survey. The proportion of heavy
drinkrrs was cnnsiderably less than that found in the ADP national probability
sample, however: 13 percent of the executives were classified as heavier
drinkers compared to 21 percent of the men in the national sample. Most of the
~xecutives (48 percent) wore moderate drinkers, but 17 percent suid they wor-
riced that they were "doina too much drinking.®

N study of 937 Raltimure hlue-collar workers and their spouscs (55) pro-
vidus some interesting comparisons with national samples. Holdinu social clas-
constant, th- fiidings were compared to the 1364=-65 ADP survey (12) and showed
that there wer: tower Jdrinkers, more heavaier drinkers, and about the same per-
centage ol heavye=cecupe drinkers anong the blue-collar workers and their
spous«-s. It iy nutoworthy that a rather low propurtion of the woman blue-
collar workers (23 percent) drank, but of thuse who did, many were heavier
drinkers (38 percent).

Twu scparate turveys, one of Army and the other of Navy drinking, were
conducted in 1972 undcr contracts from the Departmcnd of the Army and the Bur-
eau of Naval P'ersonnel, respectively (13, 14). The Army study was based on a
stratificd raindon sample, but. the Navy study was a pilot test of two methods
of collecting dut. for a later large-scgle study. Its findings wcre not con-
sideored representa‘.ive of resnlts from a probability sample of all Navy person-
nel.

The findin.s ol tiw Army study indicated that boey officers and enlisted
men drank more thun rivilians of the same 1ge. 9fficois go* into trouble be-
caure of their drinking slightly less often than contonporary eivilians, but
enlisted men ot ant: considerably moure trouble than civilians of eiqual age.

Both heavy diinkiny and problem drinking declined with increasing age,
rank, and lenyth of sorvice, except that older enlisted mun continued to drink
heavily and, 1n fact, drank much ture than youndet enlisted men.

Althouuh findings ir the Navy study wore not ropresentative of the Wavy
as a whele and should be interpretcd with cxtreme caution, 1t appeared tiat 1
contrunt tno officers, largur proportions of enlisted men were both heavy and
problem Jdrinkers.

Q
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The prufort. o tonoandrinkers versus drainkeas tid e vary mach b tween
the Arty and Nave 1 ctween epnlisted non and officrs an cither sereices,
only 3 vereent ot th Aranv enlisted men aald 4 percent ot ot ficers, ana 3 per-
¢ont 0f Navy oenlasted awen ad 2 perccat o! offrecers, woeise abstainers. Thes.
rates arcv substantiallv lower than those among cavilian men, of whom 23 por.cenr
were abstainers (10,

A study of 169 : rsons 65 yoars and older an *he Fadt Harlaa section of
Now York City in 1973 (33) revealed that n-arly halt of b 113 woren and <6
mopn, Zangina in age ‘rom w5 to W, lived ilunce. Most ot thun were retited
(only 16 perceut still held jubs), and thoir majnr sourc s of ia-ome were
soctal secar .ty and other vensicensg, Thee arcea was thce horme of worrame=class
Whites, Blacke, und Puerto Racaas, and had a varacty of social probl.ee svpita.
af puor urban arcas such as hidga crite and uanemplovacnt ru*es,

Most O thes: oldar peinons wore not in particularly unod health and,
therefotv, spong et tam™e largely in rather quiet pursuits such 1w televis:o-
watching, eeadine, visiting, 21 shoppind, but neverth~luss they reported a sur-
prisangly hiah lewvel 0f ohysical mobility both induvors and out.

About hali of thene o ldetly reuple drarv alccholic bkeverajes, but only
two could be considmied probler drinkers. This ig neacly identical with the
proportions teported in national rrobability samples umora pecyle in the sare
aje rance (12,28 ). Although thear drinking frequency varied corsiderilly,
there was “ery little difference arony the respondents in the amc':int thay Jdrank
Per occasion-=mest haw ore Or two drinks eaci time. The nmore- freguent drineors
wit e somawhat younger, in bhotter healtl,, of Euwiopear ancestry, anc reporieqd
considerable psyciwlinitcal well-being. Holding health racrors constant, it was
r-rod that Protestants and Catholics in good hcaltn were almost alike in the
:regquency of reported drinking, but that of those wnuo were in poor health,
Catholics reported a slightly higher frequency of dranking.

negidence

Alcohol consumntion varins considerably by gengraphic region an the tinited
jitates. There are pruportionately more drinkers in New England and the Middle
itlantic and Pacific Coast States than elscwheore.

Althoagh earlier studies (12) disclosed that heavier d:iinking was 4180
afe prevalent in thesce hiahly urbanized areas, it appears from more rocent
surveys (28) that previously strong regional contrasts may be decreasiny, cven
though the basic distinctions still exist. It now sccms that the proportion
of heavier drinkers is incrcasing slightly in such traditionally “light® drink-
ing areas as *he Scutheast and the Mountain States, and that it is decrcasiny
slightly in the Coastal and Middlec Atlantic regions. It is difficult to deter-
mine whither these sh.fts may be due to real changee in individual drinking
wabits or to the i1at:wr ~omplex mubility patteorns of the population as a whole.

pural areas and smull towns have laraer proportions of abstainers, and
cities and suburbs have proporticnately more drinkers. Cities and suburbs
continge to have almost double the proportion of moderate :rinkers as small
towns and rural areas. V'hereas the 1964-65 ADP Jhrvey showed that the larcest
proportion of heavy drinkers lived in cities, the more rccent surveys (1972~
74)-~using a lower quantity-frequency index for "heavy drinking"--classify
equal proportions of suburban and city dwellers as heavier drinkers (12 percent
each). Smal) towns and rural communities have smaller proportions of hoavier
drinkers (9 and 8 percent, respectively).

Contexts of brinking

The presence of family or triends seems to be an inteqdral part of the
drinking milieu for must people. Indeed, it has been thecrized that the term
"social drinker® irplies "that the drinkina practices of normal drinkers arc
determined by thc situations in which they find themselves. In other words,
alcohol consumption 18 r—garded as a property »f social coniexts rather than a
property of indivaduals” (51). Elsewhere (50) it has been said that "drinking
can be seen as seat~l in allegiancies in such social worlds, rather than in an
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individual psycholugical dependence on drainking.® In .(ontrast to the gross
estimater ~f tiae quantity and trequency of alcohol consu~3d over a specific
veriod-=fcr examnle, the past year--respondents will make rather diserimin-
ating cstimates ot how much should be consumed once the r'ae, place, and actors
re shecificd (50). .

Knowledge «f the eontexts in which aleohol is consumed gives sccial
meanira to the undurstanding of individual drinking patterns. Thoudk personal
characteristics such as social status, psycholoqical nced, and personal ypre-
ference may Jdetermine the social contexts o which one exposes himself and in
which he drinks, diinuking behavior is also partly conditioncd by the expected
and . wuctioned behavaor withan a particular drinking ~nantext (50).

An anthrecpoloyist who studied the cavironment of Papago Indians in south-
2rn Arizona observed (65), "Drinking in Papago culture has stemmed from a
ritualegocial context and carries with 1t the power to affirm affections and
to scal friendsaips. Drinking what is offered is vqually an affirmation of
good will just .s is offering it." Most Papagyo drinking is thus Jdcne in
groups: the older men are likely to seek coumwvanionshi» on the farms where
they work, the younier men are more likely to go to nearby towns or neighboring
farms or camps. Although a man may lack money to buy .irink tor the group to
share on « purticular occasion, he is still able to participate but will be ex-
pected to contribute on ancther ovccasion. "Even when an individual has a good
reasnn for stovring ard may desire te do so, he may run into another group of
fri.nds and may yet involved, either contributing anything he has lef: or
counting on sumconc clse,” the anthropologist noted. “Several intormants have
conveyed ... how they are 'trapped’ in an unavoidable situation; to handle it
any ‘1fferently would be insulting.” Group drinking thus has a broader sia-
nificance than simpiy consumingy alcohol--the drinking countext and.uxpected
normsg within it represent an inteyral part of interpcrsonal relationship formae-
rion and maintenance.

The tyges of jeofrle with whom one drinks influence his own drinking be~
havior. DPeople report drinking less volume than usual in social meetings
with neighbors, people from church, or members of their uwn families, and more
than usual with cluse friends (12). Alcohul 1s serve!l most frequently in
yatherings with f«llow workceres. Even the type of beverage consumed is partly
determinud by onr'; drinking companions, in that distilled spirits are thought
of as "party arink" and are consumed more often with friends than wath cvne's
fomily.

The 19€64-65 ADP survey showed that Americans drank more often in taeir >wn
and friends' homes than in restaurants and bars. The 1973 survey (28) vielded
similar findings, although the propourtion of restaurant and bar aArinking nad
dreclined since 1965. The influence of holiday seasons (Christmas, New Year'c:)
on social drinking is partly revealed by the winter 1974 survey, which showed
drinking to occur as frequently at parties and other special occasions (39 per-
cent) as at home (38 percent).

Drinking in bars, taverns, and restaurants continues to be most prevalent
among young adults (aged 18 to 29), although women are not as likely as men to
drink in public places. Women of all ages drink most often at parties and
othar special occasions. .

Drinking contexts are also influenced by region of the country and by
degrees of urbanization. Respondents living on the East Coast drank most often

at partics and on other special occasions, whercas those in the South and on
the Pacific Coast usually drank it home. Midwesteracors drank at home and at
parties with alinost e jnal freguency, but favored carty and s-ccial-occasion
drinkiing slightly. City residerntz Jdrank most often at partiecs and on special
occusiong, but small-town rnsidents usually draun at home. Residents of rural
arvas Jdrank most oftor at parties and on other snecial occasions but nearly as
ofren at home. Sub.:rbaniteg drank a* parties and at home with nearlv equal
tremica~y (29 and 10 jpercenc). Bar, tavern, and e taurant lrinki:ig was mor-
nreval.nt amnnag Tast Cnast and Midwest roesidents (s percent io each grou: than
amony 'hose living in other warts ot the onantry, hut tlhere was little dit0e--
enee 4 pablic aranking L ates among cesideists of at.o-., subarbs, toang, -2
tural aroas,

Q
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Where heavier dvanker: consume ¢lcohol 1s uncertain: one survey (44)
found that alcuholic persons drank more often in public raaces and less at
parties than did “"heavy" and other drinkers in their sample, but in another
survey (i7) “"ncav,® drinker=2 were more likely to entertain it heme than to go
out. Stall another snvestagato: (18) found that "heavy®™ i wnkers liked to ive-
gyuent taverns. Of *he responacnts in the Harris survey (2% who were "teavy®
drinkers, 45 verc-nt consumed alcohol nist otten at some, bt 20 percent said
they drunk in all three settings with ognal frequenecy, whercas only 9 percent
of tne moderate and 4 percent of the 1ight drinkers imbibed in all threo
places. Thesc comnarisons do not necessarily represcont conflicting findings,
«nd thcy cannot be anterpreted with confidence, becaus. *hs criteria for
classifying a drirtcr as "heavy® are otforent amona the s ocorcl o sarvoey:,

Severe problem drankers nsnally frank at home, !ur Lhey drank mere otten
at bars, taverns, and restaurants than those without proriems or even with
slight ot moderate dranking prot lems (28).

The surv.y of Atme officors and enlisted men (1.) showed that mer. service-
meu drank on Fridays .anx Saturdavs than on woekdays and that very few uarank
before 4 o.m., ~n workdays «r af*wr 8 p.m. on th.- ove of workdays. Al'hcugh
most Crinking took place in the wen's ouarters, the incidence of drinYing ir
bars was relatively hith, in that 49 percent of tke commiss:oned and warrant
officers and 5) percent of the enlisted men repurted drinking in a bar 2t lease
cnce a month. Fnlisted ror were most likely to Adrink in bors at least once o
weck (27 percent), followed by warrant officers (22 percent) and commissioned
officers (18 percent). DNevertheless, very few men ever drank alone, regardless
of the drinking mrilieu.

The Navy survey (14) showed that enlisted men varied ~onsiderably ar. their
drinking by day of the week, hut that a larger oroportion of officers than en-
listed mwen drank on ~ach day of the week. Saturday was tke day when the hiche-
est percertages of officers and cnlisted men drank. More cfficers thar enlist-
ed men drank ir their own auarters and vhile woren were rresent, but more ¢!
the officers were married and had their wives with them, as well as private
cuarters in wkhick they could drink.

Dusiness executives were askrd in another studv (1€) on which of eight oc-
casions it would not be improper te have one or more 2rinks, ard on which of
the same nccasijons they would probakly have cone or more drinks. Aas Table 3
shows, more executives fclt it was proper to drink on each of various cccasions
than acknowledard thew probably would drink on those occasions.

The social contexts in which adolescents drinr are subject to a rurker of
restrictions. Many tecn-acers drink before they can legally buy alcohul:c
beverayes or cdrink in licensed premises. Legal restrictions affect the con-
text in whirch drinking takes place and the channels threuchk whick arirk as
obtained. Alccho! may be chtainec illegally from licensed merchants ir a per-
missive commuritv, but in a restrictive community it is cttained. illegally fros
unlicensed merchants (25). Studies of Scandinavian vouth indicate that the
Tg?n impact of rigid control is to increase the amcunt of cut-of-doors drinkine

The occasions on vhich adolescents drink vary with age. Most teen-agers
whc begin to drink do sc at home under parental supervision (5, 42). Much of
this drinking occurs on holidays and other special occasions (S). As tlhe teen-
ager growe older, more drinking tends to take place cutside the home and with
less adult supervision. 1Indeed, the most likely places for teen-age drinking
are trose where ad.ults are not present (33). The preliminary 1974 teen-age
survey data in Figure 7 hiytlight these age trends. Sixtv rercent of seventh
graders reported drinking at home with their parents on srecial occasions. Thre
percentage of seventh graders who reported drinking away from home without
rarental supervision was considerably less (22 to 36 percent). Though the
proportion of teen-aqgers at ecach grade who report drinking at home tends to
remain the same, there is an increase in away-from-home drinking with increasing
a*a. The percent of teen-agers whe report drinking at nicht in cars increases
throudh the tenth grade to 50 rercen<.




TABLE 3
PERCENT OF BUSINESS EXECUTIVES WHO DRINK
iN SOCIAL CONTEXTS
Y% WHO SAY “NOT 25 WHO SAY WOULD
OCCASIONS IMPROPER"” TO DRINK  DRINK ON OCCASION
Before Dinner 92 71
After Round ot Golt 88 56
After-Theatre Paty 83 56
After Dinner 74 34
Oftice Christmas Paity 69 56
Business Lunch 60 14
Football Game 51 21
One-Day Sales Conference 48 32
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Figure 7. PERCENT OF TEENAGE DRINKERS BY SCHOOL GRADE AND SETTING.
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The cuantity of aicchcl consumed and drinking contexts were examined in
& recent survey of studerts in Scotland (20). Parents often offer an alco-
kolic beverage in the hume but for the younger child confine it to special
occasions. Homre drinkina among boys decreased with age, as did drinking at
hore on special cccasions. There trends were less pronounced among girls.
Althouqh the quuantity cf drink consumed at home increased with age amonc boys
but rct qirls, ever Jdreater guantities were consumed at cach age level ot
friende' homes. TRere is a general tendency for clder bovs ané qirls tco érinv
more in this setting than at home. Among boys, outduors drinkin3 becare

less frequent with rising age, while the frequency of drinking in pubs ir-
creased markedly.

In most social corntexts, Irish-Americans tend not to drink more often
thar Italian-Americons (Tablc 4). The outstanding exception--in that it ap-
pears as the most isolated situation--is drinking at a bar alone. There are
notcworthy differences also in drinking at meals and drinking at hore alone.
Social drinkina tend tc varv acccerdiny to interpersonal closeness and group
solicarity in both naticnalities and among the Italiane, by generations. The
more socially isolated a person is, the less likely ke is to report drirking,
but the more prirary-group involvement there is :n a situation, the more
likelv a perscn is tc drink. except for the Irish-Americans at meals. The
[talian-American custom of drinking with mcals decreascs with generations, and
thouyh fairst-gencration Ttalian-Amcricans dive such rcasons for drinking as
improving the appetite or digestion, later generations of Italian-Americans
emphasize pleasurc as the reason for drinking ar meals.

When respondents were asked about reasons for drinking in a variety of
social contexts, 1t apprared that first-generation Italian-~Amecricans were more
swayed by external influences (drinking to conform) thun were later generations
of Italian-Amcricans.

Further ethnic data about the social contexts of drinking have resulted
from a comparison of teen-agers in New York and Rome (40, 41). As table S
wndicates, most Italian teen-agers drink at home with other members of the
family at meals. The Ttalians drink much more regilarly and begin regular
drinking at an ecarlier age than American teen-agers. Among the American teen=
age sample only 5.5 percent of the respondents reported daily drinking, and
they were almost ontirely of Italian extraction. This is also reflected in
solitary drinking which, among the Italians, occurred exclusively at mealis when
other f.mily members happened not to be present.

The frequency of drinking at home by the American adolescents was less
than that reported in Pome and decreased with age. Although the frequency of
drinking at sperial family events increased with age among the Italians, it de-~
creased with aqe aroag the Americuns. Drinking during sozial encouncers bee
tween the soxes (on dates) was reperted onlv by the American teen-asers.

Drinking by adolescents in the ltalian samples was associated prvimaraiiy
with family meals and snacks during the day. Among older teen-age boys, ever-
ing drinking was limited to social life. 1In contrast, crinking at dinner by
American tcen-agers was an occasicnal experience. FEvening €rinking included

beer and distilled spirits, which were generally consumed away from home with
friends.

Problem Drinking

Many of the difficulties in defining alcoholism apply equally well to
definitions of problem drinking. A number of studies have sought to identify
persons with potential and actual alcohol-related problems. Problem drinking
is thought to e¢ncnmpass such features as frequent intoxication and binge
drinking, symptomatic drinking (includes exhibition of signs attributed to
physical dependence and loss of control), psychological dependence, and dis-
ruption of normal -ocial behavior patterns (problems with spouse or relatives,
friends or neighbors, employers, and the police). Alcoholism rescarch once
focused on the ecffects of exceisive drinking on institutionalized persons, but
recent studics have tended to deal with the problems and sociocultural charac-
toristics of people in the general population.
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TABLE 4
PERCENT OF IRISH-AMERICANS AND ITALIAN-AMERICANS
BY COUNTRY OF BIRTH WHO DRINK IN SELECTED CONTEXTS
IRISH-AMERICANS ITALIAN-AMERICANS

USA USA ITALY
At a Wedding 92 93 93
On Family Occasions 84 90 93
At a Party 87 9N 87
When Visiting a Friends’s home 82 85 87
At a Bar with Friend YAl 72 67
At Home Alone 40 38 55
At a Bar Alone 33 20 32
At Meals 44 59 87

TABLE S
PERCENT OF TEENAGE DRINKERS IN ROME AND NEW YORK
BY AGE AND CONTEXT
Rome New York
13-15yrs. 1 6-20 yrs. 13-15yrs. 16-20 yrs.

At home 95 93 74 22
Parties at home 4 0 24 5
Special family events 33 56 24 6
Purties away from home 53 67 42 51
With friends 21 30 33 38
With dates 0 0 3 1?7
Alone* 50 20 0 11.5
Breakfast 26 10 2 0
Lunch 73 79 0 0
Dinner 64 7 42 49
Afternoon 63 56 26 1
Evening 3 53 43 97
*Drinking alone entailed circumstances of meals separated from other members
of the family and involved the use of wine for the Italian sample,
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surveys comd:cteed o thee 15000 analvied vt cas fastors associated wath
ileohol=related & sicleems (L1, 12, 19 Fandings trom L e studles aindicate
that the dareatost numper of alcohnl-related wvroblems we:oe found among pourer
men under 25 ycars, city residents, persons who had moved from rural arecas or
small towns to large cities, tnose with childhood disruptions such‘as broken
homes, Catholics and liberal Prot.stants, porsons who did not attend church,
and single and divourccd men(Chart 1).

women were nut as problem=pron.e as men, which is not surprisine sinco
more women arc abstainurs and, of those who do drink, many fewer arce heavy
drinkers. whercas 43 percent of the men in the 1967 survey (15) repcrted
uxperiencing one our more problems connected with drinking during the previous
3 years, only 21 percent of the women reported such problems. Of the sunpled
persons with more severe involvement (high probleme-drinking scores), 15 per-
cent cf the men but only 4 percent of the women were atfected.

While men in their early 20's most frequently had drinking problems, the
proportion declining sharply among men in their late 50's, women most frequent-
iy had problems in their 30's and 40's, and there was also a sharp drop-off
among those in the 50°'s. There are now several theories to explain why problems
assuciated with drinking are more prevalent among younger people than among
those over 50, but this fact is unlikely to be explainced until results ot
lonyitudinal studics, which follow individuals over long periods, arc available.

Recent surveys nave examined the sociocultural corrclates of drinking
problems among men nd women aged 18 years and older (28). The recent findings
are consistent witn thuse of th. earlier surveys, but there are some dif ferences
in the arvas of marital status , degree of urbanization, and aye. Scparatcd
persons now have higher problem drinking rates than single and divorced persons,
although the last two groups still have more serious problems than married or
widowed persone.

As may be scen in fiqure 8, the 18- to 20-year-old group huas the largest
proportion of prrsons who had exprriencnd some problem in connection with drink-
ing (27 percent), followed by those aged 21 to 24 (18 percent) and thosc 35 to
39 (15 percent). The 18- to 20-year group was not included in the carlier sur-
veys, in which the highest ratio of alcohol-related problems was reported amonqg
those aged 21 to 25.

Residents of cities wcre more problem-prone than residents of suburbs,
towns, and rural arcas in carlier surveys, but these residential differences are
now fading. Proportions of those with the highest drinking scores are nearly
the same in cities, suburbs, and towns, and only those in rural arca:s have
slightly lower rates of problems.

The Military

A 3urvey ot drinking in the Army in 1972 showed that the highest rate of
problem drinking amonq cnlisted men was among those whose wives werce not with
them at their duty stations, who were not collede graduates, and who were under
30 years old (13). The best single correlate of serious problen drirn<ing among
commissioned and warrant officers was whether the respondent's father nad t.en
a heavy drinker, and the second best was that his wife was not with aim at :ras
duty station.

Rates of drinking problems tended to decline as age, grade, and years ir
service increased. Marital difficulties were the most frequently reported
problem, regardless oi pay grade. Family separation was associated with sharp
increases in reported drinking but not so sharp an increase in drinking prob-
lems.

Problems associated with drinking were much more common among cnlisted men
than among civilians or officers. The enlisted men werc much more likely to
suf fer adverse social, health, and economic consequences of drinking and to
manifest more uncontrollced drinking, belligerence when drinkina, and problems
with friends and neighbors, the job, the police, and finances. The specific
problems of the officers were roughly similar to those of civilian men of the
same age in both nature and extent.

ERIC
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CHART 1a
PROFILE ANALYSIS OF PERSONS
MOST LIKELY TO HAVE NO ALCOHOL-RELATED PROBLEMS
1973

Lowest rates of alcohol-related problems for respondents
in the 1973 national survey were found among:
e Women
Persons over 50
Widowed and married persons
Persons of Jewish religious affiliation
Residents of rural areas
Residents of the South
Persons with postgraduate educational levels
Persons who are mostly “wine drinkers”

CHART 1b
PROFILE ANALYSIS OF PERSONS
WITH HIGH PROBLEM RATES
1973

Highest rates of alcohol-related problems for respondents in the 1973
national survey were found among:

e Men

o Separated, single, and divorced persons {in that order)

@ Persons with no religious affiliation

o Persons who are beer drinkers as compared with those who are mostly hard liquor
or wine drinkers
Persons who were more likely (compared to other persons in the survey) to say:
”Drunkenness is usually not a sign of social irresponsibility’’

and

“Drunkenness is usually a sign of just having fun **




PERCENT

Figure 8. PERCENT OF PROBLEM DRINKERS AMONG ADULTS,
BY AGE, US.A., SPRING, 1973
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PERCENT

Figure 9. PERCENT OF TEENAGE DRINKERS WHO REPORT GETTING DRUNK
BY FREQUENCY AND SCHOOL GRADE. 1974

95~ Y Drunk one or more times during past vear
. A Drunk four or more times during past year
4 88 Drunk once a week or more during past vear

50+
q
q

25+
ﬂ
-
] "
b k’A/'—'

Y T T T T )
7 8 9

10 n 12

SCHOOL GRADE




INAILABLE
BEST COPY 2

The 1972 turvey ol drianking in the Nuvy (14} showed that enlistod men pad
more problem: of every typ:, except marital, than officers, and that junior en-
listed men had more problems ot every kind except marital than senior enlisted
men. Of the junior enlisted men, 15 percent reported that they had had )ob-
related problemns: i1n the 3 years before the study, and 21 percent reported aav-
1ng been "high" or "tight" whilv on duty at least once during that time.

Adolescence

Reports of problems associated with teen-age drinking are obviously dif-
fe;ent.from the meanings they carry for adults. If we adopt a problem-drinkin~
Criterion of getting high or tight at least once a week (11,15 ), preliminary -
estimates from the 1974 teen-age survey indicate that approximately S5 percent
of the students are problem drinkers. Adopting the less conservative criterion
of getting cdrunk four or more times a year yields an estimate of approximately
23 percent of the students exhibiting potential problem-drinking signs. As
can be seen in Figure 9, the proportion of students who report getting drunk or
very, very high increases with school grade level. Interestingly, only 2 per-
cent of tha students reported that drinking had been a problem for them during
the past year, and this proportion did not vary with school grade level.

Other survey estimates of the proportion of adolescents who experience
problems associated with drinking vary from 1 to 15 percent (42, 43), but the
incidence of deviant drinking is decidedly higher among juvenile delinguents
than among the gencral teen-age population (6, 48). Thais suggests that those
who are antisocial or maladjusted misbehave typically in a variety of ways, one
of which is overdrinking. For these reasons a number of investigators view
adolescent problem drinking as one of a class of behaviors, commonly referred

tg a:7antisocia1. that involve the potential for getting into trouble (8,30
32, ).

A recent longitudinal study of 388 junior and senicr high-school students
(32) cxamined problem drinking within the framework of a number of behavioral,
personality, and social variables in the children's lives. As might be ex-
pected, adolescent problem drinking was not an isolated behavior and the prob-
lem drinkers engaged in more deviant behavior than did the nonproblem drinkers.
As for personality variables, the problem drinkers valued and expected achieve-
ment less but estcemed independence more than the nonproblem drinkers. They
werec also much more tolerant of deviant behavior. Socially, the problem-
drinker girls were less compatible with their parents, and both boys and girls
who were problem drinkers were more supportive of drinking by adolescents.

In view of these varied findings, problem drinking seemed to be a logical
outcome in the lives of many of the adolescents. The longitudinal design of
the study cnabled the investigators to employ their sociopsychological frame-
work to predict the shift from nonproblem to problem drinking over time. They
believe that some of the variables could be used to identify individuals who
would become problem drinkers a year later.

Using a social-learning theory of deviance based on both sociocultural
and personality elements, another investigator studied the use of alcohol and
narcotics in a sample of 1,179 8th-grade adolescents (8). A cluster-analytic
technigue allowed the identification of nine distinct types of adolescents,
including two major kinds of deviant alcohol or narcotics users. The first
was a personally-motivated student for whom the opportunity to procure drugs
was crucial to whether he used them or not. The second type was motivated by
peer pressures to conform and achieve status through the use of alecchol and
other drugs: for this type, parental permissiveness about alcohol and other
drug use was crucial to whether deviant use occurred or not.

Permissivencss is sometimes thought to be -a contributing influence in
the development of problem drinking among teen-agers. Drinking is less wide-
spread among children and adolescents who live in environments that forbid
the use of alcoholic beverages. There are some indications, however, that
problem drinking is higher among youth in restrictive environments and lower
in more permissive ones. The study of Missiscippi high-school students (25)

’
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indicates a relationship between parental disapproval of drinking and in 1n-
crease in the percentage of adolescent problem drinkers. in a study of
college students (58) diinking was found less widespread in colleges that
frown on drinking, but the highest proportion of drinkers who reported having
been "tight" or "drunk” occurred in the very same colleacs.

Laws and other restricticns may thus bring young jcople together in try-
ing to obtain alcoholic beve.aqes and in drinking them, and s0 promotc or
intensi1fy problem drinking by isolatiny it from regulatinyg social controls.
The restrictiveness may result in young persons being introduced abruptly to
heavy drinking, instcad of letting them gradually explore th. effects of
alcohol in socially protective cnvironments.

Attitudes Toward Alcohol Use and Knowlcdge about Alcohol

Attitudes about alcohol use and about problem drinking are very closely
aligned with a variety of religious, moral, and ethical values. As th~Se more
general beliefs and valucs vary amony individuals and among population sub-
groups, and as they fluctruate individually over time, those that are ccnnectes
with alcohol use have bven adovted arnd —~arriel along in a very haphazard
fashion. The net result 1s that thoe public i- left with 1 nic-lange of ambive.ent
feclings about drinking and with some very reil confusion about facts.

Although a majority of Americans duo drin at least occasionally and al-
though most pecople no longer feel that total bstinence is the only preventive
measure against one's becoming a problem dr.n 2r or alcohoulic, there is a vast
pool of ignorance about what constitutes resp. i'hle drinking and what control,
if any, the individual has over the possibili .at he may develop serious
alcohol problems. With such a climate of atti-...” and erronenus information,
it i8 not surprising that persnnal denial of pro:.:. 'm drinking behavior is
very common, and almost encouraged.

Exploration of the public's misconceptions ¢ .rding alcohol use is a very
necessary step in terms of prevention. Indeed, at' .tudes toward alcohol use
have been shown to have a significant relationship w.th actual problem drinking
behavior and with hcavier drinking (1L, 12).

The ADP survey (12) found that aithough 75 per-cnt of the total population
agreed that drinking does more harm than good and thu* alcoholism is a serious
problem, heavier drinkers were less inclined than oth. 3 to agree to either o¢
those questions. Abstainers were consistently more rn  -tive toward alcohol use,
but also tended to have "a somewnat gloomier perspect. than others on life in
general."” Women and persons of lower socioeconomic sta us more often aqreed to
the harmfulness of alcohol thu:r Jlid men and persons of :.gher sociocconomic
status, but the latter two grc ;s are also known to be ~» re frequent and heavi-
er drinkers than the former.

Cahalan (1l1) found that :.. .se persons who had more favorable attitudes to-
ward drinking ("as measured by -:uestions on whether good things can be said for
drinking, whether the pers.: 2coras high on the scale on the social utilities
of drinking, and whether uv «r1os drirking and getting drunk once in a while®
page 155) were found to hav. higher scores on a scale of c..rent problem drink-
ing behavior. 1In fact, tbt.. .ttitudes were among the strongest of the predic-
tors of problem drinking. T7he author does caution, however, against making
any foregone conclusions abou4t causality, as follows: "...'t is well recog-
nized that attitudes an: b -havior tend to be a reciprocal process, starting
first with one or the ~ther, and with each reinforcing the other as time goes
on.” (page 124)

More recent surv:-v: ‘.8) which attempted to investigate the public’'s

actual knowledge of - . cifects of alcohol and the causes »f alecoholism, as
well as a variety of ... .udes related to tolerance of alcohol use, found some:
rather inconsistent -uits which would .wdicate that in many areas a high
degree of confusion, /¢ most probably . ¢n denial, are still operating among
the public.

Survey results :".cated that only .., 0.t 61 percent of the public can be

considered fairly ¥ «~ .dgcable about the phvsiological effects of alcohol
and that this perc- .- remained relatively constant over the four years in




gy RS
Y
BES 31
which it was surveved (28). For example, fully 40 percent of the populat iun
tn the fall of 1974 ancorrecti; belicved tha* drinking black coffee and
dousing onc's head with cold water would suber one up 4uickly and an addi-
tional 22 perccnt of those surveyed were “not sure" whother this was true or
not. Those who tunded to know morc about the physiological effects of alclhol
wrre the rre nighly educated and those with higher incomes, but such demo~-
yraphic factors as sox, ade, and marital status had no relationship whatsoever
with one's lik-lihnond of being m.re knowluedqgeable.

A most striting finding was that abstainers, lighter drinkers, and those
with no or few drinking problems were more likely to know about the effects
of alcoho!l than woere those who were heavier drinkers or prodlem drinkers.
Since higher education by itsclf does relate both to heavier drinking and to
knowledge of alcohnl's cffeects, the fact that heawier drinkers per se do not
know much i:5 a contradiction that may rosult from denial on the part of
heavier drinkers who will not acknowledge the negative cffects of aleohol use.
The invers: may be cccurring with abstainers and lighter drinkers in that their
more negative attitudes toward drinking in the first place mav encourade them
to agres~ wirk thner questions which state harmful effects of alcoho!l use,

An at:-mpt to determin.: whether the public considered alcohol to be a drug
met with rather mixed results. Morce than half the survey population agroeed
that alcohol was a drug and that drunkcnness was like an overdose of drugs.
Proportions c¢f thos~ who agreed increased very steadily over the four surveys
so that by January of 1974, 72 percent ugreed with the former statement and
75 percent agreed with the latter. A final item in the series of three ques-
tions, “"the host who .ncourages heavy drinking among his guests can accurate-
ly be described as a drug pusher” met with rather strong resistance from
respondents in that only 19 percent agrced with this statement in the fall of
1972. An encourading note, however, was that this percenrtage did increase
steadily so that 34 percent agreed by January of 1974. Apparently, this was
a rather scnsitive urea that could be applied in a much more personal fashion
than the former two statements. The substantial increase in agreement over
time (althouyh far behind that of the other two concepts) may be in part due
to the fact thit this particular notion was presented as the focal point of
an advertiscment in NIAAA's media campaign, and increased exposure to the ad,
"Harry, the Neiainborhood Pusher,"” may have altered some opinions.

Generally, one's personal drinking habits were rather strongly related
with agreemen' on these three items. The hedvier drinkers and those with
higher problem irinking scores were less willing to acknowledge that alcohol
was a drug thi: were those who abstained, consumed lightoer quantities of
alcohnl, or w roe non-prohlem drinkers. Acceptance of the drug qualities of
alcohol was n«.* rcelated to any demographic factors such as education, age, and
so forth.
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» Summary

The proportiun 57 alults who vonsume alcohol once a month or mor: has
risen slightly since the mui-60s, so that now beout 57 rercent of the popula-
tion falls within this category, compared to % percent nearly a decade adgo.
Although sociocultural factors such as age, sox, eothnie beckgreound, religious
background, educaticn, ~ccupatior, and cociocconamic status continue to bee
stront predictors of whether and how mueh a verson drinks, some regional Aif-
ferences in consumption patterns are beginnina to disappear. Recent investi-
gations of the social contexts in which alcohol is consumed have indicated
that these contexts: such as the physical setting, the j~ople involved, and
the occasion tor drinking, also stronqly influence drinkinc hehavior anfl
amounts of alcohol consured.

A 1973 Nationwide survey of teen-age drinking has tound that approxi-
mately 42 percent u: jJuninr and senior high-school students drink alcoholic
beverages once a month or more often. Other data indicated that in bhoth
sexes drinking becomes more freguent with increasing aqec, but that in every
agje group boys drink more and more often than girls. While most teen-agers
who begin to drink do so at heme under parenta\‘suporvision, they most often
drink in places where adults are not present.

Surveys during the mid- and late-60s have found that problem drinkers
were oftener less-affluent men under 295, residents of cities, persons who had
moved from rural areas or small towns to large cities, those with childhood
disruptions such as broken homes, Catholics and liberal Protestants, jersons
who did not attend church, and single and divorced men. Surveys conducted in
the early 1970s have found the same sociocultural correlates of problem
drinking, with sore exceptions in the areas of marital status, degree of
urbanization, and age. Separated persons now have higher problem Erinking
rates than single and divorced persons. Residential diffecrences in problem
drinkin; proneness are now fading so that now only residents of rural areas
have lower problem rates.

Y
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Chapter 11

ALCOHOL AND OLDER PERSONS

oider persons comprise a special population which has unique features of
interest for the study of drinking. The incidence of drinking problems in this
group is relatively low. Cahalan and his co-workers (3) have shown that with
advanting age many people decrease their alcohol consumption. There are well
documented reports, reviewed by Wallgren and Barry (12), of problem drinkers
who bacame abstainers or, sometimes, moderate or controlled drinkers as they
grew older. An important consideration from this perspective is that the pro-
portion of older persons in the United States population has increased greatly
in the last few decades (U.S. Census, 1970) and may be expected to continue
increasing in future decades as medical advances continue to prolong life, and
more so if the birth rate continues to decline. The care and welfare of the
elderly is thus a growing social problem which is only partly and unsatis-
factorily dealt with by the establishment of more nursing homes and by Medicare
benefits.

Until very recently, alcoholism research has devoted very little attention
to the special population of older people. This may reflect a general tendency
to ignore the difficult problems of aging in a youth-oriented society. However,
three major research projects in the past few years have addressed this special
problem. One was a survey of drinking practices in a population of older per-
sons living in Manhattan Borough, New York Citx (8): another was a Series of
studies of problem drinking in older persons (4); the third was an experi-
mental study of the physical and psychological effects of sorial drinking
occasions during several weeks on the residents of a nursing home in Massa-
chusetts (1 ). Most of what we now know about drinking and alcoholism in the
gspecial population of older people has been reported in these recent studies.
Therefore, the present chapter primarily summarizes these three reports.

Drinking Practices

The drinking practices of American men and women at different ages were
reported by Cahalan et al. (3) and summarized in The First Special Report to
Congress on Alcohol and Health (11). A more detailed summary of the age differ-
ences frcm 45 years onward, according to sex, is shown in Figure 1. At all
ages, more men than women drink and men drink more than women. But the pro-
portion of heavy drinkers decreases substantially after the age of 49 in both
sexes and with an added decline after 64 in men. The proportion cf women ab-
stainers increases substantially after 49 and again in both sexes after 64. 1In
general, drinking in the oldest category decreases from a fairly stable level .
seen during the preceding 15 years.

A subsequent study by Cahalan and Room (4), on problem drinking, is limited
to men under the age of 60, but it provides corrohorative evidence for a de-
creasing amount of drinking with advancing age. The proportion of abstainers
was 31% at age 55-59 compared to only 18% at age 50-54. The proportion of those
with a high score on drinking problems (7 or more) was .7% at age 55-59 compared
with only 11% at age 50-54, They found a striking difference when comparing the
men at age 50-59 on the basis of socioceconomic status. Among those with the
highest Index of Social Pogition, 32% drank heavily (problem or potential prob-
lem) and only 12% abstained. Among those with the lowest Index of Social Posi~-
tion, much higher proportions both drank heavily (51%) and abstained (28%) . The
same trends were found in the earlier survey by Cahalan et al. (3) but with less
clear differentiation between the socioeconomic groups.
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The higher pLroportion of abstainers and lower proiortion of heavy dr.nkers
among older Americans reflect a decrcase in thcir driaking compared with their
younger vears. Cahalan et al. (3) found that among men aged 60 years or older,
more than half were former drinkers, and about half of these former drinkers
had stopped after the age of 44. Among women of 60 or older, most «f the
abstainers had never been drinkers but half of the former drinkers had stopped
after the age of 44. Drinkers of both scxes frequently reported that they used
to drink more than at present, but the quantity they customarily drank on an
occasion declined even more sharply with advancing age than the frequency of
drinking occasions.

The people in the different age groups were studied at the samc time, so
that the older respondents were born in earlier years. Although many contem-
porary older people have given up drinking, the present middle-aged and young
drinkers will not necessarily show the same trend of an increasing proportion
of abstainers as they grow older. The cultural patterns into which contem-
porary older persons grew up included a strong temperance tradition, especially
for women, and the period of national prohibition. Many people who took up
drinking as a youthful rebellion against parental standards or prohibition, or
in resoonse to the repeal of prohibition, might have tended to return to their
early traditions of abstinence as they grew older. 1t will not be possible to
know until several decades from now whether the increasc in abstinence is a
general tendency among older persons, applying alsc to those who are reared in
the more permissive contemporary traditions. Some indication that the drinking
habits of older people do not change when the social traditions favor drinking
is the finding of a low proportion of abstainers (12%) among Americans 50-59
years 0ld in the highest social position category (4). But even though a well-
established custom of drinking usually continues into old age, it seems likely
that the amount of alcoiol consumption decreases; the surveys, however, do not
provide very good evidence on this for people aged 60 and older.

One of the recent studies, by Johnson and Goodrich (8), was a survey of
169 People aged 65 years or older, living on the upper east side of Manhattan,
in New York City. Most of them were from lower socioecomomic groups, livinag
alone or in a small household. The study revealed that men tend to cdrink more
often, and a larger average quantity on each occasion.

Figurc 2 summarizes the drinking categories, for the 54 men and 112
women separately, and for both sexes combined. Compariny regular drinkers
(daily, frequently, or occasionally) with the other cateqgnries, the sex differ-
ence is statistically significant. One of the largest sex differences was in
the percentage of abstainers who had formerly drunk at least occasiorally: 61%
among the men and only 29% among the women. In comparison with the naticnal
survey data of persnns aged 65 and over, summarized in Figure 1, the proportion
of abstainers in the studied sample is slightly higher amorg mer and slightly
lover among women, but the correspondence is fairly close. In the Johnsen and
Goodrich sample the eastern urban location would be expected to decrease the
proportion of abstainers but the predominantly lower social status would be
expected to have the opposite effect.

The respondents were asked various questions about their activities and
feelinys in addition to their drinking. Their self-reported physical health
was strongly associated with drinking: there was a greater likelihood of
drinking among people in good health than among those in poor health. In
Figure 3, the drinking behaviors of men and women are compared according to two
health categories. The tendency for people in poorer health to drink less was
stronger among women than among men. The drinking behaviors of active and less
active respondents in the two health categories were also compared. High
activity was defined as reported participation in 8 or more out of 16 activi-
ties, such as shopping, reading, plaving games and social or cultural functions.
Men were more active than women, but the sex difference was fairly small. As
would be expected, highly active respondents were more likely to report good
hgalth. Figure 4 shows that regular drinking was preponderant among the
hxgbly active people in gcod health; abstinence was preponderant among the less
active people, especially those whose health was only fair or poor. -
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Figure 2. PERCENT OF ABSTAINERS AND TYPES OF DRINKERS ()
AMONG ADULTS AGE 65+, MANHATTAN SAMPLE(b)

Regulsr ' .\ Infrequent
39% - Roguler 28%
Infrequent 2%
17%
Abstain Abstain
44¢, 53%

MEN WOMEN

Abstain
51%

TOTAL

(a)Types of drinkers were classified as foliows:
Abstain~ Never drank or formerly drank at least twice a year
Infrequent— Drink infrequently or not in last month
Reqular- Drink daily, frequently or occasionally

(blSource: Johnson and Goodrich (8)
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Figure 3. PERCENT OF ABSTAINERS AND TYPES OF DRINKERS AMONG
ADULTS 65 YEARS AND OLDER BY SEX AND CONDITION OF HEALTH.

UPPER EAST SIDE OF MANHATTAN

0 70 -
63
60 ~ 60+
50 50 50~ 50
404 37 38 40
31 31
30
30 304
0 25
20+ 20+ 20
13 19

“TIRIA (RIA(RIAL CTIAA (RIA] (RIA

Never Dunk Drink Never Drink Dunk

Drnk  Intrequently  Reqularly{a) Drink  Intrequently  Requiariy(d)

Good Health Poor Health

(0)Drink’ Reguiarly -- Drink darly, frequently, or occasionally

41



Figure 4. PERCENT OF ABSTAINERS AND TYPES OF DRINKERS AMONG
ADULTS AGED 65 AND OLDER BY LEVEL OF ACTIVITY AND CONDITION OF HEALTH.
UPPER EAST SIDE OF MANHATTAN

70 4 70+
;3’4 More Active
60+ 60 + Z/j -
/A Less Active
22 50 //’; Z
% %
= »’;7 at /
L) ,
5‘ 40+ # ’//i 404 / 16
a y 4 y
/.1/‘ 30 /
y,7 »
30d ,’ e 26 30d /
24 riy 77 | / 23 }4
20+ :/4 % 18 20+ /// ?
y .- g s
//// / / / 12
w41 ¥ / 10+ / 2
7% Z Z %
'{/ / '/ A A |
Never Drink Drink Never Diink Drink
Drink  Intiequently  Regulary Drk  Infrequentiy  Regulary

Gond Health Poor Health
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Some additional measures show a similar pattern of relationships with
drinking. People who reported good psychological well-being and seeing friends
tended to report good health, high activity, and regular drinking. Seeing
relatives was less closely related to health and drinking, perhaps because more
frequent contact with relatives can indicate infirmity or limitations on svlf-
reliance. The measure of activity, shown in Figure 4, apreared to be th. one
most consistently related to drinking.

Among the 34 nondrinkers who formerly drank, 50% stopped because it made
them sick or was thought to be bad for their health. However, past excessive
drinking or physical damage does not appear to characterize most of these for-
mer drinkers. The proportion of them who reported good health (30%8) was closely
similar to the proportion (28%) among those who had never drunk.

In general, the amount of drinking was rather light among this sample of
older persons. The drinking which did occur was part of a pattern of good
health, psychological well-being, and an active social life. This probably
reflects a greater enjovment of drinking and ability to cope with the effects
of alcohol. This pattern may also reflect the advantages of higher socio-
economic status, which is associated with lower frequency both of abstaining
and of heavy drinking.

The association of good health and high level of activity with drinking in
this sample might be partly attributable also to beneficial effects of the
drinking. The person who abstains may coincidentally refrain from some of the
social and convivial activities which are associated with many drinking occa-
sions. The men were more likely to drink reqularly and also tended to report
better health and a slightly higher level of activity.

A study of a nursing home and a residence for the elderly in Boston (1 )
yielded some data on drinking practices of older persons before they came to
live in these institutions. The mean age (77 years) was substantially higher
than in the Manhattan residential sample. Of the total Boston sample of 145,
72% were women. Drinking data were obtained from only 98 of these people and
the investigators combined the sexes for the analysis of their findings. In
this sample, 30% reported having drunk regularly, 50% rarely, and 20% never.
These proportions agree closely with the sample shown in Figure 1, assuming
that the drinking catcgory did not include very many who had drunk at an
earlier age and stopped prior to institutionalization. When current seif-
reported health was compared with former drinking practices, no significant
differences were found. The sample included 8% who reported having stopped
drinking on advice of a doctor.

A serious limitation of these surveys is their reliance on self-reports by
the respondents. People may deceive themselves or the interviewer, esnecially
about their former drinking practices. Objective, independent verifi-atior of
the self-reports would be desirable and should be an important goal oi future
research. However, these studies have provided some new information about
drinking by older persons, and at least preliminary inferences may be drawn
from them.

Problem Drinking

Recent research on a small number of older persons with drinking problems
has suggested some differences between older and younger parsons with drirnking
problems. Rosin and Glatt (9) reported on a sample of 103 patients in England
aged over 65 years. Contrary to the usual greater proportion of men than women
among alcoholic persons, 60% of this sample were women. This reflects the owr-
representation of women among older people, but also suggests the possibility
of a reduced survival of men among people with drinking problems. About two-
thirds of th.s sample were characterized as long-standing problem drinkezs, the
rest as previously non-problem drinkers whose alcohol intake had been
intensified by the effects of aging. Bereavement and retirement were suggested
as the most common precipitating causes in the latter group.
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Another daf{ferene: fron youthful people with drinking problems was that
only about 15% c! the older 1lcoholic persons evidenced severe, long-standing
personality protlems. DBy contrast, reuroticism and deviant personality are
pFrevalent among youna alcoholic pecople, as emphasized in a recent review by
tarry (2) and further :niicated in the study by Cahalan and Poom ( ). Physical
problems such as withdrawal jllness, scem to have been infrequent in this sam-
ple of older porpleae.

This finding is consistent with a number of anecdotal accounts of men and
woren in old aade developing a drinking problem due to retirement, boredom or
loneliness. Bacon* has recounted a study of alcoholism many years ago in
Waterbury, Connecticut, which showed that one of the most numerous groups of
alcoholic patients congisted of elderly women from Eastern Furopean countries
who had important matriarchal positions in their native countries but were
isolated or disregarded 1n their contemporary American setting.

The relative increase in frequency of drinking problems among older women
1s further indicated by a study of Alcoholics Anonymous members by Maxwell and
Williams, as reported in the study by Carruth et al. (5). Members aged 66 and
over ¢omprise a higher percentage among men than among women. This may indi-
cate qreater success in abstaining among the older men who joined the A.A.
fellowship. Among members aaced 61-65, 73% of the women but only 58% of the menr
had their first A.A. contact at age 50 or older. This again may reflect a pre~
ponderance of women among those whose drinking problem develops at a later age.
However, the sex differences might alternatively be explained by a recent in-
¢rease 1n the proportion of women of all ages among new members of A.A.

The repcort by Carinth et al. included a study of a sample of men,
with a median ase of %9, who had been designated by a social service or
health agency as having had a drinking problem. By far the most of them (75%)
had been hcavy or moderate drinkers 3 and 10 years earlier, and the majority
(608%) had become moderate «r heavy drinkers at 30 years of age. The heavy
drinking had apparently developed over a number of years rather than recently.
At the time of the study 63% of these men were abstaining or drinking lightly.
Most of them were employed and felt that their health was aood. These char-
acteristics of abstinence or diminished problem among a high proportion of the
samp:le may be due to the fact that selection for the interview was based partly
on accessibility and cooperativeness. The problems of aging, such as isolatior.
and alienation, did not scem to he aggravated in this sample, but a reasonable
life adjustment, characterized by mitigated legal and health problems, was
predominant. However, in contrast to the sample of current excessive drinkers
in old age reported by Rosin and Glatt (9), a high incidence of psychological
problems, such as emotional upset, nervous breakdown, and depression was found.
This fits in with the characteristics of more youthful problem drinkers, many
of whom solve their drinking problem but continue to be troubled by their per-
sonality problems.

The study by Carruth et al. also includes a 15-year follow-up of men who
had been hospitalized for alcoholism at a median age of 41 years. The mortal-
ity rate of the men whose median age was 56 was 31%, which is more than twice
the expected rate in the qgeneral population. Interviews with 25 of the living
patients or their relatives indicated that 6 were now abstainers, 10 had cut
down their drinking drastically, and in general their difficulties had suh-
sided, while 9 had as rmuch of a drinking problem as ever. Among this last
subgroup, physical and mental deteriorization characterized the majority but
other problems had generally subsided.

The study by Carruth et al. exemplifies and documents the results that have
been reported in general surveys. Cahalan et al. (3) and Cahalan and Room (4)
have reported a decreasing frequency of heavy drinking or drinking problems at
older ages. This is partly attributable to early death and, thus, failure of
people who had youthful drinking problems to appear in the elderly population.
The recent evidence on mortality is summarized elsewher» in the present Report

#Bacon, S. D. Persunal Communication.
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{see Chapter v-4). TIn uddition, there is evidence that iome problem drinkars,
especially men, becume abstainers or moderate their drinking as they become
older. The question of whether alcoholic people can decrease their drinking

to a moderate or controlled level has been a controversial issue, but Wallgren
and Barry (12) and Barry (2) have reviewed evidence that it can occur. (See
also Chapter 6, pp. 81-82 .) This is a rare occurrence among youthful peopdle
who drink excessively, but an apparent tendency for reduced alcohol consumption
in 0ld age seems to apply to those who formerly drank excessively as well as to
moderate drinkers.

Physical and Psychological Effects

There is a yreat distinction between etfects of heavy or excessive alcohol
intake and moderate drinking. Excessive alcohol consumption increases mortality
and produces various types of damage that have been summarized both in the
present Report and in the First Alcohol and Health Report (11). However, there
is no evidence of damaging effects even from the steady intake of moderate
amounts and indeed mortality statistics reviewed elsewhere irn this (Chapter V.4)
Report guggest a possible beneficial effect.

In view of the indications that moderate drinkers live longer than ab-
stainers, it seems possible that the beneficial effect of moderate drinking may
apply especially to old age.

There is, however, little information on physical effects of alcohol
specifically in older persons. If there are beneficial effects of moderate
alcohol intake, the basis may be psychological rather than physical. Wallgren
and Barry (12) noted that the widespread belief of beneficial effects of alcohol
in acute heart conditions is due to the sedative effect, since alcohol causes
no improvement of heart function directly. Older persons have & diminished
capacity to drink large amounts because of slower metabolism in general and,
thus, slower elimination (12, p. 99). Studies of voluntary alcohol consumption
by several species of animals have indicated a lower intake, in proportion to
body weight, at higher ages (12, p. 444). However, these studies generally
compared different age groups of animals all introduced to alcohol at the
different current ages. The question is not settled whether animals with con-
tinuous consumption of alcohol from an early age would decrease their consump-
tion as they become older. In humans there is evidence of an increase in the
rate of metabolism by heavy drinkers, and this ability disappeers in old age
only if liver damage occurs.

The study by Johnson and Goodrich (8) included questions ahout reasons for
giving up alcohol. As noted previously, half of the 34 former-drinking ab-,
stainers said they had stopped because it was making them sick or was thought
to be bad for their health. Although it was not stated in the responses to the
questions, experienced observers noted a fear of the possible loss of motor
control among people who were already experiencing that loss to some extent
because of aging. Fear of the emotionally disinhibitory effects of alcohol, or
desire to avoid it, may also be more prominent in older than in younger people.
Among nondrinkers in the sample, including all 87 who did not drink, 30 said
that one of the rcasons for not drinking was that they did not like the way
*other people"” behaved after drinking.

Experimental studies have the capability of clarifying the precise effects
of alcohol, isolating the role of alcohol from other conditions. Several
studies have been done on effects of drinking in nursing homes for elderly .
people. These experiments are preliminary and do not positively identify the
precise causative agent because the pharmacological effects of alcohol cannot
be distinguished from the social situation associated with drinking. Neverthe-
less, the results are interesting and reasonably consistent.

The most convincing result has been reported by Chien (¢) and Chien et al.
(7). These two studies tested effects of beer drinking in nursing home
patients. In the earlier study a group receiving beer in a pub setting showed
greater behavioral improvement than the comparison groups who were given fruit
punch or thioridazine in the pub or thioridazine in the ward. In the second
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study, €64 patients received beer or wine in the pub setting or in the waré for
4 weeks after a 4-week baseline period of obscrvations. Various rating scales
showed improvement among the patients after the alcoholic beveragde was intro-
duced, whether in the pub or ward. A sub=group whicn was being treated with an
antidepressant (doxepin) showed the gqreatest beneficial effect of the drinking.

A summary of other studies on drinking by geriatric nursing home patients
( 1) alsc generally indicated beneficial effects. The most impressive findina
is that the provision of alcoholic beverages, introduced as an experimental
procedure, has usually been continued after complction of the experiment. A
number of nursing homes have recently adopted a policy of serving alcoholic
beverages, There have been reports that the dosage of other medications can be
reduced substantially in patients who drink small amounts ot alcohol.

Another study ! 1) involved a more elaborate experiment than the precedina
ones. Geriatric patients in a nursing home and at a rminimal-care residence,
both in the Bostcn arca, were divided into a drinkine and control group for 9
weeks, followed by another 9 weeks in which both aroups could drink. A l-hour
cocktail party was made available, with free drinks for all those who chose to
drink and had consent from their physician. Beer, wine, whisky, brandy, and
cordials were all available. In the control condition only soft drinks were
provided. The procedures included extensive tests of mental and physical
functioning and also thorough physical exarinations.

Under these conditions the amount of alcohol consumed was rather smail.
Mcdian consumption by the non-abstainers was somewhat less than ! drink per
weck although some participants partook almost daily. The abstinence rate in
the minimum-care residence was 40% during the first 9 weeks but dropped sharply
to 14% in the last 9 weeks. The rates during the comparable periods in che
nursing home were 47% and 44%. Among the control patients, who had access to
alcchol only in the last 9 weeks, fewer ahstained and the amounts consumed were
somewhat greater. Thus, there is a suggestion that these geriatric patients
were persuaded to drink by the social settina and accessibility of alcohol.

The physical examinations showed no ill effects on health from the use of
alcohol in these quantities.

Tre drinking experiment gave evidence of psychologically beneficial effects
in both institutions including improved slecp, morale, and aeneral well-heing.
This occurred primarily in the latter half of the study possibly indicating
that prolonged moderate use may be necessary to obtain positive results. Per~
haps the best evidence of bencficial effects is the fact that after the
experiment terminated,the cocktail parties-.which had stimulated increased
conviviality and activity, were continued at both institutions.

The experiment was beset with some difficulties caused by the experimental
manipulations. The free cocktail parties werc unusual and thought of as a
temporary procedure; this may have inhibited full acceptance of their purpose.
The forrmal procedure of gaining informed consent of the residents, as well as
the physical examinations, also may have confounded the effects. At the mini-
mum-care residence, the members of the control group not permitted alcohsl
communicated actively with members of the experimental droup,due to the free
access environment. Many of the control group members were resentful and boy-
cotted the sessions. In addition, the people at the minimum-care residence
were akle to go out of the institution to bars if they chose: this supplemental
drinking was not recorded or contrclled and might also have had some confounding
effaect, although no incidents of alcohol abuse were ever obscrved. Continued
research shou.d control for these factors as well as investigate further the
ef{ects of functional status, of types of alcoholic beverages consumed, of the
context of drinking, and of longer time spans.
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Alechoel g more tiiely te te o roumea b thone Cloer persors whe are
socially active an? ropert thersclves as being an acod bealth, Thie appears
true of rotl irstituticnalize! and ron-institutionalized :individuals. Wwith
consumption levels moderate, no adverse effects on health are apparent. There
1s evidencs that social and jsycholegical benefits may e derived frer moderate
alcohol availability within a sncial setting. Turthermoire, in some clderly
persons, alcohol may he o desirable alternative te medication for maintaining
the individual's physical comfort.

Probhlem drinking deoes cccur amone the celderly. 'The incidence 1s lower
than among younger individuals and the causative factcrs may be somewhat Aif-
ferent. Lxcessive drinking is less associated with deep-seated psychological
problems, Rather, 1t anjears rmore directly related toe erternal facters con-
comitant with increasirqg age.
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Chapter IIl
ECONOMIC COSTS OF ALCOHOL-RELATED PROBLEMS

A recent study of the economic effects of alcohol-rclated problems estim-
ated, for the year 1971, a loss to socicty of over $25 billion (3), The estimate
(Table 1) was bascd on an analysis of six areas of social behavior which past
or current research had explicitly or implicitly identified as sourcrs of
significant economic costs which might be related to misuses of alcohol.

Onc cost estimate was developed for the market value of the lowered pro-
duction of adult male workers with alcohol problems. Also, the costs to society
in the form of output required in 1971 because of the socially dysfunctional
effects of alcohol misuse and alcoholism were estimated separately for motor
vehicle accidents and for health problems. The study estimated that over $23
billion of the quantifiable costs occurred in these thrwe areas. Finally,
estimates were also prepared of the costs of alcohol-related programs, costs
to the criminal justice system for alcohol-relatedoffenses in 1971, and costs
of the social welfare system related to alcoholism. An effort to assign a
portion of the cconomic cost of fire losses to alcohol misuse did not succeed
owing to the lack of adequate reliable data.

A comprehensive economic evaluation of the effects of the production and
consumption of alcoholic beverages would take account not only of the costs
to society associated with their misuse but also of numerous economic benefits
arising from their use. This could not be accomplished in the prescnt study.
Thus, while health and medical costs of misuses have been calculated, the
possible value of health-promoting uses has been left out of the account. A
further limitation of itsS scope is that no account is taken of the value of
personal and social gratifications from use, or of the emotionai sufferings
caused by misuse: no attempt hus been made to measure these human effects in
economic terms. The present study, thus, is limited to an attempt to quantify
only the economic costs of alcohol misuses and alcoholism.

Economic cost was defined as "the value of output or production that must
be foryone by society because of alcohol misuse and alcoholism® (3). Costs
arise from the sociceconomic process of allocating limitcd resources to meet,
through the ; roduction of goods and services, the unlimited wants of society.
1f economic resources are reduced by or reallocated to alcchol-related effects,
the economic cost to society is the valuc of the output which the resources
would have produced if it were not for alcohol misuse and alcoholism. The
measurement ot cconomic cost is greatly facilitated if the market prices are
available for the resources which are either reduced or reallocated as a result
of alcohol misuse. Because the general understanding of the relationship
between alcohol and various behaviors is in a comparatively primitive state,
however, estimates of the costs of some possibly significant aspects of
behavior, could not be formed. As a result, the estimate of loss of about $25
billion in 1971 due to alcohol misuses may be conservative.

Methods

The study was a pioneering attempt to derive systematic quantitative
economic cost estimates based on the observed behavior of people with alcohol-
related problems. Ideally, cost estimation is a two-stage process: First,
research identifies and quantifies specific behaviors which can be attributed
to alcohol misuse and alcocholism. The behavioral data are then analyzed from
an economic perspective. This process was followed as closelv as nossible.
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TABLE 1

ECONOMIC COSTS OF ALCOHOL MISUSE AND ALCOHOLISM. 1971(a)

Lost Producticn

Health and Medical

Motor Vehicle Accidents
Alcohol Programs and Research
Criminal Justice System

Sacial Welfare System

Total

(a)Source: Berry et al. {3)

Billions of Dollars

$ 9.35
8.29
6.44
0.64
0.51
0.14

$25.37
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Two variations of the method were employed: (1) behavioral research on
alcoholism was surveyed and the economic costs of that illness were estimated;
and (2) cost studies of other alcohol-related behaviors were analyzed and a
proportion of the costs was allocated to alcohol misuse and alcoholism.

The conclusions follow, separately for each of the six main cost areas.

Lost Production

The largest single area of economic cost--amounting to $9.35 billion--
was the lost production of the goods and services which could be attributed
to the reduced productivity of alcohol-troubled male workers.

The cost of lost production was estimated on the basis of observations
of the difference in earnings of families with and without problem drinkers.
The estimate was limited to a l-year period (1971) for non~institutionalized
men aged 21 to 59, A summary of the information and findings is presented in
Table 2. The study includes, possibly for the first time, estimates of lost
production derived from data on people with drinking problems in the general
population rather than only those seen in treatment environments, and taking
into acccunt age and income as well as prevalence., It was not possible, how-
ever, to tike into account other factors, such as ethnicity, region and parents'
status, which may also be related to both income and drinking problems.

Another important aspect of the present lost-production estimate is that
it was prepared from the perspective of society as a whole. Many individual
firms and large organizations, including the Federal Government, have conducted
studies on t: ¢ relationship between employees' wages and their productivity
and have generally employed alcohol misuse as a factor in lost production.

Pell and D'Alonzo (20) have clearly outlined the source of loss produc-
tivity among alcohol-troubled workers:

The cost of alcoholism to industry is made up of several
components, including loss of efficiency, absenteeism, lost

time on the job, faulty decision making, accidents, impaired
morale of co-workers, and the cost of rehabilitation programs.

A large significant portion of the economic impact of alcoholism
also includes premature disability and death, resulting in the
loss of many employees in their prime who have skills that are
difficult to replace.

However, the cost of production as estimated by an industry is necessarily
limited. In general, it does not include the cost of the unemployed worker,
or need it even consider the costs of the reduced productivity of alcohol-
troubled workers if their wages are reduced correspondingly. Society, on the
other nand, must include the costs of reduced production by ail these individ-
uvals in its estimate of the costs of alcohol-related problems. Although the
wider view was taken in the present study, the estimaie is not completely
general. The information about some groups within society is too inadequate to
allow cost estimates based on their characteristics and behavior.

The lost or reduced production of women, and of alcoholic persons who are
institutionalized or living on Skid Row, is aot included in the $9.35 billion
estimate.

The economic cost of the lost production among women is probably substant-
ial. For several reasons, however, these costs cannot be easily calculated:
(1) No reliable market prices are available which would indicate the value of
women's services in household or non-market production. (2) There is no
reliable estimate of the actual number of alcoholic women; estimates range
from 900,000 alcohol addicts (10) to as many as 4.5 million problem drinkers
(3). (3) There have been no systematic studies of the changes in the economic
xoles of family members under the impact of either an alcoholic wife or hus-
band. Thus any estimate at this time of the cost of lost production among
alcoholic woren would be little more thaa conjecture.

Similar difficulties apply to any attempt to estimate lost production
costs among institutionalized and Skid Row problem drinkers.

Health and Medical Costs

Treatment for alcohol-related conditions accounted for more than 12
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TABLE 2
ECONOMIC LOSS DUE TO DIMINISHED PRODUCTIVITY OF MEN. 1971

- Est. No. Mean Gross 1968 Estimate
of Families with Problem Farrulies with Family Income of of Prablem-Drinking
Hesd {1000°s}{a) Drinking Menib) Problem-Drinking  Problem-Drinking Men
Men {1000°s) Men(b) {billions of dollsers)
21-29 7,197 21% 1,314.9 si.0n $1.329
30-39 10,744 13 1,243.1 1,860 2312
40-49 11,506 12 1,228.8 2,356 2.895
50-59 10,063 11 974.1 1,565 1.524
1968 Estimated Tota! $8.06 Billion

Adijusted 1971 Estimated Total(c) $9.35 Billion

{a)Derived from Statistical Ahstia~ts of the U.S. (2), Table 54, p. 41, 1971.

(b)From Cahalan and Room(¢),

(¢) To adjust for inflation, the 1968 estimated total of $8.06 billion was
multiplied by the percentage increase in the Consumer Price Index of
16 percent between 1968 und 1971.




st CORY INLIBLE

percent of the $68.13 billion health bill (9) for adult Americans in 1971.
Approximately $8.29 billion was expended for alcohol-related health and medical
problems, making this the second largest component of the economic costs of
alcohol misuse, problem drinking and alcoholism.

Included in these costs are expenditures for the major types of health
care and for medical construction, training, and education. These expenses
are adjusted so that they reflect only the share attributable specifically to
alcohol-induced problems. Account was taken of the costs for medical care
that these patients would have been expected to incur even if they had not
been impaired by alcohol, and these were excluded in arriving at the final
estimate of $8.29 billion.

Of the $8.29 billion expended for alcohol-related health services, $5.3
billion was for hospital care; $0.9 billion for physicians' services; nearly
$0.3 billion for drugs; and more than $1 billion for administration and
construction. The $5.3 billion for hospital care is nearly 20 percent of the
total hospital expenditures for adults in 1971.

Three independent sources of information were analyzed in the health-
medical cost estimate. The literature on the relation between alcohol and
medical care utilization was surveyed; the information system of the Nation's
Alcoholism Treatment Centers was used to obtain data on hospital utilization
by alecoholic patients; and field interviews were conducted among medical and
health expexrts in the alcohol field to obtain estimates of health-care utiliz-
ation by the general alcoholic population.

Expenditures for dental care were not included. Field interviews
established that problem drinkers use fewer dental services than the general
population. This appears to be reflected in the poorer dental health of
alcoholic persons (16, 17).
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Motor Vehicle Accident Costs

The third largest economic cost associated with alcohol misuse is that
proportion of the costs of various types of motor vehicle accidents which can
be attributed to that cause. It comes to $6.44 billion. A review of the lit-
erature suggested that the appropriate dividing line at which responsibility
may be attributed to the presence of alcohol is the finding of a blood alcohol
concentration of 0.05 percent or higher in the driver or pedestrian (5, 1In
this section, therefore, "alcohol misuse" indicates such a finding.

Three types of accidents were studies: fatal, personal injury, and
property damage.

Based on data supplied by the National Highway Traffic Safety Adminis-
tration, alcohol misuse contributed to 43 percent of the non-pedestrian traffic
fatalities (19,000 deaths) in 1971; 38 percent of the adult pedestrian
fatalities (2,700 deaths):; 14 percent of the personal injury accidents; and
6.8 percent of the property damage accidents. Thus, about 40 percent (21,700)
of the motor vehicle deaths were believed attributable to alcohol in 1971.
This estimate does not include non-adult pedestrian deaths or any sober adult
pedestrians who may have been killed by drivers under the influence of alcohol.

When these accident proportions are applied to the National Highway :
Traffic Safety Administration's estimates 0% costs in each category, the
cost of alcohol-related accidents can be determined as follows:

Fatal accidents . . « . « « « $ 3.56 billion
Injury accidents. . . « « « o« - 2438 billion
Property damage . « « « o« o o 0.50 billion

Total L L L L ] L ] L L L ] L ] L ] s 6.44 billion

Other sections of the study, such as those on lost production and health
and medical costs, undoubtedly include some expenditures which rightfully
balong in the motor vehicle category. Double counting could not be avoided
completely and this would inflate the estimate. On the other hand, care was
taken to estimate these costs conservatively.
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Program and Research Costs GE“

The expenditures tor alcohol and alcoholism~related programs, including
diagnosis, treatment, rehabilitation, prevention; education, and research,
were estimated to have totaled approximately $0.64 billion in 1971. Federal,
state, and voluntary private agency budgets were reviewed to obtain these cost
estimates.

The tremendous surge of interest in and awareness of the problems of
alcohol since 1971 has resulted in increased program expenditures. Estimated
Federal Government expenditures for alcoholism programs in 1971 were $127
million. Since that time, new agencies, including the National Institute on
Alcohol Abuse and Alccvholism, have been created, and more funds are being
allocated especially for alcoholism treatment programs, so that current
expenditures are substantially greater.

Costs to the Criminal Justice System

The study estimated that violent and antisocial behavior linked to
alcohol misuse cost the Nation's criminal justice system more than half a
billion dollars in 1971. This amount represents a small but not inconsiderable
proportion of the $10.5 billion expended by the police, courts, and correct-
ional institutions in that year (21). These estimates, it should be noted,
represent only the costs to the criminal justice system, not any costs of the
crime to the victim or to the perpetrator.

No presumption was made that alcohol is the causal agent of any crime.
Nonetheless, it is recognized that a certain proportion of all crime that
comes to the attention of the authorities has some alcohol involvement. As
the National Commission on Causes and Prevention of Violence (18) has put it,
*No drug, narcotic, or alcoholic beverage presently known will, by itself, lead
to violence. Nevertheless, these substances may, through misuse or abuse,
facilitate behavior which may result in violence to persons or property."

Costs were determined first by reviewing the literature on alcohol and
criminal behavior. The reports indicated that alcohol is frequently associated
with certain violant crimes such as homicide, assault and rape. Other offen-
ses, such as drunkenness, disorderly conduct, driving under the influence of
alcohol, and vagrancy, were classified as 100-percent alcohoul-related, but
ligquor-law violations were excluded entirely from this accounting, sinoce they
do not bear on alcohol misuse. In 1971, violent ¢rimes associated with
alcohol, and the 100-percent alcohol-related offenses, accounted for 3.6
million arrests, equal to 41 percent of all arrests.

Cost estimates were assigned on the basis of determining what percentage
of the various crime categories could be attributed to alcohocl. The number
was then multiplied by a‘rerage cost data for arrests, trials, and incarceration
in each category.

Drunkenness, driving under the influence, disorderly conduct, and vagrancy
were found to have cost $74 million in the year 1971. This is based on the
finding that there were 3.3 million arrests for those offenses that year, and
on an estimate (8) that police and court costs for each arrest came to $22.49
per offense. More than $71.4 million was expended for incarceration as a
result of these nonviolent crimes. The estimate of police and court costs
per arrest was based on findings in a study conducted for the City of Phoenixr
Arizona (8), and to the extent that these costs may not be representative
for the entire country the estimate would have to be modified. At the present
time the Phoenix study is the only one that provides a basis for formulating
a reasonhable estimate.

An association with alcohol was recorded in 64 percent of all murders
(26), 41 percent of all assaults (19), 34 percent of all forcible rape (1),
and 29 percent of all other sex crimes (13).

Arrest and court costs for violent crimes were calculated as follows:
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Police Cost Court Costs
In millions of dollars
Criminal homicide . . . . . . . $13.5. ... . . 810.8
Aggravated assault. . . . . . . 209.5 . . . . . . 15.5
Porcible rape . . . ., . . . . . 13.9 . . . . . . 1.8
Totals . . * * L] * L] * * L] $23609 * L] * [ ] L] * 528'1

Nearly 35,000 persons were incarcerated for violent crimes associated with
alcohol use during 1971. The estimated average cost of maintaininc a person
in prison is $6 per day (24) and in jail, $6.10 (25), When multiplied by tne
34,805 alcohol-involved prisoners, the cost of the imprisonment is $208,830
per day or $76,222,950 pcr year. ThisS assumes that cach of these persons was
in prison a full year.

In addition to thesc costs, and based un an estimate of the 1.5. Otffice
of Management and Budqg.t (23), $25 million was assigned as the cost of crime
prevention or alcoholism rehabilitation activitios by the criminal justice
system.

The total costs are summarized in Table 3.

Social Welfare System Costs

Alcohol-related expenditures by the social welfare system can be divided
between two categories: social-services costs and transfecr payments. Transfer
payments represent a transfer of income to the needy in order to arrest the
decline in the standard of living of one whose job may have been lost because
of alcoholism. These payments, except for administrative costs, are not
additional economic costs. They do not measure reduced or foregone output,
which is measured directly by the amount of the total reduced earnings of
workers. However, these income maintenance payments do have social and
political significance, for they represent a financial burden to the taxpaver.
I1f these payments were not socially mandated, the funds could have been used
for alternative purposes, either by the taxpayer or the appropriate level
of government. Income-maintenance payments attributable to alcoholism were
estimated to be $2.2 billion in 1971.

Social~-service costs which do meet the eriterion of economic cost
totaled some $135,100,000 during 1971. The social-scrvice costs were incurred
in the areas of child welfare and special welfare. This amount probably
represents only a fraction of the economic cost of the weakening and, in some
cases, the total disruption of the family structure under the impact of alco-
holism,

Social and related research has begun to identify some of the destructive
effects of alcoholism on the family. Some of these effects may have complex
economic as well as social implications. Chafetz et al. (7) found marital
instability in 41 percent of the families of alcoholic persons. As many as 15

to 20 percent of all applications to some family-service agencies involve a
drinking problem (2), and the family court in New York City has been reported
to estimate that 40 percent of the problems brought to it are directly or in-
directly attributable to problem drinking (12).

Economic Cost of Fire

Preliminary research suggested that a considerable portion of the more
than $4.5 billion (11) suffered in property loss and expended to combat fires
in 1971 might be attributed to the misuse of alcohol. For example, onc study
(14) attributed more than 80 percent of all fire-related deaths in Memphis
over an 8-year period to alcohol. Another study (15) tentatively concluded
that "Alcohol was a major contributor in approximately 30 percent®” of 89 fires
in which fatalities occurred during a 2-year period. “Smoking was established
to be the major ignition source in approximately 50 percent of the fires, but
alecohol was present in significant quantities in 60 percent of the ‘smoking*
fires.” The data are suggestive, but the existing studies are not extensive

encugh to allow the development of cost estimates attributable to alcohol mis-
use, and therefore such estimates were not included in the present study.
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TABLE 3
SUMMARY OF COSTS TO THE CRIMINAL-JUSTICE SYSTEM
100-Percent Alcohol-
Violent Crimes Related Offenses
Police
Cost per case $ 17.80
Total for alcohol-involved arrests $236.9 mitlion $ 58.6 million
Court
Cost per case S 469
Total for alcohol-involved procedure $ 28.1 miltion $ 154 million
Jail
Cost per day per inmate $ 6.10
Total for alcohol-involved inmates $ 71.4 million
Prisons
Cost per day per inmate S 6.00
Total for alcohoi-involved inmates $ 76.2 million
Other
Crime prevention
{alcoholism rehabilitation) $ 25.0 million
Totai $511.5 miliion
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Summary )3

An awareness exists in society that the misuse of alcohol is pervasive
and significant. FEvents such as broken families, mental anguish, accidents,
physical pain, work not done, acts of violence, and personal degradation might
comprise some of the entries on the debit or minus side of alcohol's social
account. If alcohol could be linked conclusively as a causal factor in a
certain number or proportion of unwanted social and personal occurrences, it
would be possible to add up these events and thereby obtain a total measure of
adverse consequences. At present, however, there is no general unit of account
that would permit a meaningful summing of such diverse events as, for example,
(a) so many disturbed children of alcoholic parents plus (b) a certain number
of alcohol-induced suicides plus (c¢) the number of days missed by an alcohol-
troubled worker. Nevertheless, many of the adversec social consequences of
alcohol also have economic components. The present effort indicates that it is
possible to aggregatc certain adverse economic effects which might be related
to alcohol and thereby obtain a limited but socially significant measure of
the economic consequences of alcohol misuse and alcoholism. There are many
regervations regarding the estimated costs of $25.37 billion in six areas,
including health, traffic accidents, welfare payments, crime, and productivity.
Nevertheless, both the number and the techniques for estimating ic represent a
distinct advance in understanding, as well as a foundation for continued study.
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Chapter 1V

ALCOMHOLISM: HEREDITY AND CONGENITAL EFFECTS

For about 100 years, scientists have been sceking a definitive answer to
the question: “Is alcoholism hereditary?"

Some 30 years ago F. M. Jellirek Q) reviewed the controversial evidence
up to then and concluded that, on the whole, the indications were against a
direct heritability of alcoholism. Rather, it seered to him, some people in-
herited a non-specific liability for developing personal trouble, and in some
of them the trouble took the form of alcoholism. By that time, Anne Roe (17,18)
had completed her analysis of the fate of 36 children of alcoholic rarents who
were taken away from their biological families when quite young and raised
in foster homes. When examined in their 30s none of these people, cf whor 70
percent were drinkers, showed any siqns of trouble with alcohol. She concludec
that alcoholism was probably not inherited, and that its more common occurrence
in ehildren raised hv alcoholic parents must be an effect of the environment
in which the children were reared.

Most of the research since then has been largely inconclusive, thouch
several reports have suggested that the inheritance factor may be more important
than had been thought in the 1940s (1,13,16,24). 1In a recent study (8),
an American-Danish research team which concluded that there probably is a
“genetic predisposition” for the severest form of alcoholism, but that this
still remains to be proved.

The Danish collaborators in the study were Dr. Fini Schulsinger and Dr.
Lief HArmansen, psychiatrists at the Psykologisk Institut in the Kommune-
hospitalet at Copenhagen. Their United States colleagues were Dr. Donald W.
Goodwin, Associate Professor of Psychiatry and Or. Samuel B. Guze, Frofessor
of Psychiatry at the Washington University School of Medicine, and Dr. George
wWinokur, Professor and Head of the Department of Psychiatry at the University
of lowa School of Medicine.

The team's findings were challenged by other scientists within a few
months of publication (22). The reaction suggests that the cuestion of the
possible role of heredity in causing alcoholism will remain unsettled for
some time. But it is apparent that the American-Danish collaborators have
moved science the closest it has ever been to an affirmative answer to the
question of a hereditary link in alcoholism.

Family studies invariably have shown markedly Ligher rates of alcoholism
among relatives than in the general population. The lifetime exvectancy rate
for alcoholism among people at large has been estimated to be about 3 to 5
percent among men and 0.1 to 1 percent among women ( 6). By way of contrast,
Goodwin, the principal author of the American-Danish report, has cited studies
indicating that alccholism rates in sons of alcoholic parents may reach between
25 and 50 percent, and arong daughters 3 to 8 percent (6).

One study reviewed by Goodwin found that persons manifesting “"periodic”
and "compulsive" alcoholism more frecuently had alcoholic children than did
those whose alcoholism presumablv was less severe. The fact that home environ-
ments were equally good or bad in both groups suggested that alcoholism may
have a "hereditary component."

Perhaps the most productive method for distinguishing environmental
from hereditary factors in the occurrence of alcoholism, according to Goodwin,
is to study individuals raised avart from their riological relatives. A
comparison of 22 adopted children of nonalcoholic parents with 27 adoptees born
to alcoholic parents found a higher percentage of the offspring of alcoholic
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parents to bie drinkers. But the size of the difference was insigrificant and
neither grou;: had driniing problems. The researchers concluded, therefore,
that there was no evidence in their work o! a hereditary influence on drinking.

To pursue more definitively the guestion of inherited alcoholism, Goodwin
and his collaborators took advantage of the existence in Denmark of a pool of
15,000 known adoptees most of whom were separated from their biocloaical parents
in early cnildhood and raised by nonrelatives. Such a research opportunity
might not be :ounl! in the United States or in many other countries where adop-
tion agency records are very difficult to obtain and little information is
available about the drinking habits of individuals whose children are adopted.

The “"probancd" groupr in the Denmark-based investigation (8) consisted of 55
male adoptees with at least one biological parent who had been hospitalized
primarily for alcoholism, had been separated from his biological parents during
the first six weeks of life, had been adopted by nonrelatives, and had no known
subsequent contact wi*h the biological parents.

A comparison group (controls) consisted nf 78 adopted males to whom the
same criteria were applied as to the probands except that these people had no
alcoholic hiological parents. The groups were matched in approximate age at
awoption and adult age. The mean age in both groups was 30, with a range of
25 to 45, at -re time thcy were interviewed.

All adoptres were interviewed by a Danish psychiatrist, who was not told
beforeharn.! to which group each one belonged. The information obtained from
vach interviewee included data on demographic factors, adoptive parents, psy-
chopathology in adoptees, drinkinc practices and problems, and a wide variety
of other life experiencos. The interview records were sent to Washington Uni-
versity in St. Louls for coding, card punching, and computer analysis, again
without «nowledge of any subject's history~--whether he was a proband or con-
trol. Thus, the study was "blind" from start to finish.

Four categories of criteria were used to define moderate, heavy, and prob-
lem drinkers, and alcoholic persons. The moderate drinker was neither a tee-~
totaler nor a heavy drinker. An individual was a heavy drinker if, for at
least a year, he drank daily and had six or more drinks on one occasion at
least twice a month, or had six or more drinks at least once a week for over a
year, but reported no problems. A problem drinker was a heavy drinker with
problems, but not enough of them to be classified as an alcoholic person; alco-
holism was inferred if an individual met the criteria of hzavy drinker and had
alcohol-related problems in at least three of the following four areas:

l. Social disapjproval of his drinking by friends and parents.

Marital problems.

2. Job trouble.

Trarfic arrests.

Other police trouble.

3. Frequent blackouts.

Tremor.
Withdrawal hallucinations and convulsions.

4. Loss of control.

Morning drinking.

Of the 55 probands, 10 met the criteria for alcoholism and the group had
nearly four times the al-oholism rate of the controls. Heavy and problem
drinking occurred somewhat more frequently in the control group, but the dif-
ference was not statistically siqnificant. Moreover, when members of both
groups were ranked on a ‘our-point scale from the mildest drinkers with the
fewest problems to the heaviest with the most problems, the probands were
found *o have twice as maeny drinkers in the heaviest category as the adoptees
with nonalcohnlic biological parents.

Almost without exception, probands had more drinking problems than con-
trols. The differences were statistically significant in five varieties of
problems--hallucinations, inability to control drinking, morning drinking,
amnesia, and tremor.

) The two ;roups also differed significantly with respect to psychological
‘treatment and hospitalization. Psychological treatment was defined as any

tyrne of therapy--verbal or pharmacological--administered.by any heulth profes-
sional for mental or emo*i1onal .problems. Nearly half the probands had received
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psychological treatrent, compared to one-jiartel of the controls. Probands had
five times the ratc nf psychiatric hospitalization, and six of the eight
hospitalized probands but neither of the two hospitalized controls were alco-
holic persons.

Of the 22 sons of alcoholic parents who had receiveld psychological treat-
ment nine were alcoholic persons, compared with only two of the 19 controls.
This difference is statistically significant.

The study found no significant correlation between e drinkiny pattern of
the adoptees and the presence of alcoholism in the adoptive parents. About 13
percent of the probands had an adoptive father who was an alcoholic person,
comparved with about 22 percent of the controls.

Goodwin et al. emphasize the fact that the occurrencc 0¢ alcoholism among
children of alcoholic biological parents was greater despite ceparation from
those parents brfore the age of six weeks. The probands, they point out, were
significantly distinguishable fiom the controls in only one respect other than
alcoholism, and that was divorce. The probands were three times more likely
to be divorced than the controls. The data suggest, Coodwin notes, that
“divorce and alcoholism may perhaps be co-variants of a sinale or related
genetic predisposition.™

"The finding that, apart from divorce, only alcoholism significantly dis-
tinguished the two groups suggests there may be a specificity ia the transmis-
sion of the disorder heretofore underestimated."

"Also, it is interesting that heavy and even probler drinking, as defined in
this paper, fail to distinquish the two groups. 1f anything, there was somewhat
more heavy and problem drinking in the control group than in the proband group,
although the differences were not significant. This suagests that severe forms
of alcohol abuse mray have a genetic predisposition but that heavy drinking
itself, even when responsible for occasional problems, reflects predominantly
nongenetic factors."”

Nevertheless the authors do not consider their findings to constitute
proof of a "genetic predisposition” for alcoholism-~-only that such a predis-
position now seems more probable than it had seemed heretofore. '

Since publication of the initial report on the study, CGoodwin has reported
a follow-up study of drinking problems in adopted and nonadopted sons of
alcoholic parents (2 ). This work was made possible by the fact that, in 20
cases in the original investigation, the adopted sons of alcoholic paren.s had
brothers who were raised by their own parents and were available for interview.
Data for this study were drawn from the original work and from interviews with
30 nonadopted and 20 adopted sons of 19 alcoholic biological fathers. To avoid
bias, interviews also were conducted with 50 nonadopted controls selected from
census records. Like the first investigation, this study was blind from beqgin-
ning to end.

The comparisons showed that five men in each of the study groups were
alcoholic persons according to the criteria used in the oriainal research. The
aleoholism rate among adoptees was higher than the rate among nonadopted
brothers, but the difference was not statistically significant. ©Neither were
there significant differences in the cateqories of moderate, heavy, or problem
drinkers.

The primary finding of the second study was that sons of alcohclic parents
were no more likely to become alcoholic persons if reared by their own parents
than if separated from their biological families soon after birth and reared
by nonrelatives. This was true, Soodwin notes, despite the fact that, as a
group, the nonadoptees were older than their adopted brothers and, therefore,
presumably further advanced into the age of risk for alcoholism.

The findings also suggested a relationship betwecen the severity of alco-
holism in parents and increased tendencies toward alcohol problems in the sons.
Since there was nc significant association of drinking pattern and length of
exposure to alcoholic parents, it seemed possible that the severity of alcohol-
ism in the parent may influence the drinking pattern of the children independ-
ently of home influence.

Further analysis of the new data, Coodwin (8) suggests, indicates that
severe alcoholism may involve genetic factors not preésent in milder cases and,

Q
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thuerefore, may be mrore transmittubhle. Ee notes that alccholism, not heavy
drinking, differentiater adopted children of alcohonlic parents from the
adopted children of nnralcoholic persons in the first study. 1In short, he
concludes. seovere and classic torrs of alecoholism in part may have a genetic
basis, whereas hcavy drinkinag, even with occasional problems, may have mainrly
psychological o»raains.

At ileast one other study supports the crucial finding of the follcw-up to
the original investigation. Schuckit and his co-workers (21) found a correla-
tion between alcoholic parent and alcoholic children irrespective of personal
contact with the parent. Commenting on this, Goodwin (& ) writes:

“It is interesting to not2 how little environment apreared to contribute
to the development of alcoholism in our sample of sons of alcoholics. This
tends to contradict the oft-repeated assertion that alcoholism results from
the interaction of multiple causes--social, psycholegical, biological, etc.
This may be true of rilder forms of alcoholism of certain 'species.' Con-
ceivably, however, severe forms of alcoholism may be relatively uninfluenced
by environment, given free access to ethyl alcohol."

The interpretation of the findings of the initial Danish-American study
has been challenged by Dr. Alexander Tolor of the Institute for Human Develop-
ment, Falrfield University and Dr. John S. Tamerin of the Silver Hill Founda~
tion in New Canaan, Connecticut (22). Their critique is based on what they
regard as inadequacies of methed in assessing the psychiatric illnesses of
adoptive rarents and in classifying drinking behavior. Psychiatric illness,
the critics note, was estimated on the basis of information from adoptees "who
certainly cannot be considered objective judges." 1In addition, the general
focus was on gross pathology in the adoptive parents, mainly on whether or not
they had sought treatment.

Such a gross criterion, the challengers assert, "fails to take into ac-
count more subtle differences in the emotional climate"” of the homes. Thus,
the assumption of home-atmosphere equivalence in the two groups cannot be
accepted.

As for the classification of drinking behavior, Tolor and Tamerin say:
"Whether cr not the data reveal significant group differences depends
entirely on how the problem cdrinker is operationally defined. Thus, while 18

percent of the probands were characterized as alcoholics, corpared with five
percent of the controls, there was a reverse trend with regard to the category
‘problem drinker': 14 percent of the controls and nine percent of the probands
were defined as problem cdrinkers. If we combine these two categories into one,
which would conform with many authers' conceptions of alcoholism, 27 percent of
the controls werr either problem drinkers or alcoholics. This difference is
not statistically significant.... If we then consider the heavy drinkers, we
find a reverse trend: 36 percent of the controls but only 22 percent of the
probands were hcavy drinkers. The evidence, therefore, is far from being con-
vincing in support of the genetic hypothesis.”

In a response to the critique of Tolor and Tamerin, Goodwin (7 ) says that,
with respect to the assessment of psychiatric illness, "subtle" differences
between the two groups could not have been detected becausc it had not been
possible to interview the adoptive parents, many of whom were no longer living.

The criteria for drinking categories and diagnoses, Goodwin states, were
obviously arbitrary and could not have been otherwise. It was here, he adds,
that the blindness of interviews was crucial. He gives assurance that the
blindness was genuine and "therefore, however arbitrary the categories, assign~
ment to them was made blindly and without possibility of observer bias."

! was astounded when the printouts showed that practically the only dif-
ference between the offspring of alcoholics and the offspring of nonalcoholics
was alcoholism,” he concludes. “I really think, even with small groups, that
it defies chance to bhelieve that sons of hospitalized alcoholies would differ
from sons of nonalcoholics only in being alcoholics, particularly since the
category ‘'alcoholism' was defined in advance, with the criteria applied
ylinuly.”

Yet another reason for a cautious interpretation of the findings reported
by Goodwin et al. arises from a source independent of the question of
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alcoholism., In a revicw of the role of heredity in determining intelligence-
quotient (IQ) scores, Layzer (l4) has emphasized that in fact monozygotic
twins reared apart from their biological parents are not the best material for
studying the contribution of heredity but, rather, unrclated foster children
reared together, or half-sibs reared in "statistically independent" environ-
ments. He demonstrated, moreover, that when the factor at issue is a plastic
sort of human behavior, heritability cannot he calculated reliably unless the
contrihution of environmental conditions is eliminated: "The absence of sig-
nificant effects arising from qgenotype-environment correlations is a necessary
condition for the applicability of conventional heritability analysis to phenc-
typically plastic traits.” Since alcoholism is probably even more than IQ a
*plastic" type ~t human behavior (3 ), the role of heredity in its causation
is incdeed difficult to cestablish.

Heredity, in the sense of genetic transmission, is not the only way in
which the alcore liam of parents may affect their offsprang. That poorly nour-
ished pregnant women give birth to children disadvantaged in health has been
known a3 lonag time. Since alcoholic women tend to be malnourished, infants
born to them are less healthy, less alert, and less well developed than other
newborns.

The inferior condition of children of alcoholic parents was observed e‘ren
in antiquity, and in the pre-modern medical era this was attributed to damage
of the parrfntal germ plasm by alcohol. That notion--blastophthoria--has long
since bheen liscounted 010), and the disadvanted state of newhorn infants as
well ac the poorer development of older children of alcoholic parents came to
be attributed to the poor aintrauterine environment of the fetus and the post-
natal lack of adequate care and nurture.

Recently, however, several reports in the U.S.A. and England have indi-
cated an increased rate of birth of maldeveloped or malformed infants to
alcoholic mothers, and the authors have suggested that the cause is direct
fetal damage by alcohol (4,9,11,12).

It is difficult to comprehend how the small concentrations of alcohol
that reach the fetus--they are not more than those in che blood of the mother--
even in the case of heavy drinking, as by alcoholic people, could cause the
sort of injuries and malformations described in these reports. Bianchine and
Taylor (1974) have pointed out that at lecast one type of malformation reported
in children of alecoholi: mothers (2 ), Noonan's phenotype, has been observed
in 32 cases, only one of which involved an alcoholic mother. But the matter
is of great importance whether a direct effect of alcohol is the cause, or an
indirect effect, or something unsuspected that makes some women who are liable
to give birth to malformed infants also more liable to have developed alcohol-
ism. The problem is one that can be studied by research in animals and no
doubt will be pursued in a number of laboratories now that the question has
been opened up. In the meantime it seems obvious that the consumption of
large amounts of alcohol by pregnant women may in some way injure the fetus.
Thus, intensive therapeutic work with pregnant alcoholic women seems to be an
especially worthwhile endeavor. For while the numbers involved may not be
large, the tragedy of injury to the unborn child is extraordinarily touching.

One unquestionahla2 effect of heavy drinking by the pregnant wcman is
that as she becomes intoxicated so does the fetus, since alcohol passes to the
fotus in approximately the same concentration as the mother reaches in her
bluod (23). whether or not permanent injuries are incurred, the effects can
be serious, especially immediately after birth. Women about to give birth are
usually hospitalized and deprived of alcohol. If they have been on a bout,
they are likely to suffer more or less severe withdrawal symptoms, sometimes
even delirium tremens (15,20). Since the fetus underwent the same severitv and
duration of alcohol intoxication as the mother, the newborn too will show
symptoms of an alcohol withdrawal syndrome and will require appropriate treat-~
ment just as the mother dces. The observation of such symptoms in neonates
opens up the possibility , based on the view that addiction is defincd by
withdrawal phenomena, that such infants are in fact born alcohol addicts, or
that the prenatal addiction may establish a permanent addictive liability in
the newborn child's central nervous system.

Q
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Undoubtedly the near future will see more and more study of the question
of a possible heredita:ry predisposing factor that might contribute to the de-

velopment of the life-style called alcoholism. In the meantime, the most that

can sald safely seems to be that alcoholism may be a familial disease--

a fact already suggested in the 18th century by th- first great American

physician, Dr. Benjamin Rush, who wrote (19) that it “resembles certain her-
editary, family, and contagious diseases."
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Chapter V %é

SOME HEALTH CONSEQUENCES OF ALCOHOL USE

1. Alcohol and Cancer

Physicians have clinically observed an association between heavy drinking
and certain types of cancer for many ycars. The fact that many patients with
cancer of the mouth, pharynx, larynx, esophagus,and liver are found to have
alcoholism or alcohol-related cirrhosis has stimulated research into the
possible role alcohol might play 1n carcinogenesis, although attempts to
produce canccr in animals by prolonged administration of alcohol have failed

(25).

The first suggestion that there might be a relationship between alcohol
and cancer was made in France in 1910, when Lamu (30) showed that the chronic
1ntake of absinthe (containing 75% alcohol) was associated with carcinoma of
the esophagus. Thereafter, however, the possible role of alcoholism in the
development of cancer received little attention until four decades later.

By 1950 the relationship between cigarette smoking and lung cancer was recog-
nized, and this led investigators to take a closer look at the whole spectrum
of personal habits in relation to the development of cancer. Drinking also

came under scrutiny, and during the following decade several epidemiological
studies seeking to explore a link between alcoholism and cancer were carried
out.

In 1964 the World Health Organization (g)) surveyed the research in
alcoholism and cancer to that time and concluded: “The association between
excessive drinking ot alcoholic beverages and cancer of the mouth, the larynx,
and the oesophagug has been demonstrated in several epidemiological studies.
Animal studies have so far failed to support this. Alcoholism is, however
often associated wi1th other factors that may be pertinent, including dietary
deficiencies, and its control may help to lower the incidence of oral, laryn-
geal, and oesophageal cancer."

Epidemiological studies thus disclosed the needs for accurate assessment
of all personal habits, including the amount of alcohol intake. It is known
to be a difficult task to establish reliably how much alcohol is consumed by
heavy drinkers. . Moreover, there is the confounding condition that people who
drink heavily often also smoke heavily. The latter fact was first taken into
account by Flamant.{15,who assessed both factors and reported that hypopharyn-
geal and laryngeal cancer had a “very strong" relationship to both alcohol
and tobacco use, while cancer of the esophagus and tongue had a “very strong*
relationship to alcohol intake but only a "strong” relationship to smoking
based on analysis of previous research (Table 1). The frequent coexistence of
alcohol and tobacco use has made it difficult to identify the influence of
each habit independently in relation to cancer; yet this question is critical -
in determining to what extent and how each may contribute to the development
of cancer.

The means by which alcohol may exert a carcinogenic effect in man are
unknown, but several have been suggested and are being studied. Among the
possibilities are the effect of prolonged and repeated contact of body tissues
with alcohol in various forms; the role of alcohol as a cocarcinogen with
tobacco or as a trigger mechanism for a hypothetical viral cause; the conse-
guences of alcoholism such as malnutrition, anemia, and poor hygiene; and the
possible presence of carcinogenic substances in some alcoholic beverages.

Rach of these hypothesized mechanisms becomes important in consideration of
the possible effect on specific sites and types of cancer.
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TABLE 1
THE RELATIONSHIP BETWEEN CANCER AT VARIOUS SITES
AND THE USE OF ALCOHOL AND TOBACCO(a)
Number Relationship Relationship Sex
Sites of with use of with use of Ratio
Cases alcohol tobacco (M:F)
Hypopharynx 4,225 very strong very strong 280
Larynx 5,524 very strong very strong 27.4
Esophagus 5,007 very strong strong 16.6
Lung 4616 very strong 11.8
Oropharynx 3.216 strong very strong 11.6
Tungue 4,856 very stronyg stronq 9.3
Oral cavity (other sites) 4,145 strong very strong 8.6
Lips 3,609 strong 8.1
Bladder and other
uringry organs 962 strong 2.6
{a)Source: Flamant et al. (15)
£
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Alcohol and Specific Sites of Cancer

Upper Aerodigestive Tract Q&”

cancers of the upper aerodigestive tract (the mouth, pharyax, and larynx)
appear to be related to heavy drinking in the United States and other parts
of the world where these cancers occur with high frequency in men. Tobacco
use and alcohol consumption each contributes separately to increased risk of
cancer, and data suggyest that heavy use of both has an additive and possibly
even a synergistic effect in increasing risk (47). Laboratory experiments
indicate that alcohol and tobacco augment the carcinogenic effect of 7-14-
dimethylbenzanthracene in hamsters and mice (14,53 ), giving some laboratory
support for this epidemiological observation.

The use of tobacco in one form or another is the most important worldwide
cause of mouth cancer (18 . This has been demonstrated in many studies of
tobacco chewing, snuff dipping, the chewing of betel (mixed betel nuts,
tobacco, and lime), beedi smoking (Indian home-rolled tobacco), and cigarette,
cigar, and pipe smoking. Risk is further increased among people who also .
drink heavily 63). It should be noted that while cancer of the lip has been
specifically linked to clay and metal pipe smoking, cancer of the skin adja-
cent to the lips is related to exposure to the sun's ultraviolet rays and not
to alcohol or tobacco use, demonstrating the sSpecificity of discrete sites to
different carcinogenic factors.

The roles of smoking and drinking in cancers of the upper aerodigestive
tract have been difficult to separate due to the association of heavy drinking
and smoking in the same individuals. One study (13 showed that 93 percent
of the men and 21 percent of the women in a group of alcoholic outpatients
were smokers, proportions far higher than in the general population. A recent
preliminary report by Kissin et al. 27 ) revealed that patients who had
primary cancers of the floor of the mouth, the hypopharynx, and the esophagus,
had a higher drinking-to-smoking ratio than patients with primary cancers of
the roof of the mouth, the larynx,and nasopharynx who smoked more
than they drank. Since alcohol comes in closer contact with the vingestion
tract” and tobacco smoke comes in closer contact with the "inhalation tract,"
the authors suggest a possible differential causative relationship. 1In
addition, patients with cancer of the ingestion tract had a greater use of
distilled spirits than did patients with cancer of the inhalation tract.

Attempts to Separate tobacco from alcohol as a risk factor in cancer of
the mouth and pharynx require sophisticated epidemiological models. A four-
level gradation for each exposure to alcohol and a matrix of 16 relative risk
astimates were used in a study by Rothman and Keller 47). These estimates
were plotted to permit inspection of either alcohol intake or cigarette
smoking as the independent variable (Figure 1 and see Table 2). The increasing
slope of relative risk for the higher levels of both drinking and smoking
Suggests the possibility of a synergistic effect, though based on this alone
the simple additive mo jel cannot be excluded. These findings support earlier
reports (31, 32) that the relative risk of buccal and upper respiratory tract
cancer among those who use both alcohol and tobacco was greater than the sum
of either risk alone.

Toward the end of the 19508 Wynder and his colleagues in a serias of
studies 63 64 , 656, 68 found that patients with oral and laryngeal cancers
were coneiderably heavier drinkers than control patients. By separating
individual risk factors in oral cancer, the conclusion was reached (66) that
*heavy drinkers"” had roughly 10 times greater risk of developing can.er of
the mouth than "minimal* drinkers. When amount of alcohol consumed increased,
the relative risk of cancer of the mouth, extrinsic¢c larynx, and esophagus was

\]

also increased (Figure 2), much more so with whiskey than beer and wine 69 .




Figure 1. RELATIVE RISK OF ORAL CANCER ACCORDING TO LEVEL OF
EXPOSURE TO ALCOHOL AND SMOKING (a)
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TABLE 2

RELATIVE RISK OF ORAL CANCER ACCORDING TO LEVEL OF
EXPOSURE TO ALCOHOL AND SMOKING (a)

Ounces of ,
Alcohol Cigasette Equivalents Per Day
Per Dsy 0 Lassthan20 20-39 40 or More
No aicohol 1.00 1.52 143 243
Less than 0.4 o2. 1.40 1.67 3.18 3.26
04 - 150z 1.60 4.36 446 8.21
More than 1.5 oz. 2.33 4.13 9.59 15.50

a) Source: Rothman and Keller (47).
Risk is expressed relative to a risk of 1.00 for per. 0 neither smoked nor drank,

Tt roviedoy £
$53-438 O« 14 . 7
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Figure 2. RELATIVE RISKS OF DEVELOPING CANCERS OF THE ORAL BA\IITY,( )
ESOPHAGUS, AND LARYNX BY TYPE AND AMOUNT OF ALCOHOL CONSUMED 3
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It has been suggested that the heavy smoking might initiate and the heavy
drinking symergistically promote laryngeal cancer (69).

A case-control study of oral and pharyngeal cancer among veterans led
Keller (24) to conclude that there is a strongly positive association between
drinking more than 1.6 oz. of absolute alcohol per day plus smoking 40 or more
cigarettes per day and cancers of the mouth and pharynx. Of the cancer
patients in that study, 43 percent were classified as "heavy drinkers" (over
1.6 oz. of absolute alcohol per day) compared to 20 percent of the control
subjects.

Other investigators (38,39,57,60) have reported an apparent association
between drinking and cancer of the mouth, pharynx, larynx, and esophagus that
persisted when control subjects were matched for tobacco uge. Lung cancer was
found to be associated with tobacco but not with alcohol use, while cancer of
the stomach, which has been declining is recent years, was associated with
feither alcohol nor tobacco usc. No association was found between cirrhosis
of the liver and cancer of the mouth, pharynx, larynx, or esophagus. From
these epidemiological indications Terris:and Keller (57) inferred that alcohol
can act as a carcinogen or co-carcinogen on susceptible tissues Oof contact but
not indirectly through impaired liver metabolism.

Research in France has provided important evidence on the relation of
slcohol to cancer of several sites. Schwartz et al. (52) investigated 3,937
cancer patients according to the amount they drank and whether they suffered
from alcoholism--diagnosed by the occurrence of tremors of the extremities,
spider telangiectasis, and morning drinking. They also studied another group
of 1,807 patients to determine the possible interaction of alcohol and tobacco.
The results showed that patients with cancer of the mouth, hypopharynx, larynx,
and esophagus drank considerably more than the control subjects, even after
adjustment for tobacco use and age (Table 3). This relationship was particu-
larly striking in cancer of the esophagus., Alcoholism was also significantly
more common among patients with cancers of the same sites, and also with can-
cer of the tongue, even after adjusting for tobacco use and age.

Three prospective studies of the drinking patterns of alcoholic persons ad
their risk of developing cancer have been conducted in Canada, Norway, and the
United States (Table d4). The first study, by Schmidt and de Lint 49), a
follow-up of 5,000 men and 1,000 women treated at the Torontn Addiction
Research Foundation between 1951 and 1963 showed that cancer of the upper
aerodigestive tract occurred five times more frequently among the alcoholic
persons than in the general Ontario population.

In a follow=-up to the end of 1962 of 1,722 men who had been treated for
alcoholism in Oslo, Norway between 1925 and 1940, Sundby (56) showed that
the men faced a multifold increase in the risk of death from cancer of each
of the upper aerodigestive tract sites, nearly the same increased risk from
cancer of the larynx, and a smaller increased risk of death from lung cancer.
No excess mortality from cancers of the stomach, pancreas, liver, or intes-
tines was observed.

A comparison by Pell and D'Alonzo 43) of 900 alcoholic employees of an
American corporation with an equal number drawn from among 75,000 non-alcohol-
ic employees of the same company showed that the alcoholic employees hxd a
nearly fourfold excess of cancer deaths (26 cases versus 7) involving :cae
mouth, pharynx, esophagus, and lung,

In parts of Asia (particularly India), where drinking in the general
population is relatively minimal and alcoholism is presumed to be rare, cancer
of the mouth is among the most common neoplasms (Figure 3)., Tobacco is
thought to be the most potent carcinogenic factor. Prolonged exposure of
oral tissues to tcbacco may resulit i1n leukoplakia, lesions which have a high
risk of malignant transformation and are generally considered to be precan-
cerous §S5'). The heterogeneous nature of the etiology of upper aercdigestive
tract cancer becomes clear when the worldwide incidence is considered, but
heavy alcohol intake appears to be a significant contributing factor in the
United States and other Western countries.

Malnutrition and anemia~~-conditions common in alcoholism--are also
associated with increased risk of oral, hypopharyngeal, and esophageal
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TABLE 3

ALTOHOL CONSUMPTION AND PERCENTAGE OF ALCOHOLIC PERSONS
AMONG CANCER CASES AND NON-CANCER CONTROL GROUP.
WORKERS IN THE PARIS AREA()

Quantity Consumed Parcentage of Alcoholic Persons
Gross Significence(d) %  Gros Significancetd
sigmificance(d) level after nignificance(d) (evel after
Ounces of adjusted for adjusted for
Number alcohol
of consumed Tobacco Tobacco
cases dalylc) Tobscco and age Tabacco and age
Site of Cancer
Tongue 43 652 YY) . 74 T Y Y
Buccal cavity 23 5.4 .o . . 83 YY) ese oo
{other locations)
Oropharynx k” } 49 oo 58
Hypopharynx 886 (1) . . 62 ' . .
Larynn 63 54 YY) ' o 61 ' . oo
Esophagus 100 6.3 ooo oo se 58 ' . °
Control group 366 40 43

(3) Source: Schwartz et al. {52)
(b)Signiticance levels are represented as follows:
s p<.05
o p<.0O1
oo D <.°01 .
(c)Each ounce of absolute alcohol is equivalent to 2 ounces
of 100 U.S.-proof whisky.




TABLE 4

NUMBER OF DEATHS FROM CANCER AMONG ALCOHOLIC
PERSONS COMPARED WITH DEATHS IN MATCHED CONTROL GROUPS

Schmidt & DelLint Sundby Pell and D’Alonzo
{Toronto) {Oslo) (U.s.)
. Cause of Deaths ‘ Deaths _ Deaths )
Death Acoholw Control Ratio Algoholic Conteol Ra"o Atcuhoie | Comeot Ratio
Group Groud Grovp Group Growp Group
All Causes 639 3152 | 203 ] 1,061 | 4969 ] 2.14 102 32 3.22
Cancer
(ati forms) 17 58.1 | 1.33 118 85.% 1.38 26 7 an
Lung 30 139 | 2.16 19 5.4 3.54 5 2 2.50
Larynx 7 08 1] 8.75 5 06| 8.20 3 (1] ¢
Oraifa) 6 1.7 ] 353 22 1.7 ] 1294 3 0 *
Esophagus 6 1.3 | 4.62 40 34 11.82 1 1 1.00
_: e = st ——————— e —
:‘;’2,?’ of 5,395 Men 1,722 Men 323 m:’; o
Number of b)
Person-years 34,445 34,951 4,250!

(a) Mouth and esophagus combined

(b} Estimated
* Indeterminate

7
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Figure 3. INCIDENCE OF ORAL CANCER BY COUNTRY AND SEX(a)
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(a) Reproduced from Higginson and Muir (18) by permussion of Lea & Febrger.
Countries are listed in order of decreasing incidence of oral cancer in men.
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cancer. This is eviaent i1n the relationship of Flummer-vinson syndrome
with hypophiryngeal cancer in Swrdish women (67) and the increased incidence
in that country o! cancer »f thce mouth, pharynx, und e¢sophagus with Plummer-
Vinson syndrome relatcd to iron and vitamineB-complex deficiency in associated
malnutrition (68). A scoparate study of American women with oral cancer (66)
revealed a Plummer-vinaon-like syndrome of glossitis, brittle nails, and
early loss of tveth, which appeared to be rclated to dietary deficiencies.

Eight carcinomas of the mouth, pharynx or larynx were found in a prospec-
tive study of 3,000 alcoholic persons, but none in 3,000 matched nonalcoholic
control subjects (26). Significantly, the eight alcololic patients who
developed carcinoma had longer averaae smoking and drinking histories than the
poncancercus at.  bol:~ =ubsects, Turation cf exposure to a carcinogenic fac-
tor an¢ the latert period between ovposure and develarrent of cancer are
1MNTLant arcas tor stucy in understandina preventic..

It «: 7 irt.rest thut despite the issociation nf parotid gland swelling

with excessive «drirking, no associartron har beon chscerved bLetwern parotid
gland ~arcinoma an¢ 1lconol intake.

Esophagus

The bhighest incidence of cancer of the esophiagus, a usually rapidly fatal
discase, is reported in the eastern Iranian province of Mazanderan, in the
adjacent Fazakhstan and Turkmenistan republics cf the Soviet Union, certain
parts of Africa, and in the Brittany region of France. Alcohol consumption in
these arvas varivs from almost nil in Iran to very high in Brittany. The wide
differences in esophageal cancer incidence between the sexes and between adja-~
cent communities (58) 1ndicate that —xternal factors may bhe important. 1In
Western countries, where esophageal cancer occurs mostly in men, cxcessive
drinking is thought to be a major contributing cause, with tobacco use playing
a synergistic role (62,6¢ ).

In the United States esophageal cancer death rates are now stable among
White men but increasing among non-White men (Figure 4). The recasons for this
striking incrcase among non-White men require study and a careful assessment
of their drinking and smoking habits. 1ncreased heavy smoking and drinking
among non~White mcn together with improved living standards, changes in diet,
and urbanization have all been suggested as factors requiring investigation.

A recent rctrospective study by Lynch (36) revealed that while there were
only 2.7 cases of csophaaral canusr per 100,000 population in the United States
in 1957, 69 prrcent of the patients with cancer of this site also had a history
of alcoholism. A hiquer frequercy of alcohoulism among esophageal cancer
patients than umonj those with cancer of the colon has also been xeported (23).

Several investigators have shown a relationship between hcavy drinking,
especially of whiskey or other spirite (5,62 ), and esophageal cancer after
correction for age and tobacco use (13,52 ). Smoking was found to play a
lesser role than alcohol in esophageal cancer ($2). Smoking, in the absence
of heavy drinking, appeared to have little or no effect on the development of
esophageal cancer (62),

A correlation analysis in 41 states of the United States by Breslow and
tndstrom (4) showed that alcohol consumption was related to increased risk
of esophageal cancer mortality among hoth White men and White women.

Other environr«ntal factors, however, may alsc play a role in the patho-
qenes.s of esophaaeal cancer (27). An epidemiolouical analysis of mortality in
the United States from osophageal cancer showed a siunificant correlatior

- between urbanization and per capita cigarette and alcokhol sales (860), Arfter
partial correlation cnefficients were calculated to remove tne eftect of the
other indupendent variables, urbanization still remaincd significantly
correlated witn o=nphageal cancer. Poverty and the particular hazards of
certain occupations may also contribute heavily to risk (36). Bartenders, for
cxample. have been found twice as susceptible to csophageal cancer as the

_general population (1F).

Malnutrition may be a vontributery factor in areas, such as parts of
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Figure 4. MALE DEATH RATES FROM CANCER OF THE ESOPHAGUS. US.A. 1850-1967(a)
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Asia, where the incidence of cesophageal cancer is ameng the highest in the
world but heavy drinkina is relatively rare (27 28).

Since malnutrition is widespread in Africa but esophageal cancer rates
vary greatly there (9), it appears that other external “actors must be playing
a part.

In Sweden, iron and vitamin deficiency in women with Plummer-vVinsorn
syndrome has been related to the development of esophageal carcanoma (1, €2 ,€7 .
In Puerto Rico, Martinez (39) found that in addition to suffering from malnu-
trition, 400 esophageal cancer patients also used more alcohol, tobacco, and
hot beverages than control subjects.

In a casce~-control study of esophageal cancer in Singapore Chinese and
certain Chinese dialect ygroups, NDe Jong (11) found that men with esophageal
cancer drank more samsu, a strong local liquor, than cthers. The custom of
drinking of all beverages, including coffee and tea, at "burning hot" tempera-
tures appearei to he a stronger risk factor for both sexes, however.

In certain parts of France, Tuyns 68 ) has shown that mortality from
esophageal cancer is more highly correlated with mortality from alcoholism
than with mortality from cirrhosis. Since deaths from alcoholism occurred
among those who drank primarily distilled spirits, the higher mortality among
this group from esophageal cancer suggests that the alcohol strength of the
beverage may more importantly influence the development of esophageal cancer
than the quantity consumed by the individual, even when it was sufficient to
cause cirrhosis. There was no Department in France with a high esophageal
cancer rate that did not also have a high alc¢sholism rate. Yet alcoholism was
not the sole factor since in three Departments (Ardennes, Haute~Savoie, and
Savoie) no increased rate of esophageal cancer was found despite the high rate
of alcoholiam. This pattern suggested that alcohol may be the vehicle or sol-
vent for a carcinogen present in certain spirits (those mainly used in western
France) and not in others (those used in Savoie or Ardennes). It may thus be
that the content of the specific beverage (alcohol as the solvent for carcin-
ogens) is more important than the quantity consumed.

Brittany is a small geographic area of western France in which there is
an extremely high incidence of esophageal cancer among men--over 50 cases per
100,000 population--but this varies widely within well-defined boundaries (59).
This area, with a very high rate of alcoholism was chosen by the International
Agency for Research on Cancer as an excellent place to study the ef{fects of
heavy drinking, particularly to determine why certain individuals develop
cirrhosis while others develop esophagecal cancer or psychiatric disturbances
such as delirium tremens.

The esophagus is the most common site of cancer in men in certain regions
of castern and southern Africa (9). It has been suggested that some local
alcoholic beverages made from maize, such as kachasu, contain carcinogens.
Nitrosamines and the zinc content of the beverages have both been suggested
as possible exogenous factors, but there are regions in Africa with high rates
of cancer of the esophagus where reither of these contaminants is found in
the local beverages (3,7 ,8 ,40).

Primary Liver Cell Cancer (Hepatoma)

In Europe and North America, according to Higginson and Muir (18), the
kind of person in whom primary cancer of the liver is most likely to develop
is an alcoholic person with cirrhosis. A relationship clearly exists between
liver cell cancer and alcoholic cirrhosis, though liver cell cancer is not
common in wWestern countries. Some researchers have suggested, however, that
it may be more prevalent in Europe than has been previously assumed (22).
Worldwide, 60 to 90 percent of all liver cell cancer arises in cirrhotic
livers. In areas where hepatoma is most common, viral hepatitis resulting in
cirrhosis and subsequent neoplastic change has been implicated as one etiolog-
ically important factor (10,46 ).
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In the United States, hepatoma incidence of 30 percent in alcoholic
cirrhosis and orly 11 percent in nonalcoholic cirrhosis was reported by Lee
(33). Current eviaence thus indicates that alcoholic rather than posthepatitic
carrhosis is the more important factor in liver cell cancer in the United
States, though in other parts of the world this does not appear to be true. In
Japan the association of hepatoma with post-hepatitic cirrhosis was far great-
er than with alcoholic cirrhosis @8 ). In Southeast Asia cholangiocarcincma
is associated with liver disease secondary to parasitic infestation @1 ).

The most critical element in the development of primary cancer of the
liver, according to a review by Kissin and Kaley 27 ), seems to be the type of
underlying liver pathulogy. Several investigators have found that cancer
develops characteristically in livers with large nodular hyperplasia 4@l , 54),
a stage of cellular regeneration that may occur in the healing process in
cirrhosis. Cancer thus ceems to occur in livers with marked regenerative
activity, reaqardless of the cause. This agrees with the observation of
Lowenfels (%) that patients with well-established cirrhosis who stop drinking
may still develop tumors. Furthermore, a higher incidence of hepatoma was
observed in mild and healed alcoholic cirrhosis than was observed during the
severe acute stage of cirrhosis (48).

In Southwest Africa and Southeast Asia, where cirrhosis is uncommon,
hepatoma is frequent, but in areas where the incidence of cirrhosis is highest
(Chile, France, Mexico, the United States) hepatoma is rare, suggesting that
some carcinogenic agent not related to cirrhosis is involved in the hepatomas
of Asia and Africa (17). The most probable is aflatoxin, a toxin from the fun-
gus Asperdgillus flavus, which is often found as a contaminant of peanut meal
(42). 1In Japan, many foodstuffs, as well as saké, are treated with these fungi
to improve flavor. The association between ingestion of saké made from rice
with cirrhosis of the liver and hepatoma has led Sakurai (18) to speculate that
other toxic fungi may be operative in causing liver cancer.

8¢

Cancer of the Lung

The ¢, parent relationship between heavy drinking and cancer of the lungs
and air passages may be a statistical artifact. Heavy drinkers are frequently
heavy smokers, but not all smokers drink heavily (27). Since heavy smoking is
closely corrclated with cancer of the lungs and bronchi, heavy smokers might
be expected to drink morc than control subjects. It has been suggested that
a higher alcohol concentration in the alveoli and the bronchial system might
potentiate the carcinogenic effect of tobacco, but data to support this postu-
late are not available.

Cancer of the Pancreas

In the last decade cancer of the pancreas has become the third leading
cause of cancer death among men 34 to 54 years old in the United States,
particularly among Black men (2, 27). Since Blacks in this age range work in
certain industrial occupations in disproportionate numbers, and drink and
smoke more than White men of the same age, it has been speculated (29) that
these factors may be associated in causing this cancer. Some investigators
believe that pancreatitis often associated with alcoholism may be the mechanism
that closely links alcoholism and cancer of the pancreas G). A prospective
study of Japanegse men, described below (19), has given preliminary indications
that heavy drinking is related to increased mortality from nancreatic cancer,
and re::archers conducting a prospective study in Norway are finding a similar
trend Q2).

Cancer of the Large Bowel

Scveral investigators have postulated a relationship between cancer of the
large howel and heavy beer drinking, but the results of various studies have
not consistently supported this hypothesis (16, 44+ 55..71). Breslow and
Endstrom {4) have correlated the per capita consumption of cigarettes, spirits,
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wine, and beer, in 41 of the United States, as cstimated from tax receipts with
the annual age-adjusted rates of death from cancers of 20 sites between 1950
and 1967. The strongest single association was between rectal cancer death

and beer consumption. This finding is consistent with data from 20 other coun-
tries. To explain how beer rather than othcr alcoholic beverages could influ-
ence cancer of the lower bowel, Draser and Irving (12) have hypothesized that
dietary constituents may influence bacteria and steroids in the gut and, thus,
the concentration of possible carcinogens. Further study of the effect of
heavy beer consumption on these factors is indicated by this correlational
study. It is hazardous to draw ronclusions from correlational data based on
population samples because they cannot take into account the long latent
periods of most cancers and the possibility of multiple and interacting agents.
Nevertheless, data such as these warrant further research into the relationship
between beer drinking and large-bowel cancer.

Cancer of Other Sites

Some investigators (43, 56) have found an association between alcoholism
and prostatic cancer, but others have not (51, 70), prospective epidemiologi-
cal studies which consider alcohol among the significant variables are needed.

since alcohol reaches the stomach in relatively strong solutions, the
possibility of a link between drinking and gastric cancer has been explored.
A study by MacDonald (37) revealed an excessive incidence of alcoholism in
patients with cancer of the cardiac (upper) portion of the stomach. The

greater ratio of men to women affected (Table 1) would al. - .avor this possi-
bility. Stomach cancer has been decreasing in recent yea.. .1 the United .
States, even though there has been an apparent increase in ¢ -, consumption of

alcohol, especially in the form of spirits, and perhaps in r . prevalence of
alcoholism. Thus, other active factors may be responsible i{.4).

Mechanisms of Pathogenesis

The clear association between heavy alcohol consumption and cancer of the
. upper aergdigestive tract, esophagus, and liver, and its possible association
with cancer of other sites, have led to intensive speculation about and study
of possible carcinogenic mechanisms. The cause of cancer at any specific site
is now generally viewed as probably involving the interaction of several fac-
tors; alcohol may be one of these factors in certain sites. Some of the possi-
ble mechanisms by which heavy drinking might increase the risks of cancer in
specifie body sites are:

-=Alcohol may act by augmenting the cancer-inducing effect of other agents,
such as smoking. The combined effect of alcohol and tobacco may be more
than the sum of the two--it may be synergistic. Thus, either heavy
smoking or heavy drinking increases a person's risk of developing oral
cancer, but the risk resulting from both together is greater than the
sum of the risk of either one alone 7).

~=gthanol itself, especially in strong solutions, may act as a direct
irritant to mucosal cells, making them more vulnerable to other carcin-
ogens, or it may serve as a solvent or vehicle for cancerogenic trace
substances. Nitrosamines, aflatoxin, and other congeners present in the
alcoholic beverages used in various parts of the world have been impli-
cated as possible carcinogens.

--Malnutrition associated with alcoholism, specifically as it affects the
integrity of the mucosa, is a possible carcinogenic mechanism. Specific
protein, iron, and vitamin deficiencies have also been suggested as
perhaps important carcinogenic factors in the malnutrition of alcoholism.

--By producing cirrhosis, alcohol may lead to an altered metabolism of
carcinogens in the liver so as to enhance their carcinogenic effect.
Some factor related to regeneration of liver cells during the healing
process of cirrhosis has been suggested as a possible pathogenic
mgchanism by which hepatoma may develop in alcoholic patients with
cirrhosis.
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Figure 5. DEATH RATES FOR CANCER OF THE ESOPHAGUS IN MEN
BY SMOKING AND DRINKING CHARACTERISTICS. JAPAN 1970 (3)

& 279
% Non Smokers
w
; % Light Smokers
&
w 5258 Heavy Smokers
a
g
«
W
o
W
< 7.6
e

4,7

0

(3) Source: Hirayama (19). The number of person years observed varied
from 19,000 to 95,000 in the several groups.
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ealn cancer of “h.: upper aerodigostive tract, increased local exposure
of tissues tnrough a decrease in sasliva volume and local pooling of
gsaliva-conteining carcinogens (such as tobacco tars) during intoxica-
tion--which would prolong exposure to a concentrated carcinogen--is a
mechanism hypothesized by Kissin and Kaley (27).

Current and Future Research

The first lavc prospective study of the relation of alcohol to cancer
is beirg carried our by Hirayama (19) in Japan, where 265,000 men aged 40
yorrs 1rd over were enrelled as a cohort in 1965. Smokers so far have a
tnceels1d higher rirk of dying from lung cancer than nonsmokers and those who
both staked and drenk have an even greater risk. Mortality from cancer of the
pancTess and livrer was also abeve expected levels, but of partacular interest
was the observation that amokers who did not drin) showed no greater risk of
esgcpiazcal cancer than nonsmokers, while those whe both drank and smoked ran
a th=eetald highe: »isk. No esophageal cancer deaths occurred among drinking,
nonrma~:ve men; 22,5 deaths per 200,000 man-ycars occurred among drinkirg
light srokers; ap? 27.9 deaths per 100,000 man-years among heavy-smoking
drinkers (Fisuze S).

1. a4 @Mpostarst Lo note tlat not enough time may have elapsed for
deveingment of c3cphayeal cancer among the non3moking drinkers. The latent
period tor envizorrentally related cancers is 2ften 20 years or more, and
sirnce =ficarette 3w ving in Japan is primarily a post-World War II phenomenon,
the smakipg factar may have kaé only a meager effect so far. It is difficult
to ass28s the i:rtaraction of multiple factors at this early poant in the
studv.

A laran prosvective study of a million peadle in the United States being
condicted by the American Cancer Society (2) will become an important source
of similar ‘nformaticn about ar American pnpulaticn. Both prospective and
rotros wctive «tulies are narpered by the reluctance of people to report
azcurately how mu~h thew drink. Underestimation of intake may have biased
previous studiea, patticularly retrospective ones in whichk the relationship
of alcshol and canccr was known to be under examination. Prospective studies
rpay *e able %o sbtsin wore accurate data about drinkinc since a wide spectrum
of guestions ahcut peranmnal halits can be asked.

1a additimn ©o “he larar -scale prospective stuldies of alcochol and cancer
in Japan anc the irited Stares, the World. Health Oreanjzation's International
Aqency for Reseavch or Tancer (IARC) in Lyons, France, with support from the
1.S. Nationa: Instituvte ar Alcohol Abuse and Alcohnlism, has intensified its
epidemiological rnsearch on the possible relationship of aicohol to cancer in
i*s wvazisus ‘nrma and «.tes.

prospactive stud¢ies now under way in Norway may clarifv scre
of the nmo3sihle reiatjonships and provide lcads for more specific studies of
cancer -prometini meshanisas invslving alcohol. Preliminary rasults from
studies 1n the Lniteé Kincdom ¢f patients with alsohelic cirrhosis show a
signifisant rela*icnsair hetween heavy drinking and primary liver c¢ell cancer ’

(2 ,o

2 The IARC expocts £0 complete these studies, as well as those in France
mentioned previcuslv, in 1974, Their findings and more definitive interpreta-
tion o the resulss mav help clarify the role of aicohol ameng the spectrum
af envirsamental variables related to the developmont of cancer.

I~ +he fut.rse, investiracurs will have to begin improvinag the methodology
of alcrholise ard cancev studies. What is meant by rexceseive,” "heavy,” and
“light® &rinkint must be srelled out far more carefully. The fcrm, amount,
and du-ation cf ailcnanl intake must be so defined as to Le replicable in
studirs, Steady versus “tbinge” drinking also nerds to be cxamined. The
develonmant of rrw cucgticnnaires to asLess alcoho! intate must take these
distinctions into considezation. The IARC (22) has suggested that a uniform
way to rencit ai.cohol intake bhe develcped and adozted :internatiorally, perhaps
as gravs per day ver k:ilogram of body weight or per body surface area. Dura-
tioa o- dr.nring could be expressed in kilogram-years, as cigarette smoking is
expresse:? in fack-yeave,
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Epidemiological research is urgently needed in several specific areas.
‘ong-term prospective studies of alcohol consumption and the range of cancers
-hat eventually appear in various populations should be undertaken. Follow-
up investigations of cohorts of patients with alcoholism studied for drinking
--atterns and eventual cancers will provide usctul information. The IARC
:uggests that methodological improvement would result from standarcdizing
protocols for case and casc-control studies.

Chemical analysis of the different al-oholic boverages consumed in
various parts of the world is also urgently needed. Screcning of spirits,
wines, ciders,and beers for the presence of known active catcinogens such as
polycyclic hydrocarbons, nitvrosamines, mycotoxins and lactones will begin to
provide leads about the natu.:e of the alcoholic dArink consumed and the disease
that results ¢2).

The biological destructiveness of heavy drinking in the form of increased
risk of cancer i1n scveral sites has received scant attention from the health
professions, and in consequence the public has received little education about
this particular hazard of excessive drinking. Understanding the psychological
and social factors involved in excessive and prolonged drinking is important
in finding ways to prevent certain cancers whose incidence has greatly
increased in various groups.

Summary

Clinical and epidemiological studies have implicated the excessive use
of alcohol, especially when combined with smoxing, in the development of
certain cancers. Cancers of the mouth, pharynx, larynx.,and esophagus and
primary cancer of the liver appear to be definitely related to heavy alcohol
intake in the United States and parts of the world where these occur with
high frequency in men. Heavy smoking and heavy drinking seem to be particu-
larly implicated (perhaps exerting a co-carcinogenic effect) in mouth, pharynx,
and larynx cancer where heavy intake of both has not only an additive but
apparently a potentiating effect in increasing risk. Cancer of the esophagqus is
associated with heavy consumption of distilled spirits in the westurn coun-
tries. Primary liver cell cancer, while not a common cancer in the United
States, is more often seen in persons with a history of chronic heavy
alcohol consumption. Cancer of the pancreas may also be associated with
alcoholism, v

There is a rising incidence in the Unite” States of cancer of the mouth,
pharynx, larynx, esophagus, and pancreas in non-White men, and the relation-
ship of this increase to alcohol use as well 2: smoking requires further
investigation. On the other hand it remains to bte clarified why there has
been a decline in the rate of cancer of the st~mach in the United States in
recent years while the consumption of alcoho. has -pparently increased.

There are wide geographic and sex varia’:ur.s 'n the incidence of cancers
thought to be linked to alcohol, particularl; -:a =r of the esophagus, and
these variations must be borne in mind in an’ ~“tuwiv of the causes of those
cancers. Research to determine whether cert:ir 2 (oholic beverages may
contain carcinogens and further study of the .c-:ible association of alcohol
consumption to cancer of certain sites is of vi.. importance in assessing
the role of alcohol as one additional environe=ar. factor in the spectrum of
exogenous agentf in cancer.
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2. Alcohol and the Heart

lleart disecase is the principal cause of death by illness in the United
States. Although the causes of various heart diseases are not yet fully
understood, concern about the possible role of alcohol as a cardiotoxin has
been growing. However, there apgear to be contradictory firndings in two
different phases of research on heart disease.

On the cne hand, there is evidence that, unlike smoking or high blood
pressure, alcohol is not a significant risk factor associated with heart
attacks, more accurately termed coronary heart disease. Some of the evidence
comes from autopsy studies of known alcoholic decedents compared to non-
alcoholic populiations (4,9). Other studies of non-alcoholic populations have
indicated that moderate alcchol use is actually associated with a lower risk of
heart attack, raising the guestion whether small amounts of alcohol may play a
slightly "protective” role against coronary heart disease (3,8).

On the other hand, recent clinical studies as well as experimental work on
cardiomyopathy, a disease of the heart muscle rather than of the coronary blood
vegsels, have indicated that even moderate amounts of alcohol can stress tissue
of the cardium, or the main heart muscle. Numerous medical reports have veri-
fied the occurrence of fatalities due to cardiomyopathy in alcoholic persons,
even where malnutrition, which formerly was a main cause of heart disease 1in
alcoholic persons, was not involved. The disorder has therefore been commonly
labeled alcoholic cardiomyopathy, although the mechanism whereby alcohol could
caugse the observed tissue damage has not been elucidated (1,5).

Such contrasting findings complicate preventive health care policies as
well as physicians' advice to patients regarding alcohol use. Hcwever, the
possibility of alcohol having both beneficial and harmful effects is not
necessarily a contradiction. Cardiomyopathy and coronary digease are two dis-
tinct types of heart disease, involving different parts of the cardiovascular
system. The recent knowledge about cardiomyopathy was reviewed in the First
Report on Alcohol and Health (7). The following discussion will attempt to
clarify the knowledge up to now about the relation of alcohol to coronary
heart disease.

Coronary Heart Disease 6.

For the past two decades the National Heart and Lung Institute has spon-
gored a number of studies that follow groups of persons for 10 to 20 years to
digscover those characteristics that predict heart attacks; some of these
studies ircluded alcochol use as 8 potential risk factor. The Framingham,
Massachusetts, study was the earliest such effort (3). That study reported
gsome association indicating that the incidence of certain types of heart
attacks was less in drinkers than in nondrinkers. Two projects, the Tecumseh
Health Study (6) and the Los Angeles Heart Study (2), have carried out special
analyses of their data in the hope of shedding more light on the relationship
between alcohol and coronary heart disease.

The Tecumseh Health Study began at the University of Michigan in 1959 with
intensive physical examination of nearly the entire aduvlt population of
Tecumseh, Michigan, a small rural community 55 miles southwest of Detroit.
These persons were followed for a period of 8 to 10 years, with additional
physical examinations in 1962-65 and 1967-69. A special analysis of the
Tecumseh dats revealed fairly complicated relationships between alcohol use
and coronary heart disease ).
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Alcohol use was measured when the study began in 1959; the incidence of
heart disease was assessed throughout the 8 to 10 year study period. Figure
1l shows the incidence of coronary diecase in men aged 45 to 59 at the start of
the study. Persons who never drank have the same rates of coronary heart
disease as those who drink at either lighter or heavier levels (8 events per
1000 person-years). On the other hand, persons who were former drinkers but
who stopped drinking prior to the start of the study were more than three times
likelier to experience a heart attack than the other three groups (25 events
per 1000 person-years, combining both drinking lewvels). It should be noted
that for the purpose of this analysis, lighter drinkers are those who consume
4 ounces or less of alcohol per week and heavier drinkers are those who consume
more than 4 ocunces of alcohol per week, 4 ounces being equal to about 10 ounces
of dietilled spirits. Illeavier drinkers are not necessarily problem drinkers
or alcoholic persons. .

it is not clear at this time why the former-drinking group has a higher
rate of corcenary disease. Former drinkers did not differ from the other groups
with regard to risk factors known to predict heart disease, such as blood
pressure, blood cholesterol level, or cigarette smoking. A special inquiry
about the rcasons why these persons stopped drinking revealed 20 to 25 percent
citing healtk reasons. It is possible, then, that the former-drinking group
repregents persons in poorer health than the other groups--in spite of similar
blood pressure or cholesterol levels--leading to greater susceptibility to
coronary disease.

tthhether or not alcohol had caused their poorer health is not clear. The
former lighter drinkers--persons who drank 4 ounces of alcohol per week or
less--have coronary rates almost as high as the former heavier drinkers, yet
there is no evidence that alcochol consumption at this level is physically
damaging. Moreover, the heavier drinkers who had not stopped drinking show
rates no different from those who never drank at all. Thus, if alcohol was the
caugsal factor in the former-drinking group, it had an adverse effect only in
this relatively smell sub-population.

Another pogsible explanation of these results would be that the cessation
of drinking itself caugses the higher rates. This would imply that in an
organism accustomed to alcohol, cessation of its use could cause coronary
di:eaao. But at present there ie no known physiological basis for such an
effect.

Many heart studies have established that certain characteristics are
associated with higher risks of corcnary heart disease; as mentioned earlier,
three of the most consistent risk indicators are blood pressure, cigarette
smoking, and cholesterol level. Middle-aged men with high levels of blood
pressure, smoking or cholesterol are two to three times as likely to have heart
attacks as those with lower levels. In an attempt to further clarify the rela-
tionship between alcohol and heart disease, the Tecumseh study examined coro-
nary disease rates and alcohol consumption in both low-risk and high-risk
persons.

Figure 2 shows the relation between coronary disease and alcochol use in
lower-risk men &according to blood pressure, smoking and cholesterol. The
relationships are complex. There is no consistent pattern when the two classes
of drinkers are compared with lifetime abstainers (never drank); but the rates
are generally low in both those who never drank and in heavier drinkers. As
in Figure 1, former drinkers have the highest rates except in the case of low
cholesterol.

The regults in the high-risk groups are shown in Figure 3. As was to be
expected the rates are consistently higher than in the low-risk groups. Inter-
estingly, the two drinking groups have lower rates than the never-drank and
former-drinking groups of men with high blood pressure and men who are heavy
smokers. Dut among men with high cholesterol levels, heavier drinkers have
higher rates of heart disease than abstainers. The most striking relation-
ships, however, are found in the former drinkers. Men with high blood pressure
or with high cholesterol levels who stopped drinking have rates four to five
times greater than most of the other groups. Only in the heavier smeking
group is the rate of the former drinkers no greater than that of the




Figure 1. ALCOHOL USE AND CORONARY HEART DISEASE RATES IN
MEN AGED 4559 AT THE START OF THE TECUMSEH STUDY/(a)

Never Drank
28 - 27
26 Lighter Drinker(b)
24+

: ':2:;; Heavier Drinker(b) 23

incidence Rates per 1000 Person- Years

Never . Drinkers : Former Drinkers
Drank

(3)Source: Tecumseh Health Study (6). Heart disease was defined as myocardial infarction or
Jeath by coronary heart disease. -

(b Lighter drinking was defined for this analysis as 4 ounces of ethanol per week (about
10 ounces of distilled spirits) or less; heavier drinking as any larger amount.
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Figure 2. ALCOHOL USE AND CORONARY HEART DISEASE RATES IN
LOW-RISK MEN AGED 45 TO 59
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(3)Lower two-thirds of distribution (systolic pressure lower than approximately
150 mm.Hg)
(blLower two-thirds of distribution (approximately 260 mg. per 100 m!. or lower)
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Incidence Rates per 1000 Person-Years

Figure 3. ALCOHOL USE AND CORONARY HEART DISCASE RATES IN
HIGH-RISK MEN AGED 45 T0 59
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abstainers. Uince the reasons why they stopped drinking are unknown, however,
nu conclusions can be made about the exact role of alcohol in any of these
differing rates,

The results of the Los Angeles lleart Study are in the same direction,
indicat ing that alcochol is not a risk factor for coronary heart dieease (2).
The data showed some tendency for drinkers to have lower coronary rates than
non-drinkers, but the relationship was not statistically significant. There
was also somn cvidence consistent with the Tecumseh findings, that persons who
decreased or stopped their drinking over the l2-year duration of the study had
higher rates of coronary discase. llere again, the most likely explanation may
be that persons in poorer hecalth are more sugsceptible to heart disease and--

perhaps oa advice from a doctor--arc also more likely to reduce their drinking
or stop it altogether.

Summary

¥hile the data reported here are by no means sufficient to estakblish a
protective role for alcohol aronc persons with hich coronary risk character-
istics, for most persons the use of moderate arounts of alcohol does not Seem
tc have detrimental effects leading to coronary heart disease. On the other
hand, the higher rates of heart disease among former érinkers suggests a need

for further research to discover the reasons why persons who stop drinking
are more likely to have heart attacks. .
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3. Alcohol and Liver Disorders

Cirrhosis of the liver is a major cause of incapacitating illness and pre-
mature decath in alcoholic persons, Mortality from cirrhosis has risen to the
point that in larac urhan areas cirrhosis represents the fourth larcest cause
of death between the ages of 25 and 45. In New York City it has been reported
that cirrhosis, most of it probably originating from alcoholism, ranks third
as a leading cause of death hetween the ages of 25 and 65 (1l1l). Mot all those
affccted with cirrhosis are alcoholic people, however, nor do all alcoholic
persons develop cirrhosis. The exact relation between alcoholism and cirrhosis
has thus remained somethina of a medical mystery and the suhject of intense
dehate. In ageneral, the concept has prevailed that excessive intake of alcohol
by itself is not sufficient to produce cirrhosis and that other factors must
play a key role.

Some investigators have believed that the major factor in the causation of
cirrhosis was dietary deficiency. Accordinqg to this theory, an adequate diet
should prevent the severe chronic liver disorders seen in alcoholism. More-
over, observations in man have suggested that steatosis or fatty liver does
not inevitably proceed to the crippling state of cirrhosis, hut that an inter-
mediary link of hepatitis--characterized by inflammation and necrosis of liver
cells--is required to produce this chanage, Illepatitis, however, has not been
produced in experimental animals. One result of this failure was that the role
of diet in possible recovery, when this intermediate stage had been reached,
could not be established.

tWhatever may ultimately prove to be the pathogenic mechanisms leading to
cirrhosis in alcoholic persons, it is important not to foraet that a large
proportion of these people will have serious vitamin and other nutritional
deficiencies. Those concerned with the care and treatment of alcoholic
patients should therefore continue to stress the importance of good nutrition
as adjunctive therapy and should be on the alert for signs of nutritional
deficiencies.

In recent years, a aqroup of investigqators, Doctors Lieber and Rubin and
their associates, have carried out new experiments which qive promise of clear-
ing up some of the mysteries and problems surrounding the question of liver
injuries due to alcohol.

The must common effect in the liver after alcohol intake, which may occur
after intake of less than intoxicating amounts, is fatty liver--an accumula-
tion of lipid or fat in varying portions of the liver cells. Rather large
differences in the lipid content of the liver have been observed in alcoholic
persons, in whom this type of liver disorder is most commonly encountered.

Patty liver has heen generally regarded as a subclinical disorder, in that
it appears to have few functional effects (9) and is reversible upon cessation
of alcohol intake (6). It is possible, however, that the classical fatty liver
sean after an alcoholic bout may not be so innocuous as was previously sup-
posed. Recently a syndrome of sudden fatty-liver deaths has been described
(5), and it has heen reported to he an important cause of sudden death in
young individuals hetween the ages of 25 and 44. These deaths generally occur
outside of a hospital and are usually unwitnessed. Also, in younq women who
have been drinking alcohol to excess and eatina poorly, huge fatty livers may
exceptionally result in fatal hepatic failure.

Aside from the mentioned exceptions, alcoholic hepatitis is a more serious
condition than fatty liver both from the point of view of prognosis and from
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the presenting clinical manifestations. It may show itself sometimres with
dramatic symptoms but frequently is insidious (15). This condition involves

an inflammatory reaction of the liver, alteration in the structure and function
of its cells, the presence of necrosis, the appearance of alcoholic ayaline,
and, finally, a Qiffuse fihrosis of the liver. These events, which by them-
selves can have siagnificant mortality and morbidity, are qenerally considered
to be precursors of the subsequent and most serious phase of alcoholic liver
disease, cirrhosis (1l1).

Althouch the coantinuity between chronic fatty liver, hepatitis and cirr-

hosis has lonq heen suspected, the question of the proaression of these
-injuries has never been resocived. The difficulty was the ahsence of an effec-
tive animal model in which all *he chandes and the circumstances leading to
them could be demonstrated. Rats, for example, the animals most often used in
such experimental attempts, usually refuse to drink sufficient amounts of
alcohol to develnp liver irjury if their diet is adequate. The aversion of
ratg to larce amounts of alcorol was counteracted by the introduction of a new
technique: alcohol was fed as an interaral part of a nutritionally adequate
totally liquid diet (2,7). wWith this procedure, the animals were forzed to
con::me alcohol sufficient to produce a fatty liver despite adequate dietary
intake.

Though the rats fed aleohol in liquid diets developed a fatty liver, they
did not develop the severer forms of liver injury seen in alcoholic persons--
hepatitis and cirrhosis. The experimenters wondered whether this failure might
be due to the fact “hat the amount of alcohol which the rats could be induced
to take aven as part of their liguid diet was limited tc3é percent of their to-
tal calories. This was equivalent to an intake of about half a pint of wnisky
daily by a man, and micht he less than the average alcohol consumption of
alcoholic persens. Of potential importance was also the fact that whereas in
the huran the development of cirrhosis requires 5 to 20 years of heavy alcohol
intake, the rat only lives about 2 years. To overcome these difficulties, the
experimenters turned to the habnon, a species which is long-lived and phylo-
genetically cleser to man than the rat.

Altogether, 32 baboons were used in the study by Rubin and T.ieber (12,13).
The animals were housed in individual cages, and first were given a custom-
made protein-rich biscuit diet with 34 percent of the total calories as pro-
tein. For half of the Lahoons, enough alcohol was added to their drinkina
water to make a sclution of hetween 4 and 5 percent. Their food and fluid
intake was measured daily. The other half of the animals, as controls, re-
ceived the same amount of hiscuits but instead of alcohol they were aiven a
dextrin-maltose mixture in their drinking water. When the calories contained
in the water-alcohol solution were added to the hiscuits, the over-all compo-
sition of the diet was as follows: 20 percent of total calories as protein,
14 percent as fat, 30 percent as carbhohydrate, and 36 percent cither as alco-
hol or, for the contrnis, additional carbohydrates. The animals also received
daily a multivitamin preparation, which provided more vitamins than the recom-
mended amounts (4) for the baboon.

With this technique, the animals fed alcohol developed proaressively a
fatty liver, whereas the controls remained normal (3)., The fatty liver pro-
duced resembled the human variety in all respects. Uith this level of alcohol
intake, however, no hepatitis or cirrhosis developed, even when the dietary
protein was restricted to 7 percent of total calories. In the control animals,
when the protein intake was 7 to 20 percent of total calories, the structure of
the liver remained normal, but aiter a reduction of the protein to 4 percent,
the livers showed some lipid accumulation. The effect of alcohol in the
experimental bahoons, however, was no qreater when the diet was deficient in
protein than when it was adequate,

To increase the alecohol intake further, the liquid diet which had been
developed for the rat was adapted for the baboon. Protein comprised 18, fat
21, and carbohydrate 61 perecent of the total calories in the control diets.
The alcohol-fed animals were jiven the same amount of the diet, except that
alcohol replaced carbeohydrates to the extent of 50 percent of total calories.
The daily consumption of alcohol by the baboons varied from 4.5 to 8.3 qrams
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per kilogram of hody weiaht. This is equivalent to between a pint and a quart
of 100-U.S8.~-proof whisky a day for a man of averaqge size.

All the animals maintained their weight during the study period. The 16
control animals qiven this diet showed a normal liver structure upon repeated
biopsy, while all the animals fed alcohol developed a fatty liver, and almost
helf (7 of the 16) developed more severe lesions: S5 alcoholic hepatitis, and
2 cirrhosis (12,13).

Three of the baboons in the qroup fed alcohol died after 4 years. These
deaths followed complications of alcohol withdrawal which had become necessary
after they developed upper respiratory infections resulting in anorexia--loss
of appetite. Post-mortem examination of these animals revealed no oraanic
damage except in the livers. 1In two of these animals, however, the condition
was a typical cirrhosis, identical with that seen in humans (13).

These dietary experiments, and the studies of biochemical changes that
accompany them (8), help to elucidate the important role of alcohol itself in
causing liver damage leadinq to the development of cirrhosis. The question why
not all the animals developed hepatitis or cirrhosis is prohahly answerable by
the time factor. Other recent studies (3) have shown that the development of
liver disease, and the degree of its severity, depends not only on the amount
of alcohol intake but also on the duration of the alcoholism. In gome as yet
undefined wa¥y alcohol either favors the progression of cirrhosis or interferes
with its remission; thus, patients with cirrhosis who stop drinking live sub-
stantially longer fhan those who continue in their alcoholism (10).

Scveral imporfant results emerqe from the newly revorted work on liver
cizrhosis. First,.the animal model developed by Lieber and DeCarli (9) has not
¢nly added new knowledge but opened the way to further studies that may finally
clarify the mysteries :hat have surrounded the fatal disease of alcoholic
cirrhosis These experimenters helieve tha: they have demonstrated that alco-
hol alone--though it may take something like a fifth of whisky a day for many
years-=can produce cirrhosis even when there is no dietary deficiency. This
issue is not completely resolved, however, Heavy alcohol intake, especially
in the form of strong solutions, causes severe damage in the gastrointestinal
tyact (1), including ulcers and changes in the fine structure of the mucosa
(14). 1Indeed, hleeding from stomach ulcers or from ruptured varices due to
portal hypertension secondary to cirrhosis is a major cause of death in alco-
holic persons. In the haboon experiments it was not possible to carry out
studies of absorption from the intestines (13). Thus, it remains a question
whether, although these animals were fed an adequate diet, they did indeed
absorb all the nutrients. There is no question that the new studies of effects
of alcohol on the liver have significantly advanced the knowledge about one of
the important diseases afflicting alcocholic persons. The development of an
cffective animal model has hrought the world of experimental bioloay a long
step nearer to the possihle solution of the problems of cirrhosis, including
the potential of prevention as well as better treatment.

hatever the relation of malnutrition to alcoholic cirrhosis, it is now
clear that persons without obvious siqgns of nutritional deficiency or other
disease may have alcoholic hepatitis, and are at risk of developing cirrhosis
if they continue to drink, but can fully recover if they stop drinking. The
detection of the state of alcoholic hepatitis is thus, as the studies of Rubin
and Lieber indicate, an important step in the prevention of alcoholic liver
cirrhosis. Whether inadequate diet hastens the development of cirrhosis re-~
mains to be established. Indeed, it remains to be clarified why very many
alcoholic persons develop a fatty liver, some develop clinical or subclinical
hepatitis, and a small percentage develop cirrhosis.

A relationghip of cirrhosis to cancer of the liver has heen reported from
several gources. This topic is dealt with in another section of the present

Report.
The Metabolism of Alcohol in the Liver

Ethyl alcochol is metaholized in the liver by the action of the enzyme
alcohol dehydrogenase (ADHl). This process, which converts alcohol to
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acetaldehyde, involves the remoxal of a hydroaqen atom from the free nicotin-
amide-adenine dinucleotide (NAD") present in the liver, resulting in a larger
proportion of reduced nicotinamide-adenine dinucleotide (lADIl). The decreased
ratio of NADV:NADIl is thus the fundamental change produced in the liver by the
conversion of alcohol Lo acetaldehyde. 8Since the enzyme that initiates the
metabolic breakdown of alcohol, ADH, is available chiefly in the liver (17)--
only insiqnificant amounts are found elsewhere in the oraanism--the introduc-
tion of alcohol into the organism taxes the liver particularly severely, com-
pared to any other organ.

Alcohol has commonly been thought of as a totally “"foreiaqn substance” in
.man. Therefore the normal function of ADIl in the livers of most mammalian
species-~the reason for its presence~-was unknown. Recent work has made it
clear, however, that alcohol is normally present in all mammals, and is con-
tinously produced in the intestinal tract by the action of microorganisms on
soluble sugars (18). Judging from the rate of production of alcohol in the
intestinal contents of the rat, it may be calculated that even a total
abstainer would produce enough alcohol to equal that in about a quart of "3.2
percent beer" per day. The alcohol thus produced in the qut, however, does not
reach man's brain, since ADH in the liver metaholizes almost 99 percent of it
before it might move out into tue general circulation. Only at the hicher
concentrations of alcohol introduced into the circulating blood by drinking
alcohol in beverages is the ability of ADIl to metaholize it temporally over-
whelmed. Alcohol therefore passes from the portal into the systemic circula-
tion and is thus distributed throughout the hody. It can then act upon the
other organs, including the brain, producing its well-known effects on brain
function.

while liver ADH serves as the primary means for the breakdown of alcchol,
at hiqgh alcohol doses secondary pathways for its metaholism become operative
and can augmert the liver's capacity. One such reaction involves the per-
oxidatic metaholism of alcohol to acetaldehyde throuah the action of another
enzyme, catalase, as first proposed by Keilin and Hartree (19,20). %hile
alternatives to the catalase pathway have also heen proposed (21), the validity
of these claims remains a matter of dispute amona experts (22). that may he
important, however, is that, unlike the primary ARl pathway for alcohnl metah-
olism, the secondary pathway -may he stimulated by chronic alcohol ingestion,
and can be stimulated to increase the rate at which alcohol is metaholized hy
the addition of certain selected substrates (23). These findings are of more
than academic interest, since this secondary pathway offers a potential
machanism for acceleratino the metabolism of alechole-which could conceivably
be important in treating severe alcohol intoxication. The potential toxicity
of such a procedure, however, will require careful evaluation before it could
be recommended or even tried experimentally in human subjects, especially
because of the known carcinogenic potential of the hydroaen peroxide aeneratina
agents which are required to stimulate the netabolism of alcohol by this
secondary pathway.
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4. Alcchol and Mortality

The words "alcohol and mortality" are likely to conjure up some vivid
images: the squeal of brakes and the sickening crash on the "drunk driving” TV
messages; the derelict dying in a flophouse in a bout of delirium tremeng; per-
haps the young man dropping dea? after gulping down a guatt of whisky on a bet.
All of these are dramatic ways of "dying ©Of drink," and there are many others.
But most people who die "before their time” because they drank too much do not
die in such newsworthy ways. To assess the full relation between alcohol and
mortality, we must look beyond the exemplary tales to the nuch larger number
of deaths vhich are noted primarily only by those personally affectec.

Causes of death are often indeterminate or multiple. Similarly, types and
gradations of drinking behaviors are varied and numerous. It is reasonable toO
expect different patterns of drinking behavior to be associated with different
patterns of mortality. In this discussion the main concern is to estimate the
over-all excess Or early mortality, in the general population, associated with
particular drinking behaviors and characteristics. Results from clinical and
other specially selected populations are used only to the extent that they
Tontribute knowledge and understanding about patterns in the populationr at

arqe.

The relationship between alcohol and death can be direct, as in the case
of an overdose, or indirect, as in accidents, where the alcohol has produced a
physical or mental state that puts the drinker more at risk. “he relationship
can be long-term, as in the physioiogical deterioration of the liver, or short-
term, as in homicide or suicide under the influences of alcohol. In practice,
2i£ferent kinds of relations between alcohol and death will often be super-

mposed.

1t should be noted that even when an association is found between a par-
ticular pattern of drinking and mortality it does not necessarily follow that
the drinking caused death. The asscciation may be due to some other factors
which are common to both the drinking and the deaths. From the point of view
of public policy the important issue is: would the excess mortality disappear
if alcohol were removed from the situation? With the partial exception of the
drunken-driving ‘cases, much of the data on excess mortality is based on samples
in which an elevated mortality is to be expected even in the absence of
drinking.

The guestion of a general relation between drinking and increased risk of
mortality has a long history (A7). 1In the 19th century it took the form of
whether there was a "safe level®” of drinking, which would not cause disease.
The common answer was "Anstie's limit": the equivalent of 1.5 ounces of abso~-
lute alcohol per day, i.e., three ounces of whisky, half a bottle of wine, or
four glasses of beer. This quantity was to be taken only with meals and whisky
was to be well diluted (1). This concern has more or less disappeared from
view in the present century. In the heyday of the teetotal temperance move-
ment, the issue became one of drinking versus nondrinking, and the guestion of
a safe amount became irrelevant, Later the medical concept of alcoholism, as
a specific disease defined by a loss of control over drinking, diverted atten-
tion from studying the risks of drinking by “normal” people to studying clini-
cald:amples. These two currents of thought produced characteristic forms of
studies.
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Insurance Studies: Drinking vs. Nondrinking

During the late 19th and early 20th centuries numerous studies were spon-
sored by insurance companies comparing the mortality of "total abstainers” with
that of "drinkers” (23). The problem with these early insurance studies is
that they lumped all drinkers together, thereby overlocking the posgsibility
that some patterns of drinking might be highly associated with excess mortality
and others not at all (&).

Since the end of prohibition, insurance-company studies have moved toward
a different two-class comparison: "standard” policyholders vs, "substandard”
policyholders, the latter being those whoge records include adverse information
about their drinking. Although the “substandard® group is sometimes subdivided
by drinking patterns (21,26), the total group represents a small and relatively
extreme part of the spectrum of drinking patterns. Again, the relation of
moderate drinking to mortality cannot be determined, but the studies do yield
useful information on the excess mortality associated with heavy drinking. As
can be seen in Pigure 1, mortality was uniformly greater in the groups judged
substandard because of drinking habits (ranging from 2.14 to 4.54 greater mor-
tality) than in the standard groups. The ratios are particularly high in what
Menge @1) calls "spree drinkers,” and in the younger age groups. It ghould be
noted that a high mortality ratio does not necessarily indicate a very high
actual rate of death. 1In the younger age groups death is still a relatively
rare svent.

Several factors need to be borne in mind in interpreting the relevance of
these studies to patterns in the general population. Insurance-company studies
exclude segments of the populatizn which do not seek life insurance, for ex-
ample, people with lower income. The studieg also exclude those who are re-
jected for insurance, including those whose drinking habits are considered too
extreme for them to be insurable. These populations would be expected to have
a higher mortality than the general population. Moreeover, those who are se-
‘ected as substandard for drinking habits may be substandard on other mortality-
relevant factors. On the other hand, the "standarg" population with which the
"drinking habits" cases are compared is specially selected by the insurance
company to have low mortality, that is, to be not "substandard.” For these and
other reasons, the results from insurance-company studies are likely to differ
from those in the population at large.

Clinical Samples

The conception of alcoholism as a disease has led to several studies in
recent years comparing the mortality experience of samples of.persons who have

consistent. As can be geen in Figure 2, with one exception the mortality ratios
fall within a relatively narrow range. As in the insurance gstudies, clinical
populations show higher mortality ratios in the younger compared to the older
patients. Figure 3 illustrates the finding that where women were studied, their
rates were considerably higher than those of the men. This may reflect the
tendency, commonly noted in the clinical literature, for women alcoholic
patients to show more severe symptoms than men.

Results from clinical samples are not necessarily applicable to drinker
categories in the general population. Obviously those who end up in treatment
for alcoholism have a history of heavy drinking (Z7), but, beyond this, there
is reason to believe that such persons are not a random selection of all heavy
drinkers in the general population. Recent work by Cahalan and Room )
Suggests that certain drinking patterns are less likely to be associated with
problems in general-population samples than in clinical samples; and that, in
general, the clinical population of problem drinkers--those who come into treat-
ment--ig distinguished from cther .problem drinkers by the multiplicity and long
duration of their problems. Differential clinical diagnosis by social class,
race and sex have also been noted (4,14), and the likelihood of preferential
admission on the basis of poor physical status is confirmed by Schmidt and
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Figure 1. MORTALITY RATIOS COMPARING DEATH RATES IN “SUBSTANDARD"” GROUPS
T0 DEATH RATES IN “STANDARD” GROUPS
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(b)Menge’s “spree drinkers’: sometimes intoxicated for two or three days
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Figure 2. MORTALITY RATIOS COMPARING DEATH RATES IN MALE
CLINICAL SAMPLES TO DEATH RATES IN CONTROL GROUPS
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Figure 3. MORTALITY RATIOS COMPARING DEATH RATES OF MEN AND WOMEN
IN CLINICAL SAMPLE TO DEATH RATES IN GENERAL POPULATION. ONTARIO(0)
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delint's data (31) showing an increased mortality upon initial entry to the
patient population. Thus these individuals have not only drinking problams
but serious physical problems that may precipitate their appearance at hos-
pitals and clinics: their mortality rates, therefore, cannot be assumed to
apply to all problem drinkers.

Berkson (3) pointed out that the ratio of multiple to single diagnoses in
a hospital population is greater than that in the general population. It is
likely, therefore, that clinical samples of alcoholic persons also have a
greater probability of other diseases, and hence a greater risk of mortality.
 Additional selective factors which raise their mortality ratios are decreased
recovery rates (19), higher readmission rates (12), and noncooperativeness as
patients (4). Excess mortality associated with drinking problems, then, is
likely to be considerably exaggerated in clinical samples because they are
sicker not only than the general populations but also than those with equiva-
lent drinking behavior who have not been hogpitalized.

These Special characteristics of clinical samples are to some extent miti-
gated in two of the studies shown in Figure 2. Pell and D'Alonzo (23) compared
employees of a large corporation who were identified as alcoholic persons to
other employees, thus combining some of the features of the insurance studies
with those of a clinical study, in that all the employees were presumably
selected for good health when hired. Dahlgren's study (9) included individuals
reported for drinking problems to a Swedish Temperance Board, whether or not
they had been institutionalized, and thus more nearly resembles a general popu-
lation study. It is noteworthy that both Dahlgren's and Pearl's mortality ra-

tios tend to be iower than those in samples drawn from alcoholism clinics.

The problems in extrapolating from the studies discussed so far to the
population at large arise from the biased selection of the studied samples, and
from the limitation of analysis to a single extreme class of drinking behavior.
The ideal would be to study a community or other general population. Even
short of this ideal, these crucial problems car to some extent be avoided. In
this respect, Pearl's 1926 study (24) has never been transcended, although it
has some defects of nonrepresentativeness and of reporting errors (11).

Pearl's classic study used broad clinical and court samples not limited to
those identified as alcoholic persons. Pearl divided his drinkers into four
main classes:

Moderate Occasional: persons who drink any form of alcohol (beer,
wine, or Spirits) put only in small amounts at any one time, never
enough to become intoxicated, and less frequent than daily.
Moderate Steady: same as for Moderate Occasional except drinks
daily.

Heavy Occasional: persons who get drunk occasionally, with interven-
ing periods of either abstinence or moderate drinking.
Heavy Steady: persons who get drunk regularly and frequently.

This classification tgus included both drinking frequency and drinking quantity
dimensions. His results remain thought-provoking.

In general, Moderate drinkers had lower mortality rates than Abstainers--
a result which provoked considerable controversy at the time. Among men,
Moderate Steady drinkers also have lower mortality rates than Heavy Occasional
drinkers. Although these two groups might well have the same over-all intake
of alcohol in drinks per year, Heavy Occasional drinkers, who bunch up their
drinks, tend to have a higher rate of mortality. Thus, among men of all ages
the Moderate Steady drinkers appeared to have the most favorable mortality rate
among all drinking categories. In the older age groups, the heavier drinkers
come to have the lower mortality rates, a result which appears also in Dahl-
gren's and in Schmidt and deLint's studies (9,31). To some extent, heavy
drinking may act as a selective device, so that early mortality of those of
weaker constitution results in hardier survivors at advanced ages. lowever, it
is also possible that heavier drinking at older ages is essentially an indicator
of good health: those not in good health will have cut down their drinking
prior to the initiation of the study.




110 o N AlLABLE

gest C0

Studies of the General Population

In recent years, a number of community health and mortality studies have
started to yield data on the association of drinking patterns with over-all
mortality in general populations, not specially selected either for health or
for illness. These studies, such as those by lielgason (17), Tibblin (38),
Shurtleff (35), Belloc (2) and Room and Day (31), have in general found associ-
ations between heavier drinking and mortality. Results from two of these
studies are shown in Figures 4 and 5.

The study by Shurtleff (33) in Framingham, Massachusetts, measured drink-
ing in terms of over-all volume of drinking per month, which tends to equate
infrequent heavy and frequent light patterns of drinking. In this study, at
all ages and for both sexes, the data tend to show an excess mortality in both
abstainers and high-volume drinkers. The high~-volume drinkers show the high-
est excess mortality at younger ages, while the abstainers show the highest
at older ages.

The study by Belloc (2) conducted in Alameda County, California, measured
drinking in terms of the amount usually drunk per occasion of the type of
beverage (beer, wine or spirits) usually drunk in the largest amount. The top
category on this measure, then, includes those who usually drink 5 or more
drinke of any beverage, whether they drink frequently or only on an inter-
mittent basis, but only if they do not also drink that beverage more fre-
quently at lesser amounts. The results from this study are less clear than
those from Framingham. lHeavier drinkers show a higher mortality among younger
men, but for other sex and age groups the results vary without a clear pattern
emerging, other than a slight tendency for light drinkers to show the lowest
mortality on an aqge-adjusted basis.

Over-all, these two comnunity studies show lower mortality ratios than
were found in the insurance and clinical studies for heavy drinking versus
other patterns. Reasons for higher ratios in insurance and clinical studies
than might be expected in the general population have already been explored.
However, there are some additional reasons why the Framingham and Alameda
studies, in particular, might be expected to show lower ratios than would re-
sult from other methods of measurement. leither study uses a measure of amount
of drinking which isolates a pure group of relatively heavy drinkers. The top
category in the Framingham data, as reproduced here, consists of those drinking
approximately two drinks a day or more, which could include some frequent light
drinkers. The top category in the Alameda data is fairly arbitrary, since it
will include some infrequent drinkers but leave out many heavy drinkers who
also often drink lightly. Furthermore, both studies, as has been usual in
surveys of drinking practices, asked only about current patterns of drinking.
It is possible that the generally higher mortalities of abstainers than of
moderate drirkers are due in part to those who are now abstaining because of
health problems, including those whose health had been damaged by drinking.
Controlling for health status or asking for a history of drinking patterns
might thus have given higher mortality ratios in the drinking population, and
@specially in the ex-~drinkers.

Despite recent reports on alcohol-related mortality in general popula-
tions, the nature and strength of the relationship remains unresolved. Some
preliminary findings from a study by Room and Day (31) are presented below.
Since this study is specifically aimed at drinking behavior and problems, the
relation between drinking patterns and increased mortality can be explored in
much greater detail than in previous studies,

The analysis by Room and Day is based on four separate samples of the
general population: two samples of adults in San Francisco, and two nation-
wide samples of adults. One of the San Francisco samples and one of the
nationwide samples are limited to men aged 21-59. The pooled data are of
course not representative of any particular U.S. population but can be describ-
ed as reflecting patterns in the general U.S. population, with an overrepre-~
sentation of urban and younger men. 1t should be kept in mind that the
samples exclude those not living in households and those who refused or were
not found for interviewing, and that self-reports of drinking tend to under-
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Figure 3. MORTALITY RATES BY DRINKING BEHAVIOR,
SEX AND AGE. FRAMINGHAM, MASS.(a,b)
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Figure 5. MORTALITY RATES BY DRINKING BEHAVIOR, SEX, AND AGE.(a.b)
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report the recorded total U.S. consumption (28). The samples have been
followed for varying lengths of time, ranging from 4 to ll years, and the rates
are therefore expressed in weighted person-years of experience. Since lost
ceases and those not traced for the whole period are treated as alive, the total
mortality reported in this analysis is somewhat underestimated.

Figures 6-9 show the mortality rate of men and women at different ages in
relation to four measurcs of drinking practices and problems. In terms of
over-all frequency of drinking (Figure 6), the lowest mortality in each sex and
age group is at an intermediate drinking level. Under age 60, the highest
death rates occur at the highest frequency of drinking; above age 60, the high-
est death rates are among abstainers. As in previous studies, there is a
consistent tendency for those who are currently abstainers to show a higher
mortality than those who are currently moderate drinkers.

Figure 7 shows mortality rates by Frequent lHleavy Drinking, a measure of
the frequency with which the respondent drinks 5 or more drinks on an occasion.
Apong women over age 50 and men over 60, such relatively heavy drinking is so
rare that mortality cannot be computed. Among those under 50, increased
mortaltiy appears to be specific to those drinking 5 or more drinks 4 or more
times a week, while among men in their 50s, those drinking such amounts 1 to
3 times a week seem to show some elevation of mortality.

Figures 8 and 9 show sex and age-specific mortality according to over-all
measures of problems with drinking, one for problems during the “current"
period (the last 1 to 3 years) and one for problems "ever" experienced (any
time in the respondent's lifetime, including the current period). These over-
all acores include measures of the severity of social and health problems
associated with drinking, feelings of dependence on drinking, and behaviors
indicating heavy and symptomatic drinking.

These results show some consistent tendencies with different measures of
drinking practices and problems. The highest mortality ratios among heavy
compared with light drinkers occur in the youngest c¢ohort, although the abso-
lute rates of death are much lower at younger than at older ages irrespective
of amount of drinking.

As in previous studies, current abstainers have a generally higher mor-
tality than light drinkers. Since the present series of studies included a
question on the respondent's over-all estimate of his health, it is possible
to test the extent to which this relationship seems to be due to abstinence
because of perceived bad health.

Table 1 ghows the mortality in men not in poor health; that is, in those
who replied "excellent" or "good” or "fair" when asked about their over-all
health. A report of poor health is indeed asgociated with subsequent mor-
tality: among men under 60 in peor health, the mortality rate was 128, while
among the remainder it was 1%. It can be seen that.the mortality of the most
frequent drinkers (at least twice a day) is the highest, 2.7%, But the more
moderaste drinkers (less than once a week to daily) have mortalities ranging
from 0.7% to 1.3%, while the mortality of abstainers is higher, 2.08%. It turns
out that the removal of thuge in poor health from the other comparisons does
not substantially affect the relative mortalities. Thus, even when the com-
parison is limited tp theose in good health, gbstainexs show a higher mortality
than moderate drinkers. Furthermore, whén the interrelationships of the
measures of drinking among men under 60 not in poor health are cross-tabulated,
the relation of higher mortality to frequency of drinking is guite specific to
those who are frequent heavy drinkers. Likewise, higher mortality among those
with an "Ever" Over-all Drinking Problems score is specific to those who show
at least a medium score on Current Qver-All Drinking Problems. It appears,
thus, that those in the general population who had some problem associated
with drinking in the past but have few or no curtent pyoblems do not show an
excess mortality. . o ‘ :

The data on mortality in the copbined San Franeifgo and National samples
thus congistently show excess mortality among thogp ‘in the most extreme cate-
gories of freguent heavy drinking gnd qf'cu;rep;;dtinking problems. These
results are more reliable for‘men, since favw wpnet gqlx. nto thege heavy drink-
ing and problems categories. Lven-among men uwndsr 60, only 38 report frequent

Q
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TABLE 1

MORTALITY FOR DIFFERENT MEASURES OF DRINKING BEHAVIOR IN
MEN UNDER AGE GO NOT IN POOR HEALTH

Over-All Frequency of Drinking Percent Mortality

At ieast twice a day 2.7
Daily or nearly daily 1.3
1.4 times a week 11
Less than once a week 7
Abstainers 20

Average 1.2

Frequency ot Heavy Drinking (Drinking 5+ drinks in a day)

At least 4 times a week 45
1-3 times a week 9
All other 10

Average 1.2

Current Over-All Problems Score

High 19
Medium 1.8
tow 8
None 8

Average 11
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Figure 6. MORTALITY RELATED TO OVERALL FREQUENCY
OF DRINKING, AGE AND SEX
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Figure 7. MORTALITY RELATED TO FREQUENT HEAVY DRINKING,

AGE AND SEX
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Figure 8. MORTALITY RELATED TO CURRENT OVER-ALL PROBLEMS
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Figure 9. MORTALITY RELATED TO LIFETIME OVER-ALL PROBLEMS
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heavy drinking and 7% high current over-all problems, so the mortality rates
are based on relatively few deaths. Since the excess mortality is specific to
the top category an Frequent Heavy Drinking and the Current Over-All Drinking
Problems score, it is also possible that within that category the excess mor=-
tality is confined to those with patterns substantially above the minimum
criteria for inclusion in the category.

The analysis thus far has not taken into account the possible confounding
of the relation of alcohol to mortality with the relation of alcohol to other
factors of status and life style which in turn are related to mortality. For
instance, in other studies it has been shown that drinking problems are asso-
ciated with low social status and with a tense and depressed mental state, and
that heavy drinking is associated with heavy smoking. It is to be expected
that each of these factors will be associated with an increased mortality.
Thus there might be a large overlap in the "explanations" of early death
afforded by the various factors. A series of regression analyses on men aged
21-59 showed that to a limited extent amount of smoking and amount of drinking
overlapped in their prediction of early mortality. In the present studies
amount of drinking was more predictive of mortality than smoking was.

Specific Causes of Death

The bulk of studies cn the specific causes of alcohol-related deaths has
been concerned with various kinds of violent deaths. A large number of sui-
cides are alcoholic persons (18,20,30), and a number of suicides are committed
under the influence c¢f alcohol (37). Comparable statements can be made about
other forms of violent death, including home accidents (24), motor vehicle
accidents (5,32), accidents in general (6) and homicide (39).

Much attention has been paid to motor vehicle accidents, and sophisticated
research designs have been developed to study the interrelationship of alcohol,
automobiles, and fatalities. 2ylman (40) has quoted data from the Grand Rapids
study indicating that 36% of all adult pedestrians and 44% of all drivers
killed have blood alcohol concentrations of 0.10% or more. Those who exhibit
8igne of heavy drinking are more likely to be involved in motor vehicle acci-
dents than social drinkers (38).

These studies raise in a particularly acute form the problem of assessing
the relationship between alcohcl and mortality--the extent to which alcohol is
actually responsible for the death. The true extent of excess mortality
attributable to alcohol will only be known wh2n mortality is measurea in
gsituations that are identical except for the presence or absence of alcochol.

Many of the earlier-mentioned insurance and clinical studies of general
mortality also show mortality ratios by specific causes. Table 2 shows these
ratios. for those causes with a high ratio in at least one study of a heavy-
drinking or alicoholic aroup. It can be seen that the ratios vary quite widely
from study to study, and in some cases there is disagreement on whether the
mortality is higher than in the control population. The over-all U.S. mor-
tality rate from many of the causes is also shown in the table, to give some
impression of the relative importance of the causes of death. A cause which
shows a high mortality ratio may be rare enough to be a small rigk even to the
heavy drinker, while a mortality ratio only Slightly greater than 1 may indi-
cate a substantially increased risk to the heavy drinker for a very common
cause of death. Thus, in spite of the relatively high mortality ratio for oral
and upper respiratory cancer, the male heavy drinker--like anyone else--appears
to have less to fear from that cause than from heart disease.

- aSummary

The results from the combined National and San Francisco general-popula-
tion samples suggest a substantial excess in early mortality among frequent
heavy drinkers and ameng those with a high current drinking~related problems
score (31). However, the excess drinking-related mortality is mostly limited
to these relatively extreme groups, who comprise only 2 or 3 percent of the
total adult nopulation. Ior unexplained reasons, abstainers alsr seem to have

Q
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TABLE 2

MORTALITY RATIOS COMPARING DEATHS AMONG HEAVY DRINKERS
4 TO DEATHS AMONG CONTROL GROUPS BY SPECIFIC CAUSES (a)

Catit. Div ot 8 Schrmdt U.S 1980
cf Alcoho!  D’Alonzo Sundby  Dshgren & delint Daves Menge| Over-Al Mortalny
Rehsd. () 25 134) 19 {31 1o 121) | Reteper 100,000
Men  Women
Acordents 24 282 282 1240 sopid 103 513
Suicide 798 362 % 209 267 1.30 106
Acctudents & Homicde amn .28 100 §8.0
Drsannes of digsstive syatem .1 (X
Cierhosn 70 288 1249 4.5 1.3
Diseses of digesive ’
SYELOM Mg Citrthots 1.54 0.60 008
Utoer 388 see [ X ]
Malignancies 390 3 232 oss
Orgd ond uOPRr tOsDVEIONY 11.08 2.7 160 *?
Astenowcieoronc snd deganerative
oert dissese 2.00 L% 410 20 1.33 020
Cordiovasculsr dusesn 088 220 1.88 1.04 1.14 243 .3
Tubercuious M 08s 0.58 5.6
Oisbeten 322 16.7
Civonie sicohoism 1.3 1.2

{8} The aittaran methods of calCUIITNG MOrtality (o108 are describEt 11 the originsl sources.
®) Motor velucte sccidenes onty,
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& higher early mortality than moderate drinkers. These results, in broad
terms, are in concord with results from other general-population studies.

A preliminary analysis of the interaction of various habits and statuses
associated with increased mortality suggests that the relation between heavy
drinking and mortality is, if anything, stronger when other factors (age,
healtl., smoking, tension, social status) are allowed for. Bui the prediction
of mortality from amount of drinking remains less strong than in alcocholic
populations seen in clinics and hoaspitals, suggesting the need for caution in
extrapolating findings from the clinical populations to the alcoholic popula=-
tion at large.

All-in-all, the data on general mortality suggest that for amount of
drinking, apparently unlike amount of smoking, there may be some kind of
threshold below which mortality is little affected. In the absence of further
evidence, in fact, the classical "Anstie's limit" seems still to reflect the

safe amouni of drinking which does not substantially increase the risk of early
death.
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(1)

(2)
(3)
(4)

(5)

(6)
(7)
(8)

(9)
(10}
(11)
(12)

(13)

(14)

(15)
(16)
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(29)

(20)
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5. Alcohol and the Central llervous Svstem

Of all the many physiolonical, metaholic and pharmacoloaical effects of
alcohol that have heen ohserved, the commonest and yet most important is that
alcohol causes intoxication. Incredible as it may seem, however, there is no
generally accepted explanation of how alcohol induces intoxication. It has
been commonly assumed that alcohol exerts its fundamental effect upon the brain
by interactina in some as yet undefined way with the nerve cell membrane. In
this reqard the theory of the conduction of nerve impulses proposed by Hodakin
and Huxley (6) stands for the time heina as the central premise on which any
explanation of the effects of alcohol on the brain can be based. The nerve
cell membrane is pictured as an ion pump, moving sodium ions outside and po-
tassium ions inside until a sudden increase in sodium permeanbility produces
the change in transmembrane voltage which is the nerve impulse, and this theory
is as fundamental to the understandinag of alcohol effect on the brain as was
the work of Theorell (17) in formina the hasis for our much clearer picture of
the effects of alcohol on the liver. The assumption that alcohol, like many
other lipid-soluble anesthetics, interacts perhaps in a nonspecific manner to
impair function, forms the underlyina premise of most theories of the actions
of alcohol upon brain during the present century (10,13).

It is of course possible that alcchol could impair cerebral function by
interfering with some intracellular metabolic process within the cell, or by
impairina the transmission of a nerve impulse from one nerve cell to another,
a process involving the release of chemical substances such as acetylcholine
or norepinephrine into a specialized area hetween nerve cells called a svnaptic
cleft (5). But at present, no definitive answer as to the mechanism whereby
ethanol induces drunkenness or sleep can he qiven with certainity.

It seems obvious that without a firm understanding of the mechanism
responsible for alcohol intoxication, theories attempting to explain alcohol
addiction or withdrawal stand on even less certain around . This ignorance
calls for a major research effort in this fundamental area. It should be
noted, however, that while pourina money into a prohlem will undoubtedly pro-
duce a great deal cf scientific work, publications, and even new information,
it will not inevitibly lead to a fundamental understanding, particularly when,
as in the present ~ase, methodoloadical inadequacies inhibit rapid proaress.
The only existing nrethodoloaies available now to examine this question are
those of biochemistry and neurophysiolony. Biochemistry is limited by its
slowness in relatio: to the events of nerve conduction, and by its inability
to deal practically with the anatomic complexity of brain. Neurophysiology is
limited by its inability to provide a comprehensive explanation of the events
which can be so elegantly cbserved both in time and space. It seems likely
that a sustained approach, concentrating on the development of new methodol-
ogies, or the modification of existing ones to fit the present problem, could
lead to a fundamental understandina of the mechanism of alcohol intoxication
in a reasonable time. The achievement of this goal would be of central impor-
tance to the understanding of the actions of alcohol, to the treatment of
alcoholic patients, and perhaps to the prevention of alcoholism.

A numher of recent reviews have summarized the results of numerous studies
of the effects of alcohol on brain or nerve (7,19). The widely accepted facts
may bhe summarized as follows:
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Effects on Brain Metabolism QNS

The effects of alcohol on the brain are those shared by most other anes-
thetic agents. Thus alcohol at high doses induces up to a 30 percent decrease
in brain oxygen consumption (2,12), while at the same time reducina alucose
utilization (14). There is no apparent change in the efficiency of mito-
chondrial oxidative phosphorylation, in that the P/0 ratio of brain mito-
chondria in vitro remain unchanged in the presence of hiqh doses of alcchol
(3,20). In the face of only small changes in the brain content of creatine-
phosphate, ATP, ADP and inorqganic phosphate (18), it secems likely that intox-
icating doses of alcohol reduce the enerqy requirements of the brain, but do
not interfere significantly with its energy producing systems. Alcohol does
appear to change the brain content of certain intermediary metabolites, notably
glucose, glocuse-6-phosphate, and citrate, but the siqnificance of these °
chanqes is not clear.

Lffects on Nerve Cell Transmission

The effects of alcohol on the magnitude of the voltage chanae during nerve
cell conduction are contradictory, but most reporcs conclude that alcohol -
decreases the action potential by directly interferinqg with the chances in ion
conductance (11). Several reports also indicate that alcohol can decrease the
resting nerve cell potential (9).

CLffect on Synaptic Function

Due to the structural complexity and small size of the synaptic reaion in
nerves, no consensus exists as to the action of alcohol on synaptic functions.
There is, however, a large literature on the effects of alcohol on brain con-
tents of one or another neurotransmitter such as norepinephrine, serotonin,
acetylcholine and gamma-aminobutyric acid (7). Unfortunately, this extensive
literature leads to no firm evidence supporting the conclusion that the
various changes measured in one or another neurotransmitter are in any way
related to the fundamental action of alcohol upon the brain. This unhappy
state results largely from the fact that it has so far not been possible to
study neurotransmitters within the synaptic cleft where they are functionally
active. Recent hypotheses attempting to implicate condensation products of
acetaldelyde, a metaholic product of alcohol, with one or another neurotrans-
mitter or its metabolites (4) are entirely speculative and so far without
sound experimental or theoretical basis.

Alcohol and the Biochemistry of !lembrane-Bound Processes

It has been known for some time that ethyl alcohol and higher alcohols
can inhibit the active transport of potassium ions, including brain cells ( ).
This transport, which forms the basis of nerve cell transmission, is thought
to be the result of the enzyme called sodium-potassium adenosine trisphospatase
(. ). A number of technical difficulties remain to be overcome in the mea-
surement and handling of this enzyme, but there are sufficient data now in
hand to indicate that it may account for several of the known effects of alco-
hol on brain. Unfortunately the theoretical basis for understanding the con-
trol of membrane-hound enzymes~catalyzed chemical process is only in its
infancy and will require simultaneous development for a reasonably complete
understanding of the effects of alcohol on brain. It will only be with a
sound fundamental understanding of the basic problem of how alcohol interacts
with the brain that progress can be expected and central phenomena sorted out
from the numerous epiphenomena which result from any change in a balanced
living system. The evidence to date certainly demands further work on this
system and time will tell whether sodium-potassium adenosine triphosphatase
will provide the fundamental key to understanding alcohol effects on the brain
in the way that an understanding of alcohol dehydrogenase has done for its
effect on the liver.
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Chapter VI
ALCOHOL AND HIGHWAY SAFETY

Viewed broadly, a "highway accident" is an unexpected and unwanted event.
liowever, research has revealed certain recurring patterns and common factors in
crashes which indicate that they are not simply random happenings. Alcohol is
one factor which has been found frequently related to crashes. The high eco-
nomic cost of this association is discussed in Chapter I1I of this Report.

The contribution of alcohol misuse to highway crashes has been inferred
from two different types of data: epidemiological and experimental. On the
one side, alcohol has been implicated in fatal and serious-injury crashes--
after the fact--by epidemioclogical studies (16 ,22,23.,38.4 ,33.3 ,19.,

36.45). In fact, there is evidence that the probability of being responsible
for a fatal crash increases sharply as blood alcohol concentrations increase
above those achieved by heavy social drinking ( 4,19 ,23,33). On the other
side, how alcchol affects driving and driving-related behavior have been sys-
tematically studied in experiments with subjects performing contrived psycho-
physical, sensorimotor, and automobile driving tasks in laboratories and on
closed courses or driving ranges (2, 8,17 ,24 ,32). However, no controlled
study has yet been conducted to obtain systematic data on the actual influence
of alcohol upon real-world driving behavior in its natural environment. Frdm
these epidemiological and experimental studies, it has been inferred that alco-
hol degrades a driver's capabilities--and, consequently, his actual driving

per formance--so that the probability of his being involved in a crash is
increased. Because of its more direct relation to crashes, the epidemiological
data will be discussed here in some detail.

Evidence of Alcohol Involvement in Highway Crashes

The primary source of epidemiological evidence is the amount of alcohol
actually found in the body, referred to as the blood alcohol concentration
(BAC). But neither the presence of alcohol in the body nor the magnitude of
the BAC can be taken alone as conclusive evidence that alcohol caused or even
contributed to an accident. Rather, special methods of sampling and collecting
data have had to be developed to determine the role of alcohol. The main
method is the "case-control” study.

To investigate the contribution of alcohol (or any other factor) to
crashes, requires determining the extent to which drivers with alcohol are
representative of drivers with similar alcohol exposure but not involved in the
crashes. Thus, it is necessary to compare the distribution of BACs of drivers
involved in crashes to those of “control" or “comparison" drivers randomly
selected while driving past the same place as the crashes at equivalent times.
Such sets of data make it possible to determine the similarities and Adif-
ferences between the two groups of drivers in terms of the proportions of each
group with no alcohol and with different levels of BAC.

Before considering these questions it is useful to note that several
ranges of BAC are usually distinguished in American conceptions and laws - dif-
fering, however, among jurisdictions. A BAC up to 0.05 percent (50 milligrams
of alcohol per 100 millileters of klood) is usually considered safe:; the person
is presumed to be unimpaired in his ability to drive. This BAC might be
achieved by an average-sized man with two average drinks. Between 0.05 and
0.10 percent (50 to 100 mg of alcohol per 100 ml of blood) no presumption of
impairment is made but the BAC may be presented in evidence in connection with
other behavior of the driver to support a charge of being under the influence
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of alcohol. {In some Furopean jurisdictions, egpecially in Scandinavian
countries, a BAC of 0.05 percent is considered legal evirience of impairment.)
in some American jurisdictions a BAC of 0.08 percent is lcually defined as
evidence cf ampairment. In others, a BAC of 0.10 percent is the legal standard
of impaired driving or intoxication. 1In nearly all jurisdictions a BAC of 0.15
percent (150 my of alcolol per 100 ml of blood) or higher 1s regyarded as prima
facie evidence of intouxication.

Despite differences in many methodological details, the general findings
from a number of different studies are generally compellingly consistent:
drivers with high BACs a.e grossly over-represented in fatal and serious injury
Ccrashes in comparison with sarples of uninvolved drivers. Furthermore, these
findings were obtained in studies which range across the najor types of driving
experience in the United States, namely, in metropolitan areas in the Manhattan
study (23), in urhanized areas in the Grand Rapids study (4 ), and in rural
areas in the Vermont study (28). Similar findings have also been reported more
recently from those Departrent of Transportation Alcohol Safety Action Projects
which were designed to gather relevant data (47) as well as from the case-
control studies conducted in other countries and reported by Stroh (36 ,37).

Alconnol and the Driving Population

Estimates of the BAC distribution in the driving population come from both
roadside research surveys: case-control and non~-case-control. The estimates
obtained from the case-control studies, i.e., the Toronto, Manhattan, Grand
Rapids, and Vermont surveys, (36,23,4 ,28) are deliberately biased in favor of
drivers not involved in crashes, with presumably the same exposure as the
drivers who crashed at the sites and times which were used to determine the
survey points. The non-case~-control studies involve survey points which do not
necessarily correspond to previous crashes, but rather are selected for other
reasons, such as an attempt to describe the driving population in a particularx
area on the basis of a 24-hour saturation sampling procedure (7 ), or simply to
describe the nighttime driving population (10).

It is noteworthy that for general descriptive purposes, the results from
both types of studies are essentially the same: a relatively small proportion
of the driving population is found with presumptively impairing BACs, that is,
in excess of 0.10 percent. To the extent that we can generalize from these
various studies in order to characterize alcohol and the driving population
(as in Figure 1), we can expect that at any given time, between 80 and 90 per-
cent of drivers have no alcohcl, 5 to 10 percent have low BACs (0.01 to 0.049
percent), 3 to 10 percent have medium BACs (0.05 to 0.099 percent), 0.5 to 3
percent have high BACs (0.10 to 0.149 percent) and that up to 1 percent have
extremely high BACs (0.15 percent).

Alcohol and Non-Fatal Crashes

Despite probable under-reporting due to selective sampling and to legal
and logistical problems, it seems safe to estimate that impaired drivers
(0.10 percent or higher) are involved in 5 to 10 percent of the run-of-the-mill
crashes, and between 10 to 35 percent of the serious injury crashes (30, 4,36,
16 28, 6). Furthermore, injury to the driver is more likely after drinking,
and both the probability and the severity of injury appear to increase as the
amount of alcohol rises. The likelihood ¢of being responsible for the crash is
also greater i1f the driver has been drinking. Also, higher BACs are associiated
with higher proportions of drivers responsible for the crashes.

Alcohol and Fatal Crashes

Mote complete data are available ahnut fatal crashes than about other
types. In general, about 45 percent (rarging from 40 to 5% percent) of all
fatally injured drivers have BACs of 0.10 percent and a surprisingly large pro-
portion of these drivers excced the highest BACs found in the population-at-
risk (13.,25.23,26 .33 42). However, in order to obtain a more accurate
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Figure 1. DISTRIBUTION OF BLOOD ALCOHOL CONCENTRATION FROM
THE CASE-CONTROL STUDIES IN CRASHES AND FROM NON-CASE-CONTROL
STUDIES OF THE NOCTURNAL DRIVING POPULATION
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portrayal of the cuntribution of alcohol to fatal crashes, it is useful to
distinguish between multiple- and single~-vehicle crashes and, more importantly,
to determine whether or not the fatally injured driver was responsible for the
crash. .

when drivers fatally injured in multiple-vehicle crashes are considered as
a separate subgroup (regardless of estimated responsibility for the crashes),
approximately one-third (ranging from about one-quarter to one-half) hLave BACs
of 0,10 percent or higher (13,27,23,33.,42).

When drivers fatally injured in single-vehicle crashes are examined as a
subgroup, between 55 and €5 percent have BACs of 0.10 percent of higher (13,27,
23,33.,42). Since single-vehicle and multiple-vehicle crashes occur with approx-
irately equal frequency (each represents about 40 percent of all fatal crashes,
and pedestrian fatalities account for the remaining 20 percent), it is clear
that a disproportionately large part of the high-BAC driver fatality problem is
contributed by the drivers in single-vehicle crashes, an overrepresentation
which becomes even greater when the dimension of responsibility is considered.

A useful system for assigning crash responsibility for research purposes
was firgt reported by McCarroll and Haddon (23) and has been utilized in a
number of studies since that time. In this system, a driver-vehicle combina-
tion is assumed to be responsible if: (1) it is the only vehicle involved
(excluding collisions with pedestrians), (2) it has struck a non-moving veh-
icle, or (3) if it played an unambiguously major role in initiating the crash.
If two vehicles were involved and both contributed substantially to the event,
"responsibility” is treated as being unknown, contrary to the common practice
among enforcement agencies. 2ylman (46 ), based on a composite of studies by
Neilson 7! and by Perrine et al. (33), has determined that about 43 percent
of drivers designated as "responsible“ had legally impairing BACs of 0.10
percent or higher, whercas only 10 percent of those designated as "not respe:n-
sible" had BACs in this high range. Thus, if we were to construct a composite
of all assumedly responsible driver fatalities in non-pedestrian crashes (i.e.,
all drivers from single-vehicle crashes, as well as from about two-thirds of
the multiple-vehicle crashes according to the McCarroll-Haddon classification
system), we would find that about 50 percent were legally impaired with BACs of
0.10 percent of highe:.
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Alcohol and DWI Drivers

Motorists who have been convicted of driving while intoxicated compr.ise a
group of rather mixed composition in terms of the reasons they initially drew
the attention of the police. The three major reasons are: deviant driving,
involvement in a crash which is investigated by the police, and a complaint
registered by some citizen. The general finding from all these studies is
quite clear: the vast majority of drivers arrested for DWI usually have BAC®
in the extremely high range (0.15 percent of higher) and therefore can be pre-
sumed to have been very "drunk”. A composite of the BAC distributions from
these studies is presented in Figure 2, which is similar to distributions
reported in several other countries such as Australia, Canada, England,
Germany, the Netherlands, Sweden, and France. The average (median) BAC for the
arrested DWIs in the four American studies is above 0.20 percent (20, 35, 33, 43)

A 180-pound man would have to consume 10 drinks within an hour on an
empty stomach in order to reach the average BAC of these DWIS. Regarding the
other end of the distribution, an extremely small proportion of arrested DWIs
are found with BACs less than the minimum amount for legal impairment (0.10 per-
cent), and a relatively small proportion (4 to 18 percent) are round with BACs
in the lower range for legal impariment (0.10-0.149 percent). Hyman (20) has
determined that two-thirds of the DWI drivers were found with BACs between
0.185 and 0.280 percent. Thus, it is quite clear that the vast majority of
drivers arrested for this particular violation are being appropriately labeled
as “driving while intoxicated" or "driving under the influence". It is also
clear from the sheer magnitude of the majority of BACs among this group that a
large proportion of DWIs must surely qualify as being labeled "problem
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Figure 2. DISTRIBUTION OF BLOOD ALCOHOL CONCENTRATION IN,
CLEAR-RECORD CONTROL DRIVERS AND IN THOSE CONVICTED
OF DRIVING WHILE INTOXICATED
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drinkers" or “"alcoholic persons". This statement is supported by the facts
indicating a history of heavy drinking: (1) DWIs convicted in the lower half
of the impairing range {(from 0.10-0.199 percent) tend to ke younger, on the
average, than those in the upper half (0.20 percent or higher), and (2) that
repeat DWI offenders tend to have significantly higher mean BACs (0.22 percent)
than first offender DWIs (0.19 percent) (43).

Alcohol and Pedestrian Fatalities

The general finding is that about one-third (ranging from 28 to 43 percent)
of fatally injured adult pedestrians have BACs of 100 mg/100 ml or higher (13.
15,27,33,42). There is a striking similarity between the BAC distributions for
adults pedestrian fatalities and for drivers fatally injured in multiple-vehicle
crashes. In fact, one investigator has recently attempted to evaluate the
relationship between BAC and crash "responsibility” in collisions between
vehicles and pedestrians by attempting to assign "responsibility” in a manner
conceptually analogous to the scheme developed by McCarroll ané Haddon (41).
He found that adult pedestrians with BACs of 0.10 percent or higher were usually
responsible for initiating the crashes. Waller (41) concluded that “when the
pedestrian nh~s alcohol in his system, it is the driver of the striking vehicle
who is innocent rather than the pedestrian.”

Figure 3 summarizes one of the most salient aspects concerning the distri-
bution of BAC in the various segments of the driving population (including
adult pedestrians). The average proportion of individuals in each group who
were legally impaired (0.10 percent of higher) is indicated in Figure 3, in
addition to the range of proportion reported in available studies.

Crash Probability and Blood Alcohol Concentration

The relative probability of being involved in a crash can be inferred by
comparing the BAC distribution of the population-at-risk (as indicated by the
sample of "control" drivers obtained at corresponding times and places of
crashes) with the BAC distribution of the drivers actually involved in these
crashes for which the control drivers were sampled.

Hurst (18,19, ) in his extensive review of five relevant studies
(Evanston, Toronto, Manhattan, Grand Rapids, and Vermont) has calculated the
relative probability of crashing with no alcohol (0 percent) equal to 1.0.

The resulting relative hazard functions are shown in Figure 4 (adapted from
Hurst (18,19), Figure 1). Hurst (18,19) has offered several tentative infer-
ences derived from the data: (l) relative hazard or probability of crash
involvement is steeper for the more urbanized populations, and (2, the inci-
dence of more serious crashes has a greater acceleration than run-of-the-mill
crashes, as shown by the right-hand portions of the curves in Figure 4, begin-
ning in the region indicated by a BAC of 0.08 percent.

A more crucial issue concerns responsibility for initiating a fatal crash
as a function of alcohol. By using the McCarroll-Haddon system discussed
above with regard to alcohol and fatal crashes, the relative probability of
being presumptively responsible for a fatal crash can be estimated for subsets
of the fatally injured drivers in the two case/control studies which obtained
relevant data for this purpose (the Manhattan and Vermont studies). BRecause
of the larger sample size, the Vermont data are used in Figure 5 which shows
the relative probability of being responsible for initiating a fatal crash
(using the McCarroll-Haddon system) as a function of BAC (adapted from Perrine
et al. (33), Figure 6-9). With reference to Figure 5, it can be seen that at
low BACs (less than 0.05 percent), the probability of being responsible for a
fatal crash is essentially the same among fatally injured drivers as it is
among the control drivers exposed to similar circumstances of time and place,
but not involved in a crash. However, at BACs between 0.0% and 0.10 percent,
the relative probability of fatal crash responsibility begins to increase
appreciably, such that at a BAC of 0.10 percent, a driver would be 7 times more
likely to be responsible for having a fatal crash than he wculd with no alcohol.
The relative hazard curve rises very sharply above this lower limit for a DWI
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Figure 3. PERCENT OF "DRUNKEN" DRIVERS AND ADULT PEDESTRIANS IN
VARIOUS SEGMENTS OF THE DRIVING POPULATION
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RELATIVE PROBABILITY OF INVOLVEMENTID)

Figure 4. RELATIVE PROBABILITY OF CRASH INVOLVEMENT AS A FUNCTION
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Figure 5. RELATIVE PROBABILITY OF BEING RESPONSIBLE FOR A FATAL CRASH
AS A FUNCTION OF BLOOD ALCOHOL CONCENTRATION a
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violation in most states (0.10 percent), such that at a BAC of 9.15 percert

a driver wouid be ¢5 times more likely to ke responsible for a tfatal crash, at
0.18 percent he would be 60 times more likely, and at 0.20 percent (namely, at
the average BAC {ound amonyg convicted DWIs and among fatally injured drivers
who would have been cligible for a DWI conviction) he would be at least 100
times more likely to be responsible rfor a fatal crash than if he had rot Leen
drinking at all.

Tt shouid he noted that similar results were obtaired in the Grani Fap:2s
study for drivers assumed responsible (using another system) for ‘all crashes,
regardless of severity. A comparison of drivers assumed responsible for crashes
in these three case-cnntrol studies (Grand Rapids, Manhattan, and Vermcnt) has
been presented by Hurst (18,19). The imrplications of these studies are very
clear: Concentrations of 0.08 percent or higher "are incompatible with safe
driving, and the higher the concentration, the greater the incompatibility."
Small increases in blood alcohol concentration above 0.03 percent result in
“"disproportionately large increases in crash risk" (33). For example, among
fatally injured drivers in the Vermont study who were assumed to have been at
fault, 52 percent had BACs of 0.08 percent or higher, whereas among those not
at fault only 14 percent were at or above this same BAC.

Bioyraphical Variables, Crashes, and Aicohol

Information has been obtained concerning the biographical. and psycholog-
ical characteristics cf cdrivers who are involved in highway crashes or cita-
tions. Such information can bhe helpful in identifying problem drivers and
designing appropriate countermeasures for the different subgroups. The rele-
vant personality variables studied tend to fall into threc general classes, the
first 18 essentially demoyraphic and the second two are essentially behavioral:
(1) biographical background variables isex, age, etc.), (2) driving variables
(driving history, record, and drinking-and-driving patterns), and (3) drinking
variables (in particular, patterns of alcohol use in terms of quantity, fre-
quency, and variability of consumption). Each class is considered below
separately, but in terms of each of the other two classes.

Biograhical variables. A number of studies have found significant
relations between crashes, alcohol, and the following biographical variables:
sex, age, marital status, and occupational level. Less consistent, but still
potentially useful findings have been reported for such single and¢ combined
variables as race, ethnicity, religious affiliation aducational level, socio-
economic status, csocial stability/instability, social mobility, leisure activ-
ities, and contact with social agencies (1.4 ,5 , 6, 7+ 9,10 +11 ,13 ,20 +21 +29 ,30
31.,33,40 ,42 .45 .46 ) .

legarding sex, drinking-and-driving protlems are clearly a predominantly
male domain. In contrast ¢o approximately equal representation in the adult
populaticn, males comprise a large proportion of licensed drivers (about two-
thirds), a larger proportion of drivers sampled during roadside surveys (about
80 percent), a larger proportion of fatally injured drivers (abcut 90 percent),
and virtually all convicted DWIs (about 98 percent) (9,10 ,33). However, a
larger proportion of females are non-drinking drivers (about 90 percent) than
are males (about 80 percent) (10). A recent study of alcohol usage in the
nocturnal driving population (5) found that at night female drivers are under-
involve:d 1n single-vehicle crashes and are less likely to have been drinking
than males, but when drinking they are more likely to be involved in crashes--
and at relatively low BACs (0.05 perccnt). Since females are driving less at
night and drinking less compared with males, Carlson ( 5) suggests that as with
young male drivers, inexperience with drinking-and-driving probably results in
the over-involvement in alcohol-related crashes.

Regarding age, the general finding is that younger drivers with alcohol
whn et into trouble on the highways do so at lower average BACs than do their
middle aged or older counterparts (33). However, two extremely important
additional factors must also be considered, namely, crash involvement and
exposure. On the basis of his extensive review of the interrelations between
age, alcohol, and crash involvement, Zylman (46 ) summarizes the data from a
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number of studies showing that alcoholi increases the probability of crash
involvement among teen-ayers much more tharn among drivers age 20 to 24, who are
in turn at higher risk than those in the range from 25 to 69, whercas the prob-
ability of crash involvement again rises among drivers aged 70 or older. In
his definitive study of the interrelations of age, exposure, and alcohol
invcelvement in nocturnal crashes, Carlsorn (6 ) has devcloped a new method for
agscesing exposure which allows for a more accurate determination ¢f the contri-
bution of the other two factors. hegarding the reasons for the high crash
involverent of drivers in the 16 to 25 age groug, Carlson (6 ) concludes thrat
these young drivers face two learning situations: first, learning to rive--
with peak total crash involverent at age 18, and second, learning to crive

after drinking--with peal alcohol-involved fatal Crashes at age 21. These two
learning situations result in crash involvement which is larger than can be
attributed to exposure. Nevertheless, young drivers continue to have a dis-
proportionately large nunber of crashes even after these twc peaks in the learn-
ing period. Carlson concludes that the high crash involvement of drivers 16 to
25 corresponds to a high degree of night driving which he feels is the most
significant single modifier variable after BAC itself. Thus, the apparent over-
representation ¢f youth in the subgopulation of fatally injured drivers--both
with and without alcchol--is partially attributable to their lifestyle which
involves night driving for recreational purposes.

Regarding marital status, married drivers are under-involved in drinking-
and-driving problems relative to unmarried drivers (single, divorced, sepa-
rated, or widewed) even when drivers under age 25 are excluded from analysis.
vivorced and separated hnale drivers are especially over-involved in drinking-
and-driving problems, as well as in alcohol usage in the nocturnal drivaing
population (5 ,11,20,21,33,449).

Regarding occupational level, several studies have found that drivers
from the lower levels are over-represented among those who have drinking-and-
driving problems, especially DWI convictions. This pattern becomes cven more
pronounced when younger drivers (under age 25) are excluded from analysis.

priving variables. A number of studies have found significant
relations between alcohol, selected bicgraphical variatles, and the following
driving variables: previous crashes, citations, suspensions, experience, and
exposure ( 6,9 ,13,33,34,44). Regarding previous crashes, several investi-
gators have found that drivers with alcohol-related problems (alcoholics, DWIs,
and fatally injured drivers with high BACs) have a higher incidence of crashes
than random samples of the driving population ( 9,13,33,34). In the most
corprehensive of these studies, Clark (9 ) reported that the DWI sample had the
worst crash experience, with two-thirds of the sample having one or more crashes
and with the average number of crashes being nearly three times higher than
the averajc among a random sample of licensed drivers. She concluded that the
group which misuses alcohol irn the driving situation and is convicted of DWI
is also a high risk crash group prior to the incident which led to the convic-
tion. In o related analysis of the Michigan data, Rosenblatt (34) found that
hospitalized alcoholic drivers with high rates of non-crash-related drivinag
convictions have high crash rates, ané that the high crash rates are concen-
trated in the younger age categorie<. The interrelations of younger age and
higher crash rates~--both with and without alcohol--were examined by Carlson
(6 ) who found analogous results in samples of non-alcoholic Michigan drivers,
as discussed 1n the preceding subsection regarding age. Although serious
injury crashes are the draving events which command the greatest amount of
attention, they are statistically rare events which limits their utility for
comparative and predictive purposes: therefore, it is desirable to examine
deviant driving problems which occur with higher frequency, namely, convictions
for serious driving violations.

Regarding driving convictions, several studies have indicated their utility
as a more sensitive measure of deviancy than crashes (9, 13, 33). The number of
convictiors fur all types of driving violatiocns during the precedina six-and-
one-half year period was analyzed by Clark (9 ), whereas the number of convic-
tions for selected and more serious moving violaticns (e.g, excluding speeding
citations) during the previous five year period was analyzed by Perrine et al.
(33). Despite the technical and ggographic differences between the two studies,
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the DWIs in both Michigan and Vermont showed remarkable similarities on this as
on other relevant variables. In both studies, the DWIs had significantly more
previous driving convictions (excluding the one for which they were sampled)
than the two approximations of the driving populations obtained respectively by
a sample of licensed Michigan drivers and by a sample of case-control drivers
interviewed on vermont highways. More specifically, the Michigan DWIs had four
times as many convictions and the Vermont ODWIs had seven times as many convic-
tions as the random samples of drivers. 1In fact, the Michigan DWIs averaged
almost one conviction per year.

Driver fatalities in both studies also had more convictions for moving
violations than the two random samp.es of drivers, but fewer than the DWI sam-
ples. Nevertheless, the driver fatalities with high BACs in Michigan were more
sxmilar to the DWIs in number of previous convictions, whereas those driver

atalities with no alcohol were more sirilar to the random sample of licensed
drxvers. Clark (9 ) also examined the Michigan samples for previous DWI con-
victions which were found in 1 percent of the random sample of licensed drivers,
but in 12 percent of the DWI sample and in 16 percent of the hospitalized alco-
holic drivers. Although the Michigan alcoholics, DWIs and high BAC driver
fatalities were not exactly the same on all four driving variables studied,
Clark (9 ) concluded that their similarities on these measures of driving
deviancy indicate that these samples may well have been drawn from the same
subpopulation of drivers.

From his analysis of the same large sample of Michigan alcoholics,
Rosenblatt B4 ) concluded that the data on the crash-involved alcoholic drivers
indicated that younger drivers with high rates of driving convictions represent
a disproportionate part of the drinking-driver prollem. Judging from the
offenders' high rate of driving convictions, these individuals must already
have been well known to the court, but were probably seen as driving violators
rather than as problem drinking drivers since they were younger and had prob-
ably not developed the characteristics associated with alcoholism.

Regarding license suspensions, results similar to those for driving cita-
tions discussed above were obtained in the Vermont sStudy (33). Since suspen-
sior. or revocation of one's drivers license is seen as the most severe puni-
tive measure short of beiny sent to jail, the relative effectiveness of this
traditional alcohol countermeasure is especially worth examination. In the
vermont study, 14 percent of the case/control drivers had suffered one or more
suspensions (during all years of drxvxng). whereas 60 percent of DWIs had
already experienced two or more previous suspensions (33). Hence., it can only
be concluded that the overwhelming majority of individuals convicted for DWI
were already well known to the courts and the Motor Vehicle officials.

In conclusion, these investigations of driving variables dgenerally tend to
support the popular assumption that past driving behavior is the best single
predictor of future driving behavior. However, a major gquestion which awaits
further investigation concerns the extent to which this assumption holds within
individual, as opposed to within group or subpopulation. 1In other words, with
an event as relatively rare as a crash, to what extent can predictions be made
which are specific to a given individual, as opposed to predictions which are
based upon group membership?

Drinking variables. Perhaps because of the relatively sensitive and
stigmatized nature of the topic, very few studies are available in which data
concerning drinking patterns were obtained from drivers, especially in con-
junction with BAC data. The extent of the drinking pattern information ranges
from quick and simple questions about drinking only on the day of the survey
( 5,10) to studies in which questions were asked about potentially very sensi-
tive alcohol topics (such as, frequency of "getting high" and of exceeding one's
capacity, driving after drinking, having alcohol problems, hangovers, and black-
outs ( , 4) and in which very datailed gquestions were asked about frequency
and quantity of usual consumption ©¢f the major alcoholic beverage types as well
as typical occasions and places of drinking (30,33).

The Vermont study (33) has been selected for the purposes of the present
discussion because it contains the most extensive alcohol data for the widest
range of the driving spectrum. Furthermore, the Vermont study has the unigue
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advantage of beinqg able to validate aspects of reported drinking patterns by
comparing them with actual BACs in samples of driver fatalities, control
drivers, and "clear-record"” control drivers, as well as DWIs.

A drainking classification system based on reported usual f{requency and
quantity of alcohcl consumption per occasion was developed in the Vermont study,
to reflect the likelihood that a driver would attain an impairing amount cf
alcohol (33). The resultant Quantity-Frequency Index (QFI) fcr Lreferred tev-
eraqge is based upon that beverage which was reportedly consumed mrnst freguently
and in largest quantity. regardless of whether it was beer, liquor, or wine.
Regarding the fatally injured drivers, it should be noted that these data were
obtained in interviews witih next-of-kin. The QFI data were compared and cross-
tabulated with selected biographical variables and driving variables, as well
as with obtained BACs. A summary cf the reported drinking patterns is pre-
sented in Fioure 6, ir which the proportions of roadblock control, clear-
record, DWI, and deceased drivers are plottad as a function of a modified four-
category (light. light-medium, medium, or heavy) QFT for preferred beverage
(adapted from Perrine et al. (32 ), Figure 6-7). It is clear that, as a grour,
the DWls are decidedly different in their self-reported drinking patterns {rom
the other three samples, each taken as a group. The remainder of this sub-
section includes some of the more salient results of the QFI cross-tabulations
with selected biographical wvariables, driving variables, and drinking and
driving patterns. .

Regarding QFI and sex, the proportion of maies tc females increased as
quantity and frequency of alcohol consumption increasecd. Regarding QFI and age,
a surprisingly large proportion of the very young (i.e., teen-age) drivers
could be categorized as heavy and frequent drirkers; and the quantity of alecchol
typically consumed apparently decreased with increasing age. Regarding QFI and
marital status, the proportion of married drivers decreased significantly as
reported alcohol consumption increased. Although no significant differences
were observed with occupational level, there was some evidence that drivers
with heavy QFIs were more likely to have had a greater number of job changes
during the five-year period immediately preceding the interviews.

Regarding (FI and drinking-and-driving patterns, two generalizations were
offered by the investigators as evidence that the BAC sampled at one point in
time during the study was a reliable indicator of usual patterns of driving
after drinkinyg: {1) the higher the frequency of driving after drinking, the
heavier and more freyuen:t the reported usual alcohol consumption, and vice
versa; and (2) the lighter and less frequent the reported usual alconhol con-
sumption, the lower the frequency of driving after drinking, and vice versa.

Regarding QFI and driving patterns, no clear-cut patterns of citferences
beyond those of the basic distributions were obtained from cross-tabulaticns of
crashes or license suspensions by OFI. However, when convictions for driving
violations were cross-tabulated by QFI, substantial deviations from the basic
distributions within each sample were found, especially among the control
drivers. Specifically, control drivers with higher QFis tended to have more
citations in the previous five years than contrcl drivers with lower QFIs.
Perrine et al. (1971) concluded that the number of previous citations would seem
to be worth further examination as a basis for identifying drivers who may have
an elevated likelihood 0f receiving a DWI or other moving citation.

The investigators also concluded from the analyses of the alcohol consump-
tio data that these variables are in fact useful in differentiating across the
gpectrum of drivers. Further encouragement for the utility of these variables
wa: felt to be provided by the relation of the reported alcohol consumption
data (QFI) to the actual consumption data (BACs) and to the driving variables
(both self-reported and «fficial record-check information). Even further evi-
dence of this utility resulted from a discriminant analysis of twelve selected
variables. The four variables which were siqnificant in discrininating between
the clear-record drivers and the DWI drivers were, in order of importance: (1)
the number of convictions for driving violations, (2) occupational level, (3)
frequency of beer consumption, and (4) quantity of liquoxr consumption. on the
basie of a discriminant function using these four variables, 95 percent of the
clear-drivers and 87 percent of the DWIs could have been correctly classified.

Q
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Figure 6. PERCENT OF ROADBLOCK, CLEAR-RECCRD, DWI, AND DECEASED

DRIVERS WITH LIGHT, LIGHT-MEDIUM, MEDIUM, OR HEAVY QUANTITY-FREQUENCY
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Thus, it was possible tc determine classification "hits” and "misses” on the
basis of a weighted function which incorporated components from an individual's
Jdriving record, from his socic-economic status, and frcm his reported patterns
of alcohol use.

One particularly noteworthy finding concerning type of beverage was
reported in the Vermont study (33). Frequent and excessive use of beer was
highly correlated with BACs of 100 mg/100 ml or higher. Thus, relative ¢
fatally injured drivers with no alcohol, over twice as many with high BACs were
reported to drink beer daily:; and relative to control drivers with no alcohcl,
almost twice as many with high BACs reported that they drink beer daily. Among
those who reportedly drank beer. 67 percent of DWIs and 80 percent of fatalities
with high BACs were reported to drink it daily. On the basis of these findings,
the investicators offered the following recommendation, "Since heavy beer
drinkers were found to be over-represented among these crash and citation prob-
lem drainkers, (1) more research, administrative, and public education con-
cern should be focused on the effects of beer, the frequent heavy users of beer,
and the counteracting of the erroneous and contrived image c¢f beer as a less
harmful beverage than distilled spirits; and (2) eradication of the double
standards for beer (as opposed to distilled spirits) which sanction and insti-
tutionalize the advertising and distributing of beer at a more permissive
social level than distilled spirits (22).

Alcohol Countermeasure Programs

Having recognized the implications of the research results, the next step
consisted of a search for ways +o counter the problems stemming from the mix-
ture of alcohol and driving. Earlier attempts at preventicn and control have
invoked stringent laws and gory slogans. These attempts have been neither
successful nor systematically evaluated. As opposed to slogan campaigns and
ad hoc solutions, programs of alcohol countermeasures are relatively rare and
those which have been systematically evaluated are much more rare. Voas (39)
lists only seven such studies: the Lackland Air Force Base Project (1) and
the Alcohol Safety Action Program of the Department of Transportation in the
United States, as well as programs in Great Britain, Sweden, Austria,
Czechoslovakia, and Canada. Of these programs, the U.S. Department of Trans-
portation's Alcohol Safety Action Program (ASAP) is clearly the most extensive
and ambitious. The background, issues, and specific countermeasures of the
ASAPs and some of the other countermeasure programs have recently been discussed
and evaluated in a comprehensive review by Driessen and Bryk {2), which also
lists more than 100 alcohol countermeasures. Because of the clear implication
that a substantial number of drinking-drivers are problem drinkers, the NIAAA
has established treatment programs in conjunction with some of the ASAP's.
These fulfill two purposes: they take advantage of the case-finding potential
of the ASAP's; and they attempt to reduce the highway carnage by attacking the
drinking problems of the drinking-drivers.

Summary

The highway is the scene of a significant portion of the accidental @eaths
and injuries in the United States. A large percentage of these are assocxatgd
with the use of alcohol. The risk of a driver or pedestrian being involved in
a traffic accident whereby alcohol is consumed increases precipitously with the
increased amount of alcohol in the body. Most people killed in traffic accidents
after drinking have very high blood alcohol concentrations. It is known that
many drinking drivers have a history of alcohol problems. Therefore, a focus
on the relation of alcohol to highway safety will both reduce the highway carnage
and identify problem drinkers who are in need of treatment.
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Chapter VII
TRENDS IN TREATMENT OF ALCOHOLISM

Significant progress toward impraving the care provided for alcoholic
people may be made not only by developing new and better treatments bhut als~n
by bettering the systems under which care is delivered.

Treatments of alcoholism have tended to be based on one of two common
policies. Some treatment centers, like some private practitioners, specialize
in some single modality: disulfiram (Antabuse), or conditioned reflex, or be-
havior modification, or group therapy, or paychodrama, or individual counsel-
ing, or diet control, or any other of the dozens of possible techniques. The
patient has to fit the treatment. If he does, he is helped. But if it was
not suitable for him, the effort has mostly gone to waste. Other treatment
centers have the opposite sort of policy. Their patients are exposed to a
variety of methods in a saladlike mixture: group therapy, religious counseling,
paychodrams, individual counseling, conjoint-spouse sessions, relaxation les-
sons, didactic lectures, disulfiram--and, often, Alcoholics Anonymous meetings.
The idea is that "something"” may work. Quite often, something does. This is
sometimes evidenced by the fact that the patient continues tc attend A.A.
meetings aiter he is discharged.

The problem with both of these policies is the waste of human resources
and the lack of economy. The single-specialty method wastes staff as well as
patient resources in treating individuvals not suited to the particular method.
The multiple-method center wastes its resources in applying several unneces-
sary treatment modalities to each of its patients.

Recent national surveys have indicated that indeed a community alcoholism
rehabilitation program needs to have a variety of methods and resources avail-
able (13, 29, 59, 114, 132). But to be effective does not require exposing
every patient to all the possible treatments. Instead, adopting a social-
systems approach (68, 123, 160, 162), oriented program should take into account
the differences among ‘the patients, as well as the interactions of the several
components in the society, and systematically seek to fit the appropriate
treatment to each individual.

This idea was already expressed by Bowman and Jellinek in their review
of treatments of alcohol addiction more than 30 years ago (15). 1Its imple-
mentation on a broad scale, however, has become possible only recently with the
movement toward community-oriented programs. Under such programs it is pos-
sible to match certain types of patients to the most suitable types of helping
facilities or agencies or programs or methods of treatment. Undoubtedly,
treatment programs could maximize their effectiveness by clearly identifying
the type of alcoholiec population they propose to serve, the goals most feasible
for that population, and what methods can be expected most nearly to achieve
those goals. Undoubtedly, success rates could be maximized if the expectations
of a group of patients are sensibly matched to the helping resource. And, in
this context, it would become possible to carry out tightly designed evalua-
tions that would clearly measunre the effectiveness of each program.

Programs for Alcoholic Populations

Alcoholic people have no uniform characteristics save their misuse of
alcohol, and their patterns of alcohol misuse vary. To create successful
treatment programs it is necessary to identify the characteristics of alcoholic
subpopulations in order to arrive at appropriate methods and goals. Neither
global characteristics nor exquisite and detailed research protocols are of
immediate value to the clinician. The clinical worker needs relatively simple
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predictive signs thut may be readily applied in making treatment assignments.
Data accumulated so far suggest some modest but reliable social and psycho-
logical indicators that together provide clinical profiles of specific
alcoholic patterns .f coping with life. These psychosocial variables are more
predictive for treatment selection and success than the many drinking-pattern
variables that have been studied for many years past (123, 125, 127, 128).

Alcoholic populations can be looked at from other perspectives. Several
populations have beer relatively ignored in treatment program planning. They
merit more intensive study to create appropriate programs for them.

Sex and Age Groups

The presence, problems, and needs of alcoholic women have begun to
receive wide recognition (84, 138). For example, data from NIAAA funded
programs indicate that women who come to treatment are more likely to be work-
ing than housewives and started drinking at a later age than men, but became
alcaholic in a shorter span of time. In contrast, relatively little attention
has been given to alcoholism problems in different periods in the life cycle.
The children of alcoholic people are at considerable risk of suffering develop-
mental problems and of becoming problem drinkers themselves (20, 28), and
prevention programs are needed for them. Adolescent drinking and prdblem-
drinking behavior has been examined from all research standpoints, but clinical
intervention programs are lacking (4, 52, 101). Much attention has been given
to alcohol misuse in the middle years of life, but recent studies indicate that
alcoholism presents special problems among the aged. Here again there has
been little in the way of specific program development 63, 133, 141).

Ethnic Populations

Increased attention has been given to alcoholism problems among ethnic
populations such as Blacks, Spanish-surnamed Americans, American Indians, and
Native Alaskans. Research has been conducted on the epidemiolcgy of alcoholism
in ethnic groups. Now promising starts have been made to meet the treatment
needs of persons with drinking problems in these populations ( 46, 139, 164).

To increase resources to meet the needs of the various etnnic groups
noted above, the National Institute on Alcohol Abuse and Alcoholism has
developed separate program guidelines that encourage the recognition and use
of each group's unique cultural characteristics in developing treatment services
and has supported these services through the award of project grants. Each
applicant community is expected to assess its own needs, plan and implement
services consistent with its own cultur~ and perceptions, and maintain control
over the administration of its program. Recent programs initiated by American
Indians and Native Alaskans offer an example of such efforts.

Preliminary NIAAA data indicate that approximately 100 Indian Alcoholics
Anonymous groups have been established by these programs--a significant
achievement because Indians have traditionally shunned A.A. As many as half of
the clients of Indian alccholism programs are reported to have significantly
improved their social functioning. From 15 to 20 percent of the clients have
been assisted in finding jobs. These programs, staffed primarily b{ Indians
without professional degrees, appear to have achieved notable results in a
relatively short time.

The overwhelming response of Native Alaskans has been to build, remodel,
or rent village centers in which a variety of constructive activities such as
arts and crafts, youth and adult recreation, repair and sale of small machinery,
employment and village and A.A. meetings can be carried out. The people of the
Far North regard a variety of planned activities and the equipment required
for them ag their mnst urgent need and the most effective way to begin facing
and overcoming their drinking problems.
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Skid Row and the Public Inebriate S\

The alcoholism problems associated with Skid Row have received increased
attention. It is now apparent that Skid Row alcoholism is atypical and un-
representative of the national alcoholism problem. It is estimated that far
less than 5 percent of alcoholic persons are on Skid Row (75). The fundamental
problem of the people on Skid Row is that they are socially inept and isolated
(110, 145, 160). 2imberg (164) found that among socially and economically de-
prived alcoholic persons abstinence was not associated with any particular
treatment method but was significantly related to indices of social stability.
Thus rehabilitation programs in such enclaves aimed at alcoholism reflect a
failure to identify the actual rehabilitation needs of this population (54,

10 ), and are destined for failure--the classical low success rates. More
suitable programs based on goals of social reclamation are now emerging
a4, 7).

The NIAAA has started a program to assist community agencies in meeting
the needs of the public inebriate population, particularly in metropolitan
areas. The objective of the Public Inebriate Program has been to improve the
health and life styles of persons with a chronic drunkenness problem., particu-
larly Skid Row residents. The focus has been on providing food, clothing,
shelter, medical care., and vocational assistance as well as alcoholism treat-
ment services. Each of five initially funded projects has promoted a full
range of alternatives for men and women at different levels of Skid Row
acculturation.

Preliminary results indicate that Skid Row people are better and more
effectively served when treated through a health-care system than through the
criminal-justice system. The programs have tended to reduce the number of
public .nebriates and improve the health of those remaining on Skid Row. It
appears that an intensive inpatient rehabilitation program is more effective
for persons relatively new to Skid Row, while a transitional residence tends
to be more advantageous therapeutically for those living on Skid Row who wish--
at least initially--to adhere to its values.

Polydrug Addicts

A new population of multiple-drug addicts has begun to be visible. The
widespread development of drug misuge and methadone treatment programs has
changed the patterns of drug and alcohol use. Some narcotic addicts are now
turning to alcohol as an alternative, legally available drug (83), and persons
with mixed addiction syndromes are being seen in both drug and alcohol treat-
ment centers (30, S51). In addition, other classes of drugs such as sedatives,
gstimulants, and minor tranquilizers are being obtained with physician prescrip-
tions as well as extralegally (34). The widespread availability and use of
such drugs is producing complicated syndromes which suggest the need to develop
better drug-free treatment methods, better-supervised use of such drugs when
medically indicated, better clinical methods of detecting multiple drug use,
closer collaboration between drug and alcohol treatment programs, and new
methods for intervention in the polydrug use pattern.

Discussion of the efficacy of and problems surrounding the combination of
alcohol and drug treatment services in common programs has increased markedly
in recent years (37), but clinical experience in joining the provision of
treatment services for drug and alcohol misusers has so far met with mixed
results (113, 117). The National Institutes on Alcohol Abuse and Alcoholism
and on Drug Abuse have begun jointly to support a limited number of combined
programs to determine the efficacy of this approach.

Treatment Components

A wide array of facilities, programs, and agencies now exists. They
include alcoholism information and referral centers, general hospitals, mental
hospitals, alcoholism rehabilitation hospitals, aversion cdnditioning clinics,
detoxication programs, tuberculosis hospitals, partial hospitalization
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programs, halfway and quarterway houses, vocational rehabilitation clinics,
alcoholism outpatient clinics, private physicians, Alcoholics Anonymous, com-
munity human-service agencies, the police-court system, Skid Row agencies,
business and industrial rehabilitation programs.

General Hospitals

One area where progress has been made is in the general hospital. The
American Hospital Association is now beginning a national program to promote
alcoholism programs in all general hospitals (l1). Considerable effort is beiny
made to include the resources of the qeneral hospital in the total social
system of care for alcoholic people (8, 18, 37, 93, 100). This includes the
effort to change hospital admission policies so that alcoholic patients may be
admitted to general wards with the diagnosis of alcoholism. Another type of
utilization allows the heospital to provide medical care while nonprofessional
community workers conduct an alcoholism program in specialized wards. A third
approach is the development of professionally managed alcoholism wards. Yet
another tack is the development of hospital alcoholism programs managed by
professional alcoholism workers but conducted throughout the general hospital.

Current models developed by the American Hospital Association focus on
functional alternatives. Thus, some large urban hospitals may operate hospital-
wide programs and others support specialized alcoholism units. Many smaller
hospitals may form consortiums with community agencies. A general-hospital
alcoholism program will usually not offer definitive alcoholism treatment. It
can provide ‘reatment for the complications of alcoholism, serve as a diagnos-
tic center, act as a funnel into the community alcoholism care system, and be
a triage acency. 1In this way, the general hospital may become a catalytic
resource in the community network of care.

Intermediate Care

Another major development is the intermediate care facility. The need
for transitional care facilities in the community became evident many years
ago in the wake of attempts to move alcoholic people on the way to rehabilita-
tion from a total hospital milieu into community life. The movement has spread
so widely that there is now a national organization of alcoholism halfway-house
workers. Some of the larger programs now have a graded series of facilities--
quarterway, halfway, and three-quarterway houses--to provide varied degrees of
ex;ernal gupport in the process of resocialization (3, 12, 26, 31, 35, 67, 96,
135, 136).

Although these efforts are sometimes given governmental support, they are
usually nonprofit community programs supported by people in the alcoholism
movement and are generally nonmedical and nonprofessictnal in nature. They may
use professional personnel for adjunctive medical or psychological treatment,
but the major focus is on the "therapeutic milieu"” of life in the house. This
movement has thus provided an important addition to the over-all social system
of alcoholism care in meeting the needs of alcoholic people who formerly cycled
through the legal system, mental hospitals, or welfare agencies.

The effectiveness of intermediate care programs appears to vary widely.

In a recent survey, Baker (7) classified two major types. One he called “"Shel-
ter” programs, which provide a means for resocialization: the other he called
“shackle" programs because they appeared to reinforce the alcoholic person's
deviant role and perhaps even to use him.

the alcoholic person's deviant role and perhaps even use him.

The "shelter" programs tend to be nonorofit organizations, use community.
hospital facilities, have advisory and control boards, employ professional
counselors in therapy whenever possible, maintain open business books, and
welcome inspections. The "shackle" programs were characterized by profit
making, attempts to supply medical care at cost, administration by an autonomous
director, efforts to discourage any ties with professionals or professional
organizations, attempts to maintain financial secrecy, refusal to accept any
goveinmental aid contingent on inspections, and activities of questionable
egality.
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The major problem in placing the intermediate~care programs in perspective
is financial stability. Most programs have been private and nonprofessional
"shoestring" operations, but public subsidy 1S seen by some as a threat to the
movement because it is thought to imply professional control and bureaucratic
institutionalization. Many halfway-house proponents fear that those two
possibilities would destroy the personal commitment and involvement that have
underlain the movement.

This raises a basic issue, namely the advantages and liabilities of
professional versus lay personnel (94, 146). The staff of most halfway houses
are recoveed alcoholic persons; they personify the movement's success. They
create programs in which they offer a personal model to the incoming recruit.
In one gense, this has been described as a reconstituted family, and it is
doubtful that professionally oriented programs could create and maintain this
living reality. Thus the challenge is to create professional support while
maintaining lay investment of interest and resources.

Professional Attitudes

Numerous studies have shown that medical and mental-health professionals
have tended to ignore the problems of alcoholism. Knox (8l) pointed out in a
recent review that even with the increased national attention given to
alccholism, this negative bias still persists. In a nationwide survey, Cahn
(17) found that most alcoholism programs were given inadequate budgets, staff,
and facilities, and that professionals of marginal competence were often
assigned to them. These many shortcomings, for which the medical and mental
health professions are to some extent responsible, perpetuate the lack of good
alcolhiolism services.

If alcoholism programs are to attract and retain competent professional
staff, adequate education will be required. In a review of professional cu.-
riculums, Einstein and Wolfson (39) found almost no curriculum time or content
devoted to alcoholism. In the light of these findings the American Medical
Association (2) has published strong recommendations for appropriate curriculum
revision. The increasing participation in treatment programs of new workers
without professional degrees--many of them people who have themselves recovered
from alcoholism-~is also helping to change professional attitudes toward alco-
holism and its treatment (94, 146). These developments may herald major
changes in profegsional attitudes and opinions that are vital to the successful
conduct of treatment programs,

If help and rehabilitation are to be brought to an increasing multitude
of problem drinkers and alcoholic people, then a larger and more varied code of
professional and allied personnel must be enlisted to participate in the total
process. This will undoubtedly require the creation of new resources for both
specialized training and accreditation, to open up attractive career opportun-
ities to people with suitable skills and, when necessary, to upgrade those
skills. These new cadres will need to be taught how to work as members of in-
terdisciplinary and interprofessional teams in helping alcoholic people. The
trainers too must be enclisted and imbued with the ideology that alcoholic
people can be rehabilitated through the effective use of teams of professionals
and new types of undegreed professionals. The development of these training
and accreditation resources is one of the pressing needs for the speedier
alleviation of the Nation's alcoholism problem. '

Treatment Methods

The present section will take note of several areas in which either sub-
stantially positive or negative reports have appeared recently.

Family Therapy

Group therapy was successfully introduced into alcoholism treatment long
ago. In the past few years clinicians have reported the successful use of
family treatment methnds (27, 42, 47, 55, 69, 87, 102, 142), and this is the
most notable current advance in the area of psychotherapy. As with most
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psychotherapcutic i1nnovations, however, there have been few empirical evalua-
tions of thesc methods (16, 98, 149, 160, 16l).

Steinglass and his colleagues (149) have been studying alcoholic persons
and their families under a variety of circumstances. Observations have been
made in homes as well as in a treatment unit, with only spouses present or with
children present as well. The vresearchers were impressed by the important part
alcohol played in the lives of all the family members. It often seemed to
serve a pasitive role in the family despite the well-known problems associated
with alcoholism. For example, families were observed in two conditions--when
the alcoholic father was sober and when he had been given some alcohol to
drink before the interview. There was a notable increase in laughter and
direct communication in sessions before which the father had been drinking.

In view of the positive or adaptive role that alcohol can serve in the
family, it becomes necessary to help families develop alternative living styles
once the drinking stops. Alcoholic persons or their spouses often became more
depressed for a time after drinking stopped. Other problems did not go away
immediately and some seemed to become worse. Also, very few of the couples
reported having many close friends. However, while associating with other
couples during the inpatient phase of the experimental treatment program, they
seemed happier and there was a decided increase of interpersonal interaction.
Although alcohol was freely available in this program, there was relatively
little drinking after the first day or two. When the couples returned home,
however, they almost always temporarily resumed drinking or became aware of
missing alcohol greatly if they abstained.

More follow-up information about these couples needs to be obtained and the
number of couples treated is not large enough to justify definitive conclu-
sions, but tentatively the researchers offer the following suggestions:

l. 1In treating alcoholism, attention should be given to family inter-
actional factors in addition to individual problems.

2. Consideration should be given to the adaptive or positive functions
that drinking served, so that *}s family may integ. -ie tnese functions into .
their soher life through some other means, instead of having to give therm up
along with the alcohol.

3. Attention should be given to the femilies' extended social network. To
this end multiple family groups as well as membership in A.A. and Al-Anon may
be useful.

As a result of thecretical advances in family treatment, many alcoholism
programs now routinely see the relatives of alcoholic patients. In some
instances therapeutic efforts may be concentrated on a significant relative
rather than on the problem drinker himself.

Drug Treatments

Many pharmaceutic agents have been tried in the treacment of alcoholism
over the years. 1In general, when a new drug appears, it is greeted with
enthusiasm. The initial clinical trials are usually uncontrolled and result
in reports of modest to marked success. With experience, the clinical fervor
decreases and finally well-controlled double-blind studies fail to sub-
stantiate the initial claims of the agent's efficacy. (This history is not
unique to alcoholism.) The early success of most drugs tried in the treatment
of alcoholism appears to have been due primarily to thgir placebo effects
(154) . The enthusiasm of the therapist, transmitted to the patient eager to
be cured by a "magic bullet," engenders an enhanced capacity to respond
affirmatively to their mutual aim--at least for a time. Thus, a recent
comprehensive review (109), which included studies of antidipsotropics, aver-
sives, ataractics, and hallucinogens, found no evidence of their therapeutic
effectiveness in alcoholism. The reviewer concluded that "While the routine
use of drugs remains unwarranted, the indications for critical research are
strong." :

In the face of such negative evidence, the continued use of drugs in the
treatment of alcoholism comes into gquestion.
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An important aspect of drug therapy, however, is the general psycho-
dynamic nature of the drug-giving and receiving transaction. It has been
suggested that the “image" of a drug therapy program may be a propitious way
to deal with some types of alcoholic patients. They can relate to a medical
model of illness and experience a low level of emotional interaction with
medical personnel. The concrete sense of “"being treated," by being given
medicine, may lead to a good therapeutic relationship with beneficent outcome.
Drug treatment, then, may be producing not just a placebo response to the
drug; it may constitute a treatment modality engendering a type of psycho-
dynamic interaction, even when not consciously sought by the physician.

" Obviously the effectiveness of this technique does not rest on the specific
drug but rather on the total transactional treatment program, in which the
drug is an important symbol (77, 11S5).

In this context it is useful to review recent studies on the use of
disulfiram (Antabuse). Critical reviews have found that mere indiscriminate
prescription of this drug has not n»roved to be a successful treatment method
(58, 89). But the use of disulfiram with selected alcoholic patients, for
whom it serves as a positive ego reinforcer, or as a "chemical fence,* aiding
them day by day to avoid starting to drink, is effective as part of a positive
treatment transaction (5, 92).

Kline (80) has recently reported that lithium administered to a group of
men without symptoms of manic-depressive illness who had been hospitalized for
detoxication reduced the number of later detoxications they required, although
they continued to drink. If the results of this study are confirmed, 1lithium
may prove a valuable tool in helping decrease the morbiditv associated with
alcoholism. However, lithium is a dangerous drug that can be used only under
cautious medical supervision.

When careful experimental studies have been performed, other drug treat-
ments have been found no more effective than placebos. Two highly publicized
treatments whose apparent effectiveness has been seriously challenged are LSD
therapy (91) and the antitrichomonad agent metronidazole (Flagyl) (61, 72, 129,
131). Various drug fads, such as multiple vitamins and anticonvulsants have
failed to stand up to scientific scrutiny (72).

Detoxication

Concerted interest has been evident for some time in the development of
new detoxication methods (140, 151), partly because of the realization that
the detoxication schemes of the past were inadequate (54). Detoxication can
be an effective first step in engaging alcoholics in a successful rehabilita-
tion effort, and most detoxication programs do not require expensive and
elaborate medical facilities (22, 49). Conservative use of ataractic medica-
tion usually prevents seizures (71, 155) without the use of diphenylhydantoin
(Dilantin), which may be ineffective in the short run (134). The major
problem in detoxication programs is not medical management but rather triage
into a rehabilitation system and the provision of social supports. The
authors of a nationwide survey of alcoholism services concluded (59):
*Because many alcoholics would rarely if ever need inpatient care, provided
other kinds of services were readily available, the community-based outpatient
clinic can be legitimately considered the backbone of alcoholism services.”

To date there has been understandable reluctance to separate detoxication
services from medical facilities. Progress has been made, however, in
distinguishing between alcoholics who require intensive medical care and
those who require only nursing care or supervised observation. In a recent
report, Peldman and his colleagues (45) published empirical data on 564
intoxicated persons who were consecutively provided ambulatory detoxication.
Only half actually required definitive detoxication management, which was
handled on an outpatient basis, and fewer than 18 percent required hospital-
ization for medical care. There were no fatalities among these patients.
Thus there now seem to be three useful types of detoxication: intensive
medical care, supervised observation in specialized centers, and ambulatory
care. Recognition of this triad of possibilities should lead to greater
flexibility and cost-effectiveness and more appropriate services in detoxica-
tion programs.

Q
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Rehavior Modification

Another area of note is the continuing development of behavior modificc-
tion methodology in the treatment of alcoholism. The behavioral approach is
grounded on learning theory and experimental psychology (50, 159). Although
a variety of methods has been reported, they all center on empirical treatment.
That is, the behavior of the patient is analyzed and subdivided into discrete
elements, the specific behaviors to be changed and the methods of intervention
to be used are laid out and agreed on with the subject, and the results of the
therapy are continually asscssed as specific changes in the target behaviors.

Early work in behavior modification had a machine-like quality to it. The
focus was on very simple behavior pieces in which the modification maneuvers
were techniques like systematic desensitization, aversion therapy, combined
aversion and relaxation, the use of chemical agents, covert sensitization,
audiovisual aversion, and assertive training (9, 82). In the main, these
trials suffered from lack of longitudinal follow-up. Although short-term gains
were manifest, there were few data with which to assass the persistence of
improvement. An exception is the now historical work of Voegtlin and his asso-
ciates in aversive conditioning with the use of emetic drugs: they followed up
substantial numbers of patients, some as long as 10 years (156, 1570 Careful
double-blind studies showed that some aversion techniques were nuv better than
placebo procedures (33, 66), and there was little evidence that producing
aversion to alcohol would in itself affect other dysfunctional behavior in
the life of alcoholic people. :

As behavioral methodology has matured more attention has been paid to the
alcoholic person's psychodynamics, though there is a fundamental difference
between the behavioral school and the adherents of psychodynamic psychotherapy.
The latter is predicated on the idea that analysis and understanding of
behavioral motivations can lead to changes in motivation and hence in behavior.
The behavior-modification approach, in contrast, makes no assumptions about
motivation or behavior, but seeks instead to describe both undesirable and
desirable behavior. The subject participates in this "behavioral analysis,*®
and treatment consists of a variety of behavior-rewarding, modeling, and
guiding experiences.

Such programs usually try to modify drinking behavior itself, as well as
other dysfunctional behavioral responses to life situations that might evoke
destructive drinking. ©Not all these programs attempt to achieve abstinence.
Some try to change patterns of behavioral adaptation to stress, and to increase
iggtrol over drinking, possibly leading to less harmful drinking behavior (73.

).

The behavioral modification programs are still experimental. Whether or
not they will show any therapeutic success, they may yield a better under-
standing of alcoholic behavior. Work in this area includes the pioneering
studies of Mendelson {104). Mello (103). Nathan (111 .12). Sobell and Sobell
008 , 143, 144 ), Paredes 119, 120), Cohen, Faillace, and their coworkers
23 24,25, 44), and Gottheil and his associates $2-65) among others 21, 40,
88 95+ 99,105 ). These experimenters believe that their work is capable of
being evaluated strictly, and rigorous evaluation in the long term will be
essential before any conclusions can be drawn from it. In the meantime,
therapists with vast experience in alcoholism including many of the behavior-
modification experts, warn that alcoholic persons should not jump to unwar-
ranted conclusions that they can safely experiment with controlled drinking.

Transactional Analysis

A particular variety of group therapy, transactional analysis has become
popular because both therapists and patients can easily understand it and
because its emphasis on games, roles, and scripts is catchy and often therapeu-
tically useful (147). The transactional analyst maintains that alcoholic
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persons can be cured and expects to succeed with the majority of patients who
are interested in changing their lives. Steiner, a leading practitioner in
this school, writes (148): "It is clear that an assumption of Chronicity ana
illness on the part of alcoholism workers will have the effect of generating
chronicity and illness in the patient, while an assumption of curability will
tend to generate cures. This latter point Suggests that considering
alcoholism a chronic illness ... may be potentially harmful to, and may in
fact te promoting illness and chronicity in, large numbers of alcoholics."

The transactional analyst brings to bear what he considers three potent
therapeutic techniques. First, by refusing to participate in the "game," he
leaves the patient without incentive to play. Second, he assigns responsi-
bility for alcoholic behavior to the patient. Finally, he tries to instill
positive expectancy and hope in the patient. (are must be taken in trans-
actional analysis to assure that the therapist and group members do not use
the treatment sessions to vent their aggressions on other members who are not
used to protecting themselves.

The idea that alcoholic persons are "playing games,” or that they can be
appropriately dealt with or effectively helped from this perspective, has
been sharply challenged by therapists of other schools (36, 116) as well as
by members of Alcoholics Anonymous 1il8).

Alcoholics Anonymous

A.A., historically, has probably been the most effective modality in
helping alcoholic people achieve sobriety and remains outstandingly influential
(37). Many methods are known to help alcoholic patients to stop the destruc-
tive drinking. A great many therapists regard A. A. as the most useful adjunct
to any treatment, especially in helping to maintain the gains of the beginning
of treatment. The importance of treating the entire family has been recog-
nized in the formation of Al-Anon, Alateen,and Al-Atots as adjuncts to A. A.
for adult relatives, teen-age sons and daughters, and younger children of alco-
holic persons. An interesting recent development in several cities has been
the establishment of clubs where alcoholics and their spouses can go for social
events as well as modified group therapy. It is possible that this represents
the trend rote! el.sewhere for couples and families to receive help together
rather than separately, and the recognition that the issue in families is not
how a "healthy" spouse deals with a "sick" partner but how they cope togetrer
with a mutual interactional problem in which alcohol plays an important role.
These subsidiary groups do not teach nonalcoholic relatives how to manipulate
the alcoholic family member. Instead, they concentrate on helping the rel-
atives appreciate and deal with their own feelings toward alcoholism and the
alcohnlic person. As a byproduct of this experience, nonalcoholic family
members assist in recovery rather than aggravate the illness (6, 42, 43,

49, 60).

Motivation of the Alcoholic

feveral studies have shown that both professionals and laymen view the
alcoholic as a person who "chooses" to drink and therefore entraps rimself in
his alcoholism (85, 86, 126, 150). Since the alcoholic person begot his
alcoholism, the argument goes, it remains his responsibility and choice to
lift himself out of it by his own bootstraps; accordingly, nothing can be done
29 way of therapeutic intervention for him until he undertakes his own rehabil-

tation.

It is paradoxical yet understandable that the alcoholic person is thought
to act with intent and choice when, in fact, the essential characteristic of
his illness is that he is disabled from directing his actions, especially
where alcohol is concerned (75, 90). But the layman and professional alike
gsee him as suffering from a self-"chogen" condition, and this gives rise to
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the impression that an alcoholic person who does not deliberately “choose"
treatment will not profit from it (130, 150).

It is notablc that successful alcoholism programs are those that have an
~aq-essive outreach i59:. Aicoholic persons do respond to treatment alterna-
tives when they are offered. afetz (19) clearly demonstrated that the
failure of treatment does not lie in the patient's poor motivation but rather
in failure to provide treatment alternatives and to maintain close contact

with him.

Treatment Outcome

Evaluation is being increasingly recognized as critical for the continued
expansion and improvement of treatment programs. Individuals and organi-
zations with life-and-death power over such programs are requiring quantitative
evidence of effective impact on clients as well as efficient and economical
management. In general the treatment of alcoholism is often looked on with
skepticism and pessimism.

Conventional wisdom has held that there was no very effective therapy for
alcoholism and that Jifferences among treatment methods were inconseguential.
This attitude is undoubtedly due to the low rate of success reported in
evaluations of various treatments. Most of those studies, however, have had
serious methodological flaws which distort the record of actual effectiveness
of treatment in alcoholism (123, 124).

The first major flaw is failure to discriminate between the rehabilitation
potential of different alcoholic populations. For example, it is estimated
that among alcoholic inhabitants of Skid Row a total rehabilitation rate of
only 5 to 10 percent may be expected, but in business and industry problem
drinkers have a high total rehabilitation potential, as high as 80 or 90 per-
cent. Another facet of this flaw is cost-effectiveness. Very intensive
therapeutic programs for excessive drinkers with low recovery potential will
not show much success, but more modest programs for high-potential patients
will usually have considerable cost-effectiveness.

A second flaw arises from the limited perspective of treatment personnel in
evaluating their results solely on the basis of their own one-time experience
with a patient. It is natural for a therapist or clinic, when a patient drops
out before having shown definite signs of recovery, to write him off as a
therapeutic failure. This assumes that the patient was not benefited at all.
But as one commentator has noted (74), this assumption may be erroneous, for
“most therapists' successes are built on the preceding therapists' failures.
So your failure can be the next therapist's success; which means, you haven't
accomplished nothing.” 1In other words, evaluation based on what happened
between time 1 of any treatment undertaking and any particular subsequent
time X does not necessarily reveal the total effect of the therapeutic effort.
The pay-off may be in having laid a necessary foundation for the success that
will--again erroneously--be attributed exclusively to the next therapeutic
effort. This error is partly responsible for the discouragement that some
therapeutic personnel feel about the "low rate" of success with alcoholic
patients.

A third flaw involves the target of treatment. Since excessive drinking
i3 what appears to bring the alcoholic patient to treatment, rehabilitation
programs have often focused solely on the drinking. This approach ignores
other serious problems in the patient's life that may be influencing his
drinking behavior and which, unless they are dealt with, may make recovery
from the alcoholism impossible.

A fourth flaw concerns the criterion of success. Success can be measured
effectively only in the light of specified goals. 1In turn, the definition of
treatment goals is intimately related to the therapeutic needs of specific
alsoholic populations and to the available methuds of treatment. The
differential definition of treatment goals irn alcoholism, however, has only
recently come under considerations (48, 122).
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Historically, abstinence was the sole criterion by which the success of
alcoholism treatment was measured (158). It was assumed that if a proble@
drinker achieved abstinence, whatever problems he had in other areas of his
life would resolve themselves, or that they were in any case disconnec;ed
from the drinking problem. Empirical data do not support that assumption.
aAbstinent alcoholic persons do not alwavs improve in other important areas of
functioning. Gerard and co-workers (57), for example, found that a consider-
able number of totally abstinent former alcoholic clinic patients were overtly
disturbed. Mere abstinence, thus, does not necessarily denote achievement of
full emotional health.

It was assumed, however, that if an alcoholic person were not abstinent,
he was rot rehabilitated. But several researchers, beginning with Davies (32)
in 1962, have shown that some problem drinkers apparently develop the capacity
to change their drinking behavior and successfully adjust to life without
becoming total abstainers (76,121 ,122 ,153 ).

Other confounding factors that bias the evaluation of treatment have been
summarized by Miller and co-workers (107): the definition of alcoholism used
by a treatment institution; the reputation of the program; rejection of some
applicants; patients' failure to report after their acceptance; drop-cuts;
incomplete participation of some patients in treatment regimens; exclusions
from study protocols; deaths; and patients who become untraceable or refuse
to cooperate in follow=-up studies. Failure to account for these variables
produces skewed samples that flaw attempts to interpret the success of treat-
ment.

In recent years a small number of treatment evaluation studies have taken
these methodological problems into account. These studies, in general,
indicate that various treatment programs are differentially successful, with
improvement rates ranging from 50 to 75 percent (56, 78, 79, 91, 98, 125,

127, 135, 142,162 ). Emrick (41), in a review of 265 reports of psycholog-
ically oriented treatments of alcoholism, found that about two-thirds of the
patients had improved, half of the improved having achieved total abstinence.

In another new development, the NIAAA has viewed the measurement of treat-
ment outcome from the perspective of program management more than of treatment
research. A centralized computer-based data collection system has been
installed in about 20 percent of the treatment projects supported by NIAAA.
One of its primary objectives is to gather information about changes in the
clients that can be related to the program characteristics.

The system has collected data on over 40,000 clients i. its first full

year of operation. This sample size, tremendous in comparison to the usual
evaluation study, provides one of the richest existing data bases on problem
drinkers and alcoholic persons who have come into treatmert. It includes a
wide range of both socioceconomic and drinking-related characteristics of

clients at intake, data on treatment services rendered, and progress and follow-
vp information for assessing outcome and change . At the uresent time, however,
the average client has been enrolled in these programs only a short time, so
that only some preliminary analyses are available.

To illustrate the data base, some characteristics of the clients at intake
are shown in Table 1 from three different kinds of programs. It can be seen
that the public inebriates have uniformly somewhat more severe indices of alco-
holism problems than the other population. On the other hand, arrested drinking

drivers referred to treatment by Alcohol Safetv Action Projects are in the
best condition, indicating the value of this approach for early identification

of problem drinkers. The 6-month changes in these indices are shown in Table 2
for the program with the largest sample, the comprehensive Alecoholism Treat-
ment Centers. It is noteworthy that the individuals who have remained in
contact with the Centers at least 6 months showed milder levels at intake than
did the total sample which includes those who dropped out earlier. Finally,
Table ) exhibits some data on the personnel who provide services at the Centers.
Only 56 percent of their time was devoted to direct services to clients.
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TABLE 1

CHARACTERISTICS OF CLIENTS AT TIME OF INTAKE TO DIFFERENT
KINDS OF TREATMENT PROGRAMS COMPARED TO GENERAL U.S. POPULATION

Public
ATC Programid)  ASAP/AC ', o, e
Programic) Progrem
U.S. Populationa oo
All owl AC DWI All
Total Drinkers Clients Clients Clients Clients
Heavy Dok .ng
Avetagqe years N.A. N.A. 143 133 11.6 15.8
Puor Tiemment
Ave. nu of times (all chents) N.A. N.A 09 04 0.2 1.7
Ave. na. of tuneg (chents
r6POITING PHOr treat ment) N.A. NA 25 23 16 33
- % NO treatment N.A. N.A. 63.2% 84.1% 85.4% 48.5%
Ethanol Consumprion {preceding month)
Average Dunces P tay 04 08 7.2 25 14 83
A cerage davs drank N.A. N.A, 149 10.2 99 146
“ ghstamen 42 5% 0.0% 13.0% 21.7% 12.2% 13.6%
He-haviorat Patrern (preceding month)
lingairment «adexl(d) 0.7 1.2 134 5.9 33 16.7
“, quarreled 3.2% 56% 37.9% 23.3% 14.3% 39.9%
% dretrk or joh 35% 6.1% 42.3% 19 4%, 11.1% 46.5%
. 1massey work 0.5% 0.9% 43.1% 12.9%, 04% 62.3%
Nurmber of Intakes 13,251 2613 .M 2,239

(a)pata from Louis Harris & Associates national cross-sectional survey of U.S. population
(1590 persons, age 18 and over).

(h)ATC stands for comprehensive NIAAA Alcoholism Treatment Centers.

(c)INIAAA Alcoholism Centers associated with Alcoho! Safety Action Projects.

{3 The impairment index ranges from O for no impairment 20 33 for maximum impairment .
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TABLE 2

CHANGE IN CLIENT CHARACTERISTICS SIX MONTHS AFTER INTAKE
TO NIAAA ALCOHOLISM TREATMENT CENTERS

ALL CLIENTS

owi CLIENTS(C)

Ethanol Consumption
(during preceding month)

Average ounces per day
Average days drank
% abstainers

Behavioral Pattern
(during preceding month)

Impairment index (a)

% quarreled

% drank on job

% missed work (1 or more times)

Employment Data
{during preceding month)

Average days worked
(tabor force)
% unemployed (labor force)
Average earned income
{all clients)
Number of clients ~ ran?e
for variables shown(b

%
intake 6Mos. Change

6.3 1.6 75%
13.7 5.3 61%
164% 54.6% 355%

124 4.3 65%
372% 14.8% 60%
38.7% 16.1% 58%
40.1% 14.8% 63%

124 149 20%
405% 25.4% 37%

$275 8313 14%

1443 to 1846

%
intake 6 Mos. Change

20 0.6 70%
8.7 5.1 41%
278% 499% 80%

5.5 1.7 69%
216% 66% 69%
1566% 7.1% 54%
176% 6.2% 65%

168 183 9%
17.8% 122% 31%

$430 8451 5°%

377t0 424

(a)impairment index ranges from 0 for no impairment to 33 for maximum impairment.
(b)Number of ciients at intake and six months after intake is the same for any given variable.

(c)Driving while intoxicated.
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TABLE3

PROFILE OF STAFF AND DISTRIBUTION OF STAFF TIME
AT NIAAA ALCOHOLISM TREATMENT CENTERS

PROFILE OF STAFF MAN-HOURS

B8Y DISCIPLINE Percent
Prys ¢ ans 4
Nurser 14
Povene 2gists 3
Soca wrorkers 10

?nhc sm counselors 18
ther Jounseiors — therapists 19

Age - ste3tive, non-heslith staff (a) 32

Tota: 100%

DISTRIBUTION OF STAFF TIME

Oirect Services to Chients 56
Indirect Program Services 13
General Administration 31
Total 100%

(a) Does not include other disciplines devoting time to administration
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The potential exists, through the data system, to learn a great deal

about the delivery of alcoholism services as they relate to specific measures
of client status. Furthermore, the standardized data base serves as an ad-
junct to special studies in which, for example, a sample of clients may be
interviewed one or two years after initial intake to augment the existirg
information with knowledge about longer-term changes in their condition,
sequences of treatment services received from other resources, and so forth.

Summarv

Although ill-defined treatment concepts and inadequately tested methods
have impeded progress, significant advances in the treatment of alcoholism
have been made. Current data show that alcoholism is treatable, though rates
of reported success vary greatly. It has become increasingly evident, as
Bowman and Jellinek (15) long ago theorized, that no one treatment modality
can be successful with all persons who exhibit drinking problems. Because
individual problems, needs and resources vary greatly, a variety of treatment
gtrategies should be available in each community, and the¥ should be utilized
discriminatively by treatment personnel. The future availability of large
comprehensive data bases for use in evaluating treatment outcomes should aid
substantially in creating better treatment and rehabilitative services.
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Chapter VIII

PROBLEM DRINKERS ON THE JOB

One of the main goals of the alcoholism movement since the early 1940s
has been to gain recognition, both among influential decision makers and by the
general public, that alcohol problems are widely distributed throughout the
social structure of the Nation. The task of erasing the Skid Row sterotype
of “"the alcoholic” ha: been difficult and is not yet completed.

Ample evidence now exists that the substantial majority of American prob-
lem drinkers are located in relatively stable familial and economic circum-
stances (8, 9, 19). But attempts to use the family ~s the locus for identify-
ing the developing problem drinker have been unfruitful because of the diffuse
emotional relationships that characterize family structure and process. Over
the years, a growing amount of attention has been directed to the potential
of the workplace as a locus for identifying the developing problem drinker.

Several large American industrial corporations launched alcoholism
programs in the 1940s, with the goal of rehabilitating employees in whose
skills the company had a considerable investment, as well as reducing the
losses exacted by alcohol-related behaviors on the job (4, 6, 13). While
thesc programs established their effectiveness fairly early, the diffusion of
the concept of a company-based program for the identification and treatment
of employed problem drinkers was relatively slow during the 1950s and 1960s.
The National Council on Alcoholism invested considerable energy in making its
local councils aware of occupational program concepts, but the resources
necessary to launch a nationwide program to reach all employers and labor
unions were not available to a voluntary organization. This leadership,
however, greatly influenced the orientation of manpower and resources of the
National Institute on Alcohol Abuse and Alcoholism following its inception
in 1970.

The Bases of Occupational Programming

The special value in identifying problem drinking among employed persons
is that work settings provide unparalleled potential for early and effective
intervention. The employed problem drinker can be helped before his problem
progresses to a goxnt of deterioration where he becomes unable to do productive
work and may need extensive inpatient care (15).

Experience has shown that successful early-xdentxficat:on programs for
employed problem drinkers are based on five essentials:

l. A written policy which specifies the procedures for identifying and
confronting employees who may have drinking problems, and including explicit
recognxtion by the organization that alcoholism--more usefully called "problem-
drinking” in the employment setting--is a health problem, and that employees
wath such problems will not be penalized for seeking help;

2. Specific channels within the work organization, including designation
of a program coordinator, where identified problem-drinker employees are
counseled and, if necessary, referred to appropriate resources in the community
for help in dealing with their problem;

3. Training of managerial and supervisory personnel regarding their
responsibilities in implem:nting the program:

4. Education of the entire work force concerning policy, procedures and
the provision of help-without-penalty for problem drinking
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5. Cooperation between management and labor unions and other employee
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organizations in providing support for the program, its implemerntation and its
continuity.

Proven Strategies

The early corporate programs, although few in _umber, have afforded an
opportunity to develop strategies in the occupational area based on the results
of experience. These strategies, recommended to organizations seeking clues
for the successful operation of an occupational program, are (1) Recognition,
(2) Documentation, (3) Confrontation, and (4) Offer of Assistance.

l. Recognition. In mcst instances, problem-drinking by an employee will
become manifest in (a) impaired job performande, and (b) absenteeism, before
the appearance of the severe classical symptoms of slcohol dependence. When
supervision is competent, these early but repeated signs--poor work, or
patterned or suspicious absenteeism, or both--are easily recognized in spite
of efforts by the employee to conceal them.

2. Documentation of impaired performance sets the stage for intervention.
Unlike most other social relationships, the link between the employer and
employee is contractual. Repeated instances of inadequate job performance
constitute a breach of this contract.

3. Confrontation. Problem drinking accompanied by impaired performance
often occurs in employees who, having worked for years in one organization,
have intense psychological as well as economic investments in their jobs.
Confrontation of such an employee is a momentous event when fortified by
documented inadeguacy of job performance and the clear possibility that
disciplinary action will be taken if he does not take steps to bring his
performance back to an acceptable level,documented jointl by labor-management.

This confrontation usually precipitates a crisis, wh!ch can motivate the
employee to do something about his problem. Often he responds by accepting
the help offered by the organization rather than face possible adverse action
that may shatter his central life role. 1In many instances the confrontation
undermines the basic rationalization which enabled the employee to avoid
recognizing his problem--the notion that his drinking did not affect his work.
(*If I'm doing my job, I can't be one of those....")

4. Offer of Assistance. The amourt and k’nd of assistance offered depend
on the capability and circumstances of the employer. Implementing a program
to identify and help the problem-drinking employee recover his health may
necessitate an investment in new personnel and procedures, additional super-
visory training, and employee education. 1If the program is correctly viewed
as a means of regaining the productivity of skilled employees in whom the
organization already has considerable investment, it is simply an addendum
to typical company goals and assigned s'- visory responsibilities. In many
cases the program can be located in exis. personnel or medical departments.

Ease and Cost of Setting Up the Program

Since the strategy primarily involves extending the uxisting organiza-
tional sgructures and goals rather than in inauaquratina new operations, the
employer’s major need is for consultation and guidance in how to set up and
maintain anti-problem-drinking activities. Occupational programming is
therefore one of the most efficient and economical means of reaching a large
number of problem drinkers, since the bare bones of the operation are often
already supported by employers and labor organizations.

Despite its simplicity, managerial logic and relatively low cost,
occupational programming to assist employed problem drinkers constitutes an
innovation. As with most new approaches, the diffusion process across the
national range of work settings is slow and not without pitfalls.

The Historic Approach

Before 1970, most occupational pro@ramﬁing efforts were focused on the
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supervisor's recognition of the signs and symptoms of alcoholism (11, 14), a
logical approach if the perc.ived goal is to detect alcoholic employges and
provide assistance to them. Thus training and education were primarily
directed toward a description of the types of problem drinkers and symptoms
of alcoholism., with emphasis on behaicoral features to watch for.

Although such a strategy has benefited many organizations and succegsfully
returned their employees to productivity (4, 7, 20), the approach was fredquent-
ly impractical for several reasons.

First, the use of signs and symptoms for identification requires exten-
sive supervisory training, and places supervisors in an unaccustomed role »f
diagnosticians. Because of the ambiguity of many symptoms of alcoholism,
recognition can be delayed by an employee who manipulates the supervisor and
provides rationalizations for his apparent problem drinking. Furthermore,
many supervisors feel unfomfortable in a diagnostic function, leading them to
?gv7r up for an employee ‘while attempting to handle the problem themselves

.

Second, such a strategy requires the erriicit designation of the company
program as ar alcoholism program. Suvervisors and emplovees are often
reluctant to utilize a resource which requires labeling thst is regarded by
some as derogatory and as leading to -the stigmatizatioa of employees processed
through it (14).

Third, some employcrs have hesitate? to adont a visibie "employee
alcoholism program” lest the known existsnce of such 2 problem damage their
relations with clients or the community.

Fourth, the strategy of an “alcoholiswm program™ tends to foster the notion
that a drinking problem emerges as a clearcut eniity unaccompanied by emotion-
al, marital, financial or legal problems. Thus program resources and staff
arc sometimes SO narrowly geared that they cannot deal with the wide spectrum
of personal difficulciecs that must be cleared away before the employee can
return to ful! productiviey.

The Troubled Employee--A New Approach

Because of resistance by some subervisors and problem-cdrirking employees
to utilizing programs identified with the labele of alcoholism or problem
drinking, the Occupational Programs Branch of the Naticnal Institute on
Alcohol Abuse and Alcoholism began in 1972 to rescommené the “troubled employee®
approach under which a few comparies had undertaken an innovative procedure
for dealing with problen drinkers. Uzing this aoproach. supervisors are
trained to identify impaired job performance a3 manifest in substandard work
and excessive or patterned aosence--withaut pintointing or relating the cause
to possible alcoholism. The training may include a hackground review of some
features of pcoblem drinking and other problans, bnt the supervisor is given
responsibility only for observation nf impaired parformance--rot diagnosis.

Such a strategy obviosusly also identi’ies underproductive emplcyees
whose primary difficulty is with roTething other than alcohol, although
experience indicates that the kulk cf thcse cpotted through the “roubled-
employee approach have probleas with alcohol in zddition to their other
difficulties. And many employers favor declirg uich a range of procblems
associsted with impaired nerformance rather than orienting a program exclu-
sively to drirking oroblems. Thua, vhila the higtoric identification~of-
symptoms-of-alcoholism approach often ruesulted ia incompiete or delayed
recogniticn of problem drinkers hecsuss of cupervisor-subordipate “negotia.
tion," the troubled-emplovne asdreachk, bv concantrating s:mnly sn substardard
performance, has cffered a speediec, lens embacrassirg methed of identifying
probiem drinkers anrd others in need n~f helr.

In addition, the troubled-emplcyee svnroash ku’lds on existing super-
visory responsibilities, rather “han rogui-ine supervizore to learn new skills.
Pinally, by defirition, the troubled-=mployee acproack avoids the potentially
stigmatic labels of "alcoholisrm™ or "problem drinking® which zan retard
referral to sources of assistance.
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Many employers and labor organizations still favor strategies geared to
providing services specifically for problem drinkers, since the troubled-
employec approach is not completely free of minor wrinkles. But it is
noteworthy that almost all occupational programs, regardless of orientation,
have abandoned the strategy of recognizing the signs and symptoms of problem
drinking, and are training supervisors to use the impaircd-performance
criterion for identification.

One yet unsolved difficulty in the troubled-employee approach is the
possibility that avoiding the term "alcohol" provides cover-up opportunities
for problem-drinking employees and their supervisors. Another is that referral
of numerous nonalcoholic troubled people may camouflage the ineffectiveness
of a program in recaching problem drinkers.

Finally, a broader range of community referral outlets is needed to
support an effective troubled-employee program, and such resources may be
limited in many c¢oamunities. 5o while this new approach represents the major
emphasis in occupatiinal programming, it is most practical to adjust the
strategy to the environmental resources and needs of the local organization
developing the program.

National Consultation for Occupational Programming

Where could local employers find the technical know-how to set up a
troubled-employee program., supposing they understood the need to assist
cmployees with drinking problems? It was recognized by 1972 that only the
Federal Government could spark a suitably broad-based and substantial effort.
A nationwide program was then initiated, offering 3-year grants of $50,000 a
year to each State and Territory which would support two occupational program
consultants: one to promote programs for troubled employees 1n private work
organizations, the other in State and local government agencies. Nearly all
States and Territories applied for the grants, and appointments were made
within each State's designated alcoholism authority.

A 3-week training institute for the 106 new occupational program consul-
tants was conducted by the National Occupational Alcoholism Training Institute
(NOAT1), involving intensive education in alcoholism, organizational behavior
and labor-management relations. Since then, three l-week institutes conducted
by NOATI at 6-mcnth 1ntervals have provided advanced training in specialized
problems experienced by the consultants themselves, and afforded them
opportunities to share useful strategies.

Since the consultants are based in each State government's division
responsible for over-all alcoholism programming, tueir operations reflect
(1) the differing State structural arrangsments, (2) variations in the levels
of State acceptance and support of alcoholism activitaies, and (3) the diverse
backgrounds of those recruited as occupational program consultants. Thus
considerable variety has emerged in the pattern of activities because of
differing opportunities for role shaping.

The consultants have four basic functions:

Pirst, the consultants stimulate the interest of management throighout
the State in installing a program to identify and assist employees wh. have
drinking problems, and to provide these managements with advice and initial
supervisory training assistance in launching such a program. Equally
important is activating and maintaining the interest of appropriate labor
organizations (1, 5, 16).

Second, the consultant works to sustain the continuity of programs
already dcveloped.

Thitd, the consultant disseminates occupational programming concepts to
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organized qroups of management, personnel specialists and industrial medical
professionals to assure their cooperation. '

Fourth, the consultant develops rapport and a sharingy of concepts with
existing alcuholism trceatment and counseling agencies in the locality, to
keep thei. readily available for companies which implement programs.
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All these activatics are covered under the Federal grants, which include
funds for travel and back-up support for the consultants, in addition to
salary. In many instances States have allocated further funds for activities
which exceed the grant,

Obviously the launching of nationwide occupational programming has
required recognition of consultation in this field as a new type of profession.
No existing occupation met the unique combination ©f skills needed for the work
to b done. The position requires knowledge of alcohol problems and their
treatment, consultative ability that is both persuasive and conducive to respect
from the work world, and broad acquaintance with the functioning of diverse work
organizations and their relaticnships with a range of organized labor groups.
The rclatively low turnover in the total consultants' group (about 25%, much
of it reopresenting recruitment into other occupational programming positions)
indicates that an attractive new profession is emerging and producing job
satisfaction for canzultants and supervisors.

A professional organization in which practitioners can share arising
problems and develop liaison with related professions is important in the
professionaiization process, and gains respect from both management and labor.
To this end. the Association ¢f Labor and Management Administrators and
Consultants on Alcohoiism (ALMACA) has been organized, embracing most of the
occupational program consultants. ALMACA has an annual convention and maintains
interacticn 2ud cornunication with its membership through newsletters and otner
publications.

Collateral Occupational Skills Needed

In addition to the consultants, several other sets of occupational skills
are needed for effective implementation of problem-drinking-in-employment
programs.

First is the need for individuals within work organizations who can
function as progvam coordinators. This job includes sustaining training and
educaticnal activities for adminis*rators and supervisors, encouraging support
of managerment and labor, maintaining the system for identifying and referring
problem employees for help, preserving access to treatment resources outside
the organization, keeping systematic records for follow-up of individual cases
and for monitoring program success, and administering whatever staff activities
may be assigned to the program within the organization. 1In smaller companies,
these respcnsibilities are frequently assigned as a collateral function to
someone with skills in human relations and personnel management, or to a
member of the medical department. Employees who are recovered alcoholic persons
often work effectively as program coordinaters. Obviously the position is
pivotal in continuing the acceptance of the program and assuring its success.
Training for it is included in some short-term schools of alcohol studies, and
many program coordinators keep abreast of developments through membership in
ALMACA.

A second set ¢of crucial skills are those needed for diagnosis and refer-
ral of troubled employees who have been identified by their supervisors. This
job-=-its usual titie is "motivational interviewer"--requires the ability to
recommend the problem employee tO suitable therapy, either within the company
or to the proper community agency. Through the exercise of warmth, humanity
and a close understanding of the troubles of problem drinkers, the interviewer
must convince the employee of the nature of his problem and persuade him to
take action. Such a role demands rapport with and respect from community
agencies that may be called upon as treatment resources, and complete under-~
standing of the organization's operation, to enable playing the role of
advocate with management, labor, and the employexr, without being labeled a
partisan for any single interest. These skills are somewhat similar to those
used in the specialty of industrial social work, a profession well recognized
in Europe but rarely included in professional social work training in the
tnited States. In smaller organizations, the program coordinator is often
required to carry out these diagnostic and referral tasks, placing extensive
and complex demands on a single person.
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Third ar. the skills necessary to provide guidance to employees in trou-
ble. Treatment specialists in alcoholism have often been accustomed to deal-
ing with unemployed or underemployed populations of alcoholic persons while
the methods, expectations and follow-up procedures for assisting employed
problem drinkers are different from the traditional strategies for working
with public inebriates. What is nceded is an empathetic approach which
minimizes ego threat and labeling, and maximizes the continuity of the
problem employee'a jobh invelvement. Of qreat importance is the employee's
acceptance of thiy problem before he has cxperienced the losses and degradation
of the Skid Row stereotype. The therapist must view the return to productive
performance as a primary treatment goal, a difficult task unless one has had
experience with employed problem drinkers. This set of skills likewise
reflects the specialty of industrial sccial work, requiring knowledge of work
organizations and labor union relationships, and the ability to work with
supervisors and shop stewards in follow-up.

While in some very large companies treatment and counseling are provided
by the work organization "in-house," sound occupational programming procedure
emphasizes the use of existing community rescurces rather than developing new
treatment facilities which may was.efully duplicate those already available.

Demonstration Projects

A brief description of some Federally funded projects will shed more
light on the different types of structures in which occupatioral program
activities function.

For example, at a county community mentai health center, a team of
trained experts offers consultative services to private and public employers
in the county on the operation of programs for employed problem drinkers.
Referrals from the work organizations, made in some instances with the assist~
ance of the project team, are directed to the commynity mental health center
where specialized treatment is available from professional counselors skilled
In assisting employed patients. Both the consultative and treatment activities
are funded in the demonstration project, along with a research arm which is
moni1turing hoth overations.

In another project, smaller employers have formed a consortium to
make use of referral, counseling and treatment services which have been set
up under the direction of physicians specializing in work with employed
populations.

A third pilot project involves funding services which are made available
to a wide network of city employees in various agencies.

Another project, under formula grant funds from the State, has consulta-
tive and motivational interviewing services delivered by union-based specialists,
with program development written into labor-management agreements. The
typical procedure for referral and follow-up is through a joint labor-management
committee located within the company. Referrals are made to the committee,
whaich then delegates one of its members to confront the problem employee and
initiate assistance to him.

In addition to these and other demonstration prujects, the Stanford
Research Institute has evaluated the success of long-term established programs
for problem-drinking employees in private industry (18). The same Institute
is also monitoring the characteristics of the caseloads in the demonstration
projects that offer referral and treatment for these employees. The results
thus far indicate that strong support from top management is the mos: crucial
ingredient in program development and continuity. With such support, the
program concepts were disseminated to supervisors, who showed a readiness
to identify and refer troubled employees. By contrast, Some organizations
were tound to have only "paper programs" with few resources for training
supervisors or offering real assistance. In these cases, it appeared that top
management had shown little interest in the program, and perhaps supported
it only for i1ts public-rela:ions value in illustrating corporate social
responsihiljity.
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Measuring Progress in Occupational Programming

Overall progress during 1972-73 can be measured in several different ways.
First, is simply the extent to which employers across the nation have accepted
the concepts of occupational programming for problem-drinking employees. A
preliminary survey conducted in mid-1973 using the State-based consultants as
key informants indicated that 621 occupational programs were at
some stage of development in public and private work orgaaizations. About 508
were started after the occupational program consultants began their work in
mid-1972. Abou: 60% of these new programs follow the troubled-employee
approach, and the cther 40% limit referral and counseling services to problem-
drinking employees. This pattern is in cnntrast to programs started before the
occupational program consultants began their work, when 758 had problem-drink-
ing as their primary concern. Apparently the consultants are successful in
diffusing the troubled~employee approach in programming.

In terms Of the size of the organizations covered, 75% of the older
programs are in companies with mcre than 1,000 employees, while about 50%
of the new programs are in these large organizations. This points to increasing
success of the consultants in dealing with smaller companies, which is
significant because "small business"” had previously been viewed as unreceptive
to occupational programming.

About 65% of the new prog:ams have written policy statements. The most
rapid growth of new programs was found to be in the southeastern and north
central sections of the country. A conservative estimate indicates that at
least 2,600,000 people work in organizations with some degree of formalized
assistance for problem drinkers and other employees whose work performance is
substandard. These results are impressive in view of the special difficulties
attending the launching of any nationwide program. .

Another index of progress is seen in the results of two Executive Caravan
surveys conducted by the Opinion Research Corporation (2, 3). These involve
interviews with samples of executives in large industrial and business corpor-
ations representative of the major companies in the "Fortune 500."

Surveys regarding awdreness of and at-itudes toward occupational program-
ming were made with samples of 528 executives in January 1972, and with 503
executives in January 1974. Since these large corporations employ a significant
proportion of thc American work force, progress in instituting occupational
programe within them is important in terms of employee coverage. Further, it
is likely that proqram adoption in thcee large companies may constitute
opinion leadership through associations of axecutives, and may inspire othors
in the private business community to set up programs.

The 1972 survey indicated that 25% of the executives reported their
organizations as having a program to identify and assist people with drinking
problems. However, nearly half of these programs were '.ported to have only
moderate or little support from top management, indicating the possibility
that many were merely paper programs. In the 1974 survey, 34% of the
executives reported the existence of a program for problem drinkers, and the
proportion which lacked strong support from top management had shrunk to 308%.
Thus it appears that not only have the occupational program congsultants and
other key organizations and groups been successful in initiating new programs
in major corporations, they have also developed a strong base of managerial
support for these innovations while simultaneously bolstering management
support for programs that existed previously.

The Executive Caravan surveys also highlight a readiness to consider
adopting a program, indicated by the fact that 80% of the executives in both
surveys felt that assistance for problem-drinking employees is worth the
investment. A similar proportion in both studies felt that company medical
insurance plans should cover the cost of such help. While these positive
attitudes are encouraging, they highlight one of the major tasks in the
occupational consultant's role: obtaining access through the organizational
structure to decision-making e¢xecutives. The successful dissemination of
program concepts needs personal contact with these high-level executives, for
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only rarely can progyrams be stimulated solely through written materials or
similar impersonal devices. In some instances, consultants set the stage for
such executive access through work with voluntary community groups which include
numbers of decision-making executives in their membership. A notable example

is the achievement by State-based consultants of formal acceptance of occupa
tional program concepts by the Michigan State Chamber of Commerce, which .
culminated in 1973 with the Chamber's publication of guidelines for proqgram
development that were distributed to its membership.

Other data from the 1974 Lxecutive Caravan survoy point to factors whieh
are known to increase the readiness for program adoption amony corporation
executives. Whereas 34% of the respondents in the 1972 survey estimated that
more than 2% of their work force were problem-drinkers, 50% of the 1974
respondents estimated a prevalence rate of at least 28. Likewise, a significant
decliine was revealed in the proportion of executives who stated that alcohol
was "not really a psoblem®” in their organizations: in 1972, 46% held this
attitude, while in 1974 the proportion had declined to 35%,

In this connection, the Stanford Research Institute study of established
company programs (18) had shown that executives' personal acquaintance with a
problem-drinker whose productivity had been damaged was a key element in
effecting program adoption. Other evidence from the occupational program
consultants confirms the importance of such direct personal experience in
persuading decision-making executives of the value of programs to assist
underproductive problem employees. About 408 of the 1974 Executive Caravan
respoadents said there were employees whom they saw on a regular basis who
ware problem drinkers. About two-thirds of those in the 1974 survey also
stated they knew individuals in the management of their companies who presently
or previously had drinking problems.

Reacting to another question in the Executive Caravan survey, 80% of the
1974 respondents said that the major organizational cost of problem drinking
stems from poor job performance, and 708 indicated that absenteeism is also
a major cost factor. This strengthens the emphases of occupational programming
on using poor performance and absenteeism as the bases for identifying troubled
employees.

further description of the nature of occupational programs in this sector
of major private American enterprise comes from the 1974 survey (3). :

1. About 70% of the executives in companies having programs report that
these are based in the personnel department; the rest are in the medical
department.

2. Within these programs, 21% report the primary use of outside treatment
resources, while 23% indicate resources in the medical department: 40% report
that individual counseling is the primary mode of treatment.

3. The three predominant reasons for a company starting a program to
assist problem-drinking employees were reported as (a) recognition of the
adverse effects of problem drinking on productivity; (b) social consciousness
on the part of management; and (¢) specific awareness of a drinking problem
within the company.

4. In companies where part or all of the work force is unionized, 60%
reported strong or moderate union support for the occupational program. Only
13% reported union indifference and 27% were unaware of the union's attitude.

S. Only 12% reported that the services of the program are available to
members of an employee's family who may have a drinking problem.

6. Nearly half reported that they personally knew an employee who has
successfully recovered from a drinking problem through using the company's
program.

7. Less than half (42%) reported that their company's program extends
to troubled employees other than those with drinking problems. However, 52%
of the executives in the total sample stated that they would be in favor of a
policy offering appropriate help to all employees manifesting poor job perfor-
mance, regardless of the type of personal problem involved.

8. Awareness of occupational programming concepts among about half of
thesc executives is indicated by the fact that 48% of them had attended meetings
or read materials dealing with programming principles. This pinpoints a
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continued need for provicing consultative and educational services for those
who had not had such exposure.

Great. impourtance nas been attached to the involvement of unions and other
labor organizations in o: cupational program development (1, 16). Union
representatives have been included in the training of State-based occupational
program consultants, and the cultivation of rapport with unions to gain their
participation in company programs is a stated responsibility of the consultant.
Occupational programming has been well accepted among national union leaders,
and this cooperative attitude has been largely sustained at the local level
(5).

A final mark of the program's success is its recognition in health
insurance provisions. Coverage for the costs of treatment for problem drinking
and other causes of job impairment is increasingly included in company medical
insurance policies. Thu insurers' admission of problem drinking or alcoholism
as a legitimate health problem which can be identified early in the work
situation reflects to a considerable degree the occupational consultation and
education effort now visible on a national scale.

Other Indices of Progress

Another indicator of the spread of occupational programming concepts is
the existence of numerous occupational consultants funded by agencies other
than NIAAA. These include consultants assigned tO community mental health
centers and those working under the auspices of local councils on alcoholism.
An informal survey conducted in 21 States by the Occupational Programs Branch
1n December 1973 revealed a total of 254 full- or part-time occupational
program consultants funded from sources other than the specific grants to
the States and Territories (12).

Types Of Innovative Activities

The success of 18 months of consultative activities in occupational
programming is further reflected in increased local support for innovative
projects spearheaded at the Federal level.

For example, in one western State, Federal grants to support occupational
programming functioned as "seed money" and led to the assumption of responsi-
bility at the State level. After the program's concepts and effectiveness were
made known to State legislative decision-makers, they voted more than a
million dollars in State funds for expansion of programming activities. Paral-
lelingy the Federal pattern of allocating grants to the States, this State
distributes funds to cach of its counties on the basis of justified needs and
plans for development.

In another model program, occupational services are provided to the
relatively small and widely dispersed State employee population in a sparsely
inhabited State. Under a policy emphasizing the troubled-employee approach,
the State has hired a tull-time personnel management spaecialist with Government
experience to administer the program. Efforts are underway to conduct
supervisory and managerial training throughout the State government.

Programs have also been set up in large corporations with diversified
operations located in numerous States, requiring the cooperation of several
State-based program consultants. A number of such arrangements are currently
serving the entire employee population of large multifunction corporations,
with proccdures adjusted to the demands of local subsidiaries.

In several municipalities, occupational programs now provide services
to city employees, usually beginning with one or two departments, and expanding
to cover the entire public employee network. In one city, consultants have
put together a consortium of public employers at different levels, including
geveral Federal offices, to make use of a central consulting and referral
service.

As the world's largest employer, the Federal Government is in a position
to provide leadership in innovative management techniques. The Comprehensive
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Alcohol Abuse and Alcoheolism Prevention, Treatment and Rehabilitation Act of
1970 (Public Law *1-616) includes a provision that occupational programs to
give assistance to problem-drinking employees would be developed in all
Federal civilian installations. The legislation was followed by guidelines
from the U.S. Civil Service Commission (Federal Personncl Manual Letter 7Y92-~4)
directing each executive department and independent agency to formulate a
policy for diffusion to its local offices. By January 1974, most Federal de-
partments and agencies had submitted occupational program policies to a special
office in the Civil Service Commission designated to provide leadership for
the over-all Federal occupational program. In some cases, guidelines have
since been further modified to accommodate different functional or operational
characteristics.

In ongoing studies of these Federal programs, two universities are
currently examining the diffusion of policy guidelines and concepts to local
branches in the southern and northeastern sections of the country. The
studies will assess attitudes toward alcohol problems, and supervisory
predispositions toward different strategies in managing the problem-drinking
employee. From the beginning, the Federal employee alcoholism program has
formally been restricted to problem drinkers, but in some departments it is
being broadened to encompass all troubled employees. It is envisioned that
most Federal civilian programs will eventually use the troubled-employee
approach.

The U.S. Postal Service, at the time the Post Office Department, was the
first Federal Government agency to implement a formal program aimed :t assisting
the recovery of the problem drinker. The Postal Service Program (PAR) was
designed as a complete sSystem encompassing the identification, treatment,
education and follow-up of employees with a drinking or alcoholism problem.
The program is “"action” oriented rather than "clinically" oriented and uses
as its foundation the full-time counseling services of recovered alcoholic per-
sons. The PAR System, it has been reported (10), has effectively assisted 3
out of every 4 persons who took part in the program for a total of over 3,000,

and is now being expanded to cover all installations in the Postal Service.

Considerable proaress has also been made 1n the development of programs
for both military and civilian employees of the Department of Defense. The
several branches of the military have developed policy statements and plans
for dealing with problem drinking which are oriented toward help rather than
punishment or dismissal. The Department of the Army has instituted combined
problem drinking and drug-abuse programs at numerous installations in the
U.S.A. and abroad, with emphasis on supervisory identification through impaired
performance and the provision of on-base counseling. The Department of the
Navy has progressed with basically two types of referral and treatment ap-
proaches. The first consists of regional rehabilitation centers to deal with
problem drinkers who require a comprehensive treatment regimen. The second
is comprised of “Dry Docks" located on Navy bases and designed for relatively
brief treatment of identified problem drinkers. Both of these approaches
include a strong emphasis on Alcoholics Anonymous as a major help resource
and for follow-up maintenance.

Additional Needs and Problems

The first 18 months of national occupational programming have been marked
by good progress, but numerous problems persist. Solutions will come partly
from systematic monitoring of these early experiences in the field. Other
problems require further research in the behavioral sciences.

A basic question remains: What factors in the consultative process
contribute to the acceptance of occupational programming by executive decision-
makers? The reply must examine the variety of consultative methods used, the
point most advantageous for achieving entry into an organization, the emphases
most persuasive in winning program adoption, and the amount of consultation
necessary to inaugurate and continue an occupational program. It is likewise
: important to calculate the factors present when consultation does not produce
- the adoption cf a program, or develops plans on paper with little or no
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managuement support.

Further monitoring of success is needed, beginning with careful consider-
ation of the criteria for meaningful evaluation., It is recognized that
assessing the “penetration rate"--a name given by the professionals to the
extent to which a program is successfully reaching the problem drinkers in
the workiny population--will be a difficult task. A related need is for the
improvement of methods of estimating the presence and prevalence of problem-
drinking employees in a wide range of large and small businesses. Exploration
of the valuc of different techniques to improve the penetration rate is
necessary. Details of follow-up and evaluative tools for monitoring the
progress of specific cases also remain to be worked out.

Greater insight into the way the identification and referral processes
actually function within work organizations would aid in designing programs and
in specifying the content of the supervisory training. There are no guidelines
for asse$sing the characteristics of supervisors or problem employees which
lead to rapid referral or to cover-up and delayed referral. The confrontation
process itself needs further examination to discover the ingredients which
impel 2 problem~drinking employee to seek help and actively participate in
recommended treatment.

Further study of the efficacy of various community resources in counseling
or treatiment, and of the types of supervisory training most likely to produce
the predisposition to carry out occupational policy guidelines, is also needed.

Occupational programming fcr problem-drinking employees is designed
largely for organizations with enough employees to support a distinct personnel
management or medical function. Of course many American workers are employed
in small companies lacking these specialized divisions. Furthermore, small
businesses generally have little “organizational slack"” which could fill the
qap when a troubled employee must leave the job for treatment or counseling.
Therefore,further promotion of consortiums of small cmployers is nceded,
through wnich occupational program coverage could be introduced to the
working members of thce whole group. More information is also required on
appropriace steps for developing community-based treatmcnt and counseling,
geared to the specific needs of employed problem drinkers.

It is likewise difficult to promote occupational program coverage for
lower-status workers employed in agriculture or other industries where the
employer's commitment and interest in employee welfare may be relatively low.
Steps are currently being taken by NIAAA to encourage the initiation of
demonstration projects for assistance to problem drinkers among migrant
agricultural workers.

Problem drinking among upper~level executive, managerial and professional
personnel can exact heavy costs in impaired decision-making and poor public
relations. By the nature of their jobs, many of these individuals lack close
supervision ai..d perform work which is difficult to evaluate in the short term.
Upper-level personnel also typically enjoy greater privacy and freedom of
scheduling, which allows for the lorger cover-up of a problem affecting their
job performance. There is a tendency in most companies to accept occupational
programming as applicable to rank-and-file workers, with little consideration
of applying the same concepts to the upper echelons. The absence of organiza*
tion-wide coverage by an occupational program can lead to charges of discrimin-
ation, particularly when the workers among whom the program is implemented are
unionized. A strategy for identifying upper-echelon problem drinkers, and for
referring them to helping programs,is a persistent need.

While early identification has proved an excellent method for secondary
prevention, further consideration should be given to possible primazry inter~
vention in work organizations. Little is known about the work-related factors
which may lead to or exacerbate a drinking problem before it has had an impact
on work performance. ldentification of such factors, and efforts to minimize
their effects on employees, would be steps toward the primary prevention of
problem drinking. Research strategies such as the careful construction of the
cxperiential work histories of identified problem drinkers would be a move

. toward the inclusion of primary-prevention strategy in occupational programming.
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Summary

The provision of guidance and services leading to the identification and
prevention of problem drinking among employed persons has assumed a very sig-
nificant role in battle to reduce alcoholism. These efforts, collectively
labeled “"occupational programming," are based on the premise that work organ-
izations provide settings with unparalleled potential for the early identifi-
cation of problem drinking. This kind of identification provides the oppor-
tunity for effective intervention to assist the employed problem drinkers
before they progress to the point where they require extensive inpatient care
or cannot be returned to productive work life at all. While the concepts are
not new, the progress in implementing them is new. The number of new occupa-
tional programs, the improvement in attitude on the part of corporate execu-
tives, and the increase in the personnel and organizational resources for
developing such programming, all reflect the advances made in the past few
years.
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Chapter 11X
ALCOMOLISM AND HEALTH INSURANCF

Despite recoagnition by the highest medical authorities throughout the
world that alcoholism is an illness (2, 9 , 16,28 ), some segments of society
have been slow to respond to its import as a major public health problem. Cne
of the reluctant segments is the network of public and private agencies involv-
ed in providing insurance or other forms of financial compensation for health
services. As a result, persons afflicted with the illness of alcoholism have
often been denied the treatment-cost benefits provided for the health care
needs of persons manifesting other--especially physical-~diseases. In this
reepect alcoholism is comparable to other forms of emotional illness.

A recent examination of coverage for alcoholism in various forms of health
insurance in the U.S.A. (13) revealed a spectrum of widely differing benefits
and limitations under various policy restrictions. Some health insurance poli-
cies, for example, provided payments only for intensive treatment in strictly
medical settings. Explicit exclusion of alcoholism from policy benefits was
common.

Nevertheless, some insurance companies have recognized that actually they
are often paying for the treatment of alcoholism, but under subterfuge diagno-
ses. There are signs of a growing sensitivity to the needs of alcoholic per-
sons for health care services and for appropriate insurance type coverage.
Recently the House of Delegates of the American Medical Association (1) form-
ally resolved “that insurance companies and prepaid plans be urged to remove
unrealistic limitations on the extent of coverage afforded for the treatment of
alcoholism, recognizing that alcoholism is an illness."”

Background

Traditionally, to the extent that alcoholism has been covered by insurance
or other prepaid plans,it has been under the umbrella of mental health bene-
fits. But thirdeparty payments (payments made by an organization or agency
retained by or acting for the patient for the payment of charges incurred) by
public and private insurance companies, Medicare and Medicaid, for illnesses
labeled as mental, and including alcoholism, have lagged far behind those for
the forms of illness labeled as physical. Of significance in accountina for
this discrepancy was the fact that in the late 1920s and early 1930s the
public response to mental illness in general, and to alcoholism specifically,
was to hide the condition, presumably because of the social stigma associated
with it. The treatment of choice at that time, for the majority of emotional-
iy ill patients, was to institutionalize them in "mental” hospitals, which were
supported by the State governments (11).

Coverage for the treatment of mentally ill or alcoholic individuals
through third-party reimbursement was therefore not needed, since the costs
were subsidized by the tax dollar. Under these conditions, however, for the

. most part only those alcoholic persons who developed acute or chronic brain

syndromes were admitted to the State mental hospitals--a small percentage of
the total. The rest were treated privately or in private sanitariums at their
own expense, or. in general hospitals often under subterfuge diagnoses, or by’
non~medical modalities, including those of clinical psychology, religious coun-
seling, lay therapies, and, from the mid-19308 on, Alcoholics Anonywous: oOr,
for the most part, they went untreated until theybecame totally disabled.
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As time went on, and as the commercial insurance companies had no speci-
fic exclusions for mental illness, including alcoholism, the States began sub~
mitting claims for the hospitalization of those patients who had insurance, in
order to recover the institutional costs for the care of patients with mental
illness or aleoholism. Insurance companies countered by adding to their cover-
age specific definitions of hospitals so as to exclude State mental hospitals.
Even in the carly 1950s, when outpatient coverage by health insurance companies
for physical conditions was beginning to expand, there was no comparable expan-
sion of mental health and alcoholism benefits (1l1).

The situation that currently exists in terms of mental health insurance
coverage, which in most cases includes alcoholism, is a far cry from that of 20
years ago. At the present time approximately 63 percent of the civiliar popu-
lation have some form of private health insurance which covers the treatment of
mental illness through hospitalization. About 61 percent have same coverage for
physician in-hospital visits for mental conditions and about 38 percent have
some coverage for physician office visits for mental conditions (25). Despite
such seemingly extensive coverages, highly restrictive limitations often exist
with regard to the type of facility in which the patient can be hospitalized,
the length of stay, and for outpatient treatment, the number of visits, and the
arount of reimbursement.

History of Federal Experience

Although some Federal agencies such as Social Rehabilitation Services and
the Social Security Administration have been concerned with alcoholism services
for populations under their jurisdiction, the major concern for health insurance
coverage for alcoholism has been within the Department of Health, Education,
and Welfare (DHEW) and more specifically, since its creation in 1970, in the
National Institute on Alcohol Abuse and Alcoholism (NIAAA). DHEW's activities
date back to before the establishment of the National Center for Prevention and
Control of Alcoholism, the predecessor of NIAAA. At that time, an Advisory
Committee to the Secretary of DHEW recommended that studies in the area of
alcoholism be undertaken. One recommendation concerned the need to examine
third-party reimbursements for alcoholism. 1In 1967, the National Center for
the Prevention and Control of Alcoholism began accumulatiny data on inpatient
coverage for alcoholism treatment under health insurance. A 1968 report re-
leased the following information (26):

l. Just over 60 percent of the general hospitals excluded the admission
of persons needing alcoholism treatment.

2. About 40 percent of the Blue Cross-Blue Shield plans excluded alcohol-
ism from coverage.

3. Independent health insurance plans had even greater exclusions for
alcoholism than the Blue Cross=-Blue Shield plans. Commercial insur-
ance companies were not surveyed, but available information indicated
that they were probably similar to Blue Cross and Blue Shield compa-
nies.

with the advent of the legislation that created NIAAA, the Comprehensive
Alcohol Abuse and Alcoholism Prevention, Treatment and Rehabilitation Act of
1970, interest in the question of insurance coverage for aicoholism came to the
forefront. NIAAA began to encourage programs for employed alcoholiec persons
and the necessity for employers to offer some type of insurance coverage for
their alcoholic employees.

In the spring of 1972 NIAAA sponsored an update of the 1968 report. Thie
study (13', released in the fall of 1972 (discussed in detail below), found
that although there has been some improvement in health insurance coverage for
alcoholism, it is still far behind benefits available for physical conditions.
Of the companies that provided alcoholism coverage, the nature and extent of

benefits varied widely.
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Coinciding with the interests of NIAAA were those of the Public Policy
Committee of the National Council on Alcoholism (NCA). This committee repre-
sented National voluntary efforts in developing public and private third-party
payment mechanisms for the treatment of alcoholism. After the 1972 NIAAA study
was released, a joint NCA-NIAAA committee was set up to act in an advisory ca-

pacity and to coordinate further efforts regarding health insurance coverage
for alcoholism,

State Regulatory Activities

The McCarren Act of 1945 gave to the States the power to regulate the type
and extent of insurance contracts, the cost of insurance and the condtuct of the
insurance company (i.e., policy, price and procedure). In recent years State
legislatures have increasingly considered legislation which mandates that insur-
ance companies provide benefits for the treatment of alcoholism.

A recent survey (14) has sought to determine what action toward health in-
surance coverage for alcoholism has been taken by the 50 State health insurance
regulatory agencies. Responses from 47 States indicate that legislative efforts
to achieve health insurance coverage for alcoholism are only beginning. The
majority of State regulatory agencies favor health insurance coverage for alco-
holism, but only 5 States (Illinois, Massachusetts, Minnesota, Washington, and
wisconsin) have passed some form of leyislation mandating inclusion of benefits
for alcoholism in group health insurance policies. Actual benefits provided by
the enabling legislation in the 5 States range from no specification to a fixed
number of inpatient days of care: only Massachusetts requires outpatient as well
as inpatient care.

In S5 States (Alaska, Michigan, Mississippi, Nebraska, and Oregon) legis-
lation concerning health insurance coverage for alcoholism is pending (14): in
4 of these, individual as well as group coverage will be reouired, and in 4,
outpatient “enefits will be reguired.

Personal visits by the survey staff to legislative officials in 8 States
indicated that the health insurance industry has generally shifted from oppus-
ing coverage for aicoholism to providing information which would be of use in
the preparation of legislation. Lahor and management groups too have supported
this type of legislation, and have not shown undue concern about treatment
costs. Hospital and physician groups tend to favor legislation for alcoholism
beneii:s which would limit coverage to hospital inpatient treatment by aqualified
physicians.

California has initiated a pilot occupational health insurance program for
all State employees. The project is financed by State funds made available by
legislation (SB 204) passed in October 1973. The insurance covers alcoholism
as a primary diagnosis for employees, their spouses, and all family members.

The Comprehensive Alcoholism Treatment Program is based on the NIAAA model. The
benefits include 6 days of detoxication, 21 days in a general hospital or
specialized alcoholism treatment center, 30 days in a recovery home or other
regsidential facility, and 45 out-patient visits. All insurance carriers curr-
ently offering basic health care coverage to State emplovees have agreed to
participate in the program. The experience gained during this pilot will be
used in developing an ongoing alcoholism health insurance program to be included
as part of the basic health care provided for all employees in public and
private industry in the State.

At present, State legislation seems to be the most effective means of
gaining adeauate third-party payments for alcoholism treatment from the private

health insurance industry. In the future, National health insurance mav become
ths important means.

Developments in the Private Health Insurance Industry

At the present time, according to a Social Security Administration estimate
(25), about 80 percent of the civilian population has some type of private in-
surance coverage for hospitalization. As noted above, however, alcoholism is
. . often excluded, or limited under mental-health coverage, although at the present
Z_.tire the insurance industry is showing signs of becoming more responsive to the

Q
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ngghs of problem drinkers. A 1973 survey (18) indicated that in a representat-

ive sample of the U. S. population 66 »ercent favored health insurance coverage

which would include treatment for drinking problems and alcoholism,

The 1972 study mentioned earlier (13) concerned available health insure
ance coverage for alcoholism. There are three major components in the U.S.
private health industry:

1. Blue Cross and Blue Shield companies: Blue Cross is concerned
with hospital services, Blue Shield with professional services.
These nonprofit organizations operate in conjunction, through
independent area plans, throughout the U. S. A.

2. Independent companies: These are a compoeite of employer-
employee plans, community plans, private group clinics and
dental service corporations, both nonprofit and profit-making.

3. Commercial insurance companies: These are life and casualty
insurance companies as well as others whose activities are
limited to the health area. Most are stockholder private
enterprises.

Blue Cross and Blue Shield

At the present time Blue Cross and Blue Shield enrollees comprise an esti-
mated 388 of the private health insurance enrollmejt (13). Rpproximately 75¢
of the Blue Cross plans have some kind of alcoholilm covevage, and approxi-
?%goly 62% of the Blue Shield plans provide some type of alcoholism coverage

Among those Blue Cross plans which do include alcoholism as a compensable
illness, about half provide only a limited set of benefits, less than those
afforded for other conditions (13). Limited benefits are usually in the range
of 30 to 45 hospital inpatient care days. One of the most serious limitations
of Blue Cross plans is that they generally cover only expenses incurred in a
hospital recognized by the American Hospital Association and by the Joint Com-
mission on Accreditation of Hospitals. Thus, care in many psychiatric or
special alcoholiem facilities, which do not meet hospital accreditation crite-
ria, i not covered under these plans. Only about 9% of the Rlue Cross plans
cover psychiatric or special alcoholism facilities.

In April 1974 Blue Cross of Maryland (3, 4 ) announced that it was expand-
ing its group health coverage to include the renabilitation of alcoholic per-
sons at private residential treatment ceiters. Coverage can be added to group
health contracts for $0.45 a month for an individual, and $1.00 a month for
husband and wife. Coverage is limited to a lifetime maximum of 60 inpatient
days, restricted to 30 days per confinement per person. Semi-private room and
board, medical and nursery services, and rehabilitation services are included.
Both premium reduction and expansion of coverage to outpatient care are
currently under consideration by this Blue Cross plan.

Independent Companies

Only a small number of independent insurance plans were surveyed in the
1972 study. The majority offered limited benefits for alcoholism, the most
serious exclusion being services performed outside an inpatient setting (13).
Among the independent plans reviewed which offered the most comprehensive
alcoholism benefits to large employers of personnel in the U.S., both public
and private, are the plans negotiated by the U.S. Civil Service Commission,
the CHAMPUS program for the military, and the other plans for Federal employ-
ees.

l. The CHAMPUS Program. CHAMPUS (the Civilian Health and Medical Program
of the Uniformed Services) is a Federally sponsored program and covers "non-
military hospital costs for dependents of active duty personnel and dependents
of retired persons, and the wives or dependents of persons who died while on
active duty or in retired status” (13). Although alcoholism seems to be cover-




ed under nervous, mental and “"emotional®” disorders, it is not specifically in-
cluded or excluded in the CHAMPUS plan. CHAMPUS provides unlimited inpatient
care (hospital and professional ccsts) as well as limited outpatient care.
Claims for the treatment of alcoholism under CHAMPUS insurance have been dealt
with favorably.

2. Federal Employees Plans. The U.S. Civil Service Commission has some
38 plans with insurance companies to cover Federal employees throughout the
U.S.A. All of these include adeguate outpatient and inpatient benefits for
mental illness. None of the plans specifically exclude alcoholism, but only
27 of these plans refer to alcoholism in their policies. Any new Civil Ser-
vice Commission plans must offer adequate coverage for alcoholism. Since
alcoholism is generally included under “mental and nervous"” conditioms, the
benefits f.ovided vary widely. For example, plans range from 5 to 365 days of
hospital care per year, although the maiority provide only limited coverage:
5 to 30 days. At the present time, the Civil Service Commission, which admin-
isters the Federal tmployee plans, 2ces not keep a record of the number cf
persons who are diagnosed with alcohol-related illnesses or alcoholism. Again,
benefits are usually provided only for confirement in the traditional medical-
surgical setting.

Commercial Insurance companies

While the 1972 study did not include a survey of commercial health
insurance companies, reports produced by National Underwriters (12,22), gives
gsome indication of the current alcoholism coverage by commercial insurance
companies. Of some 280 different health insurance policies offered by 91 com-
mercial companies, 8 percent specifically exclude benefits for alcoholism,
while 9 percent limit alcoholism benefits. Others exclude or limit kenefits
for nervous Or mental disease or disorders, but since the major categories
are not mutually exclusive, there is no way to determine to what degree
alcoholism is included in these categories.

Two commercial insurance carriers, Kemper Insurance, and Employers Insur-
ance of Wausau, have initiated important changes in terms of assuring coverage
for alcoholism.

The Kemper group, one Of the country's largest insurance organizations,
has expanded policy coverage (17) to provide for inpatient and outpatient
treatment of alcohclism at hospitals and State-licensed alcoholism treatment
tacilities. This coverage will add no additional premium charge to their
group policies. The Kemper Company recognized that many claims for a variety
of illnesses are only subterfuges for alcoholism; the specific coverage should
therefore help in earlier identification and treatment of this illness, avert-
ing more expensive treatment at a later -stage.

Employers Insurance of Wausau is &:30 increasing alcoholism Coverage under
its group health insurance policies (8), providing for both inpatient and out-
patient treatment under approved programs. Employers Insurance makes its own
inspection of alcoholism treatment programs and approves those which it consi-
ders acceptable under their policies. In copjunction with this, they have
gugablichod a new consulting service on alcohol-related problems for policy

olders.

Developments in Public Health Insurance Programs

Medicare

The Medicare Federal health insurance program provides specified coverage
under the Social Security Act (Title XVIII) to qualified persons aged 65 and
over. Nearly all of the approximately 20 million persons of that age are eli~
gible (27). The two parts of the program consist of hospital insurance and
supplementary medical insurance.

Medicare provides generous psychiatric benefits, including alcoholism,
and hospital care in a general hospital setting, while care in a psychiatric
hospital is quite limited. Medicare allows almost all services up to 90 days

Q
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in @ particular henetit period. In addition, a lifetime reserve of 60 days
would allow the patient to be continuously hospitalized for a period of 150
Jdays. However, Medicare limits the henefits provided in a psychiatric hospi-
tals to 190 days during 3 person's latetime (29%).

Medicaid

The Medicaid program provides funds to States for health care for the
cataegorically needy and the medically indiacent, provided the State program
meets certain standards. The types of services vary dreatly, since Medicaid
is primarily a State operation. Fven though Federal matching money is avail-
able, many States do not include in their State plans coverage for mental
health outpatient services through general hospitals, psychiatric hospitals,
community mental health centers, or other services in non-residential settinas.

At present only one State, Arizona, has no Medicaid program. States
having Medicaid programs are reguired to include persons receiving financial
assistance throuah programs for the aged, blind, disabled, and families with
dependent children; also, other persons who would be eligible for financial
assistance except that they do not meet certain State requirements. The States
may also offer care to certain medically indigent persons under age 21 and
other needy persons (25). .

Medicaidnfunds are used for physician services, inpatient and outpatient
hospital and nursing home services, and other related costs, as well as psychi-
atric services. Under Medicaid the State programs may not deny medical care to
eligible persons on the basis of diagnosis, although the States may, and many
do, place limits on the amount of care to be provided, such as the number of
days of hospital care or the number of physician visits. 1If the patient goes
to a general hospital, he is eligible for the total benefits allowed by State
plans, but if he goes to a public mental hospital, he must be either over 65 or
vnder 21 years of age to be eligible,

National Health Insurance

1n recent years third-party mechanisms to finance all or part of the
costs of health care have become increasingly important. For the first time
in 1965, legislation (Medicare) provided publicly sponsored health insurance
for a limited segment of the population. Since then, legislative proposals
and enactments for health insurance in the U.S. Congress have been increasing.

More than a dozen proposals for various forms of National health insurance
are pending before the U.S. Congress at the present time. Other proposals may
be added in the near future. The proposals range from minimal to comprehensive
coverage, and in many of them provision is made for the coverage of alcoholism
under the aegis of mental health.

In a recent survey of a cross-section of U.S. households (18), the re-
spondents were asked whether treatment of drinking problems and alcoholism
should be included in a National health insurance program; 73 percent thought
it should be included, 10 percent were not sure, and 17 percent felt that it
should not be included.

It is expected that the results of whichever bill is passed will be a
compromise. Under such a Naticnal health insurance program it is hoped that
there will be adequate coverage for alcoholism; that the program which emerges
will encourage not only the utilization of innovative non-traditional types of
heaith carec settings, such as community-oriented alcoholism treatment centers,
but also the integration of alcoholism services into the mainstream of the
health care delivery system; and that emphasis for alcoholism services will be
placed on outpatient rather than inpatient care, in most stages a less expen-
sive and more effective means of treating alcoholism (19).
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Disability insurance is a means of providing income to the insured when
normal work activities and income are interrupted due to accident or illness.
The two types, public and private, seem to differ mainly in terms of the amount
of payment and the lenath of time for which insurance can be collected.

Public disebility Insurance falle intn rwe catrdories: Werkman's Compen-
sation, which provides f{ncome in the cvent of a workeconnrcted accldent or
illness: and temporary disability insurance, which provider income when wage
loss is caused by a non-work-connected disablerent. At the present time, only
S states ‘Rhode Island, California, New Jersey, New York and Hawaii) and Puerto
Rico offer temporary disability. In all 50 States, however, Workman's Compen-
sation is in effect, although there is consideraltle variation in the coverage
offered for work loss due te alcoholism., The pertinent State statutes vary
widely, “from mere existence of intoxication at the time of injury (as ar ex-
clusion from benefits) to irtoxicatior beirc the sole cause of the injury” (13).
To date only a few instances have been reported of compensation for injured
workers who suffer from alcoholism or whe develop other alcohol-related prob-
lems after and due to their injuries. In such cases, compensation benefits
ace paid for the alcohol-related problem.

tersons with private disability insurance are generally elijaible for bene-
fits if they have disabilities connected with alcoholism (13).

Developments in Health Maintenance Organizations

With the passage of the Health Maintenance Organization (HMO) Act of 1973,
a r.ow opportunity has become available to provide alcoholism services ir a rew
hecalth delivery syster.

In general, an HMC is an organization which offers an organized system of
health services to an enrolled group of persons for a fixed prepaid fee. All
IIMO's receiving Federal assistance under the Act must provide basic healtn
services on a prepaid basis to an enrollment eroup which includes the various
age, social and income groups within the area it serves:; and, at their option,
provide supplemental health services on either a prepaid or fee-for-service
basis.

Some of the provisions of the Act relate specifically to alcoholism.
Others do 8o by indirection, and are susceptible to varying interpretations.

The basic services which relate directly to the treatment of alcoholism
are defined by the Act to include (1) short-term, outpatient evaluative and
crisis-intervention mental health services: and (2) medical treatment and re-
ferral services (including referral to appropriate ancillary services)vfor-.the
abuse of or addiction to alcohol. :

The supplemcntal services which relate indirectly to the treatment of
alcoholism include (3) mental health services not included as a kasic service
under (1) above: and (4) long-term physical medicine and vocational rehabilita-
tion services.

Of the provisions cited, only item 2 specifically refers to alcoholism,
while provisions 1, 3, and 4 are matters of interpretation. Regulations and
guidelines specifying HMO involvement with alcoholism are currently under prep-
aration..

Thus the inclusion of alcoholism services in the benefit package is re-
quired of all HMOs receiving Federal assistance. Information is not available
at this time which would indicate how many of the current estimated 117 Opera-
_ tional HMO's and of the 125 known HMOs in process of formation offer these

. services. There is no doubt, however, that most HMOs are currently treating
aleoholism and alcohol-related problems, although many of these are being
treated under other diagnoses. The question for the future is not whether HMOs
will provide services for alcoholic persons, but whether they will provide an
effective and adequate scope of services.

Currently, HMOs which offer alcoholism services must provide or arrange
treatment services for those who request them, This is in contrast to other
- health insurance programs, whose commitment is only to pay for treatment once
— it has been received.

Q
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Insurance Coverage for Alcoholism Among U.- 8. Corporations

It has peen estimated that welil over half of the alcoholic persons in the
U.S.A. are employed. Yet most of these persons are unable to work to their
fullest capacity and may eventually even become unhemployakle if they are unable
to resolve their alcoholism problems. These persons are thought to miss work
about 2% times as often as the general employed population. Without doubt
alcoholism problems are responsible for the loss of capable and experienced
employees, one of the most important resources of any company (20).

A survey (12) in 1972 by the National Council on Alcoholism sought to de-
termine the extent of health insurance coverage for alcoholism among 21 U.S.
corporatione representing a total erployee gpopulation of about a million. Only
1 corporation excludes alcoholism coverage for its employees, and 2 do not
offer inpatient coverage. Approximately 40 percent of the corporations pro-
vide some type of outpatient coverage.

The 21 corporations use a combination of health coverages: approximately
14 percent. including both large and small firms, are self-insured; about 38
percent are insured by Blue Cross and Blue Shield; and almost 50 percent by
other insurance companies. Three corporations use a combination of Blue Cross-
Blue Shield and another insurance company: in each case the “other"™ insuror
provides major medical coverage. About 40 percent of the corporations impose
no limitations because of an alcoholism conditiom.

In another survey (6) 503 top executives in the largest U. S. corporat-~
ions were asked whether they felt that company medical insurance plans should
pay costs for help to employees with alcohol problems. While 3 percent had
no opinion, and 15 percent felt it was not worth the cost, 82 percent thought
the company should pay.

An effective alcoholism program for employees should provide coverage for
the treatment of alcoholism similar to what is provided for other illnesses.

A 1973 study (15) reported that when employees of Illinois Bell Company utili-~
2ed the alcoholism benefits offered by their health insurance, and were suc-
cessfully treated, claims for alcohol-related illnesses and accidents were
markedly reduced. During the 5 years prior to their rehabilitation, alcoholic
employees had 662 incidences of sickness disability. 1In the 5 years after re-
habilitation, sickness disabilities wers reduced to 356, saving the company an
estimated $459,000 in wage replacements alone. There were S7 cases of on-duty
accidents reported pricr %o rehabilitation, compared to only 11 cases after.

A study in 1970 of absenteeism by employees of a large corporation,
comparing alcoholic and nonalcoholic persons, found that 63 percent of the
absences by alcoholic emplcyees were caused by respiratory infections and
digestive and musculoskeletal disorders (23, 24). The alcoholic employees
used up a greater amount of group hospitalization insurance, regardless of
whether alcoholism treatment was included or excluded in the insurance policy.
The reporting of secondary diagnoses, rather than the primary diagnosis of
alcoholism, is common, 8o that when an employee is ill due to alcoholism and
is admitted to a hospital for treatment, it is often reported as a respira-
tory ailment, gastritis, or a musculoskeletal disorder.

It is important to note that the funds paid out under grouphospitalization
coverage vary only slightly whether alcoholism is included or excl in the
contract (23). )

Companies which currently offer alcoholism under their health benefits do
not as yet find a nezed for increasing group hospitalization rates as a result
of their claims. But due to the gocial stigma involved, employees are reluc-
tant to take advanatage of this health benefit. Through utilization of the
alcoholism provision, h.:.ever, many previously unacceptable claims will become
reimbursable.

Although two large insurance companies have recently included alcohol-
ism benefits in their group hospitalization plans at no increased premium,
some resistance on the part of private industry to acceptance of this benefit
has been reported. In a survey of executives (6) early in 1974, 83 percent
. of those questioned did not consider alcohol misuse to be a very serious
I problem among their employees.
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Federal Actions Related to Third-Party Payments

Social Security Arendment of 1972

The focial Security Amendment of 1€72 (P.L. 92-603, otherwiee known as
HR=1) increased the Medicare, Medicaid, and other Social Security benefits,
and federalize@ ccertain other programs for the aged, blind and disabled. Four
major areas of concern for alcoholism treatment in HR-1 are as follows:

It seems that an aged, blind or disabled individual is not eligible for
HR-1 financial assistance if it has been dezermined that he is an alcoholic
person and is not undergoing appropriate treatment.

Individuals who qualify for financial assistance under item 1 will re-
ceive their benefits through a third-party payee. Such a requirement of a
representative payee implies that people once labeled as addicted are incap-
gg%e of managing funds even if they are undergoing treatment for their prob-

s.

Individuals eligitle for disability benefits, including disablement by
alcoholism, under HR-1 are also eligible for Medicare, thus enabling them to
take advantage of the limited alcoholism treatment benefits offered under Medi-
care at the present time.

HR-1 establishes the Professional Standarids Review Organization (PSRO) to
be set up in local communities to review the ocuvality and appropriateness of
medical care received by Medicare and Medicaid patients. €ince the lcocal PSRO
will be able to determine its own reimbursement standards for including in-
patient and outpatient care, alcoholism coverage is possible. Thus, the PSRO
provision of HR-1 is important in that it offers considerable potential for
broadening alcoholism coverage through third-party reimbursement.

NIAAX Activities

In coopeartion with broad representation from the alcoholism field, NIAAA
has tried to meet some of the inadequacies in the third-party reimbursement
area. NIAAA has defined and scheduled a 2-year Cperational Planning Objective
(H~21) to increase coverage by private health insurance companies for alcohol-
ism treatment. This objective should be instrumental in clarifying many of the
issues involved and should be ©0f help in reducing current health insurance ex-
¢lusions or limitations related to alcoholism.

Under the aegis of H-21 a proposed model health insurance benefit package
has been designed to reflect the current "state of the art" and tc act event-
ually as a guideline to companies providing alcoholism coverage in health
insurance plans. It is important to note that this proposed benefit package,
which will be made available in the future to all State alcoholism authorities,
employers, trade unions, and the insurance industry, needs further testing
before it can be implemented. :

In addition, preliminary data on the costs of treating and caring for
aleoholic persons have recently been compiled (Table 1).

Standards for alcoholism treatment services are either lacking or poorly
defined. In an effort to resolve this problem, NIAAA has contracted with the
Joint Commission on Accreditation of Hospitals to develop a Standards Manual
for alcoholism treatment programs together with a procedure for ongoing surveys
leading to accreditation. Through another contract, standards leading toward
certification of non-degrced professional treatment staff are Being formulated.

- It is expected that during the coming vear a “certifying” body will work to
gain acceptance of the standards and to implement the certification of non-de~
greed alcoholism counselors.

In an effort to stimulate health insurance coverage and third-party pay-
ments NIAAA is exploring the possibility of using incentive contracts with
profit-making organizations. The Institute plans to demonstrate that contrac-
tual incentives can yield facilities of a nature satisfactory both to the

" alcoholic population and to health insurors covering this population. This
. ghould attract enough third-party payments to enable the contractor to become
self-sustaining in a relatively short time. Contractor fees will be determined
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by the level of third-party payments they are able to generata. For example,
a contractor would receive the most profit if he were able to generate 258 of
his total receipts from third-party payments by the end of the first 6 months
of the contract. 508 by the end of the first year, and 75% by the end of the
second and final year.
vther current NIAAA activities are the development of a medel cost ac-

counting system for use by alcoholism programs and an examination of legisla-
tion and licensure requirements for State facilities.

Alcoholism Care Costs

The costs of treating the several million Americans who manifest drinking
problems cannot be supported by government funds alone. One of the more finan~-
cially viable means to ensure that alcoholic people receive timely and appro-
priate care is through the mechanism of third-party reimbursement. Yet cost is
often the reason used by various types of health benefit plans for not includ-
ing alcoholism treatment in insurance plans. For example, data from the NIAAA
Alcoholism Treatment Center Monitoring and Evaluation System (21) indicates
that these Centers currently receive only 7% of their income from third-party
reimbursement, of which approximately 2% is from private health insurance.

Determining alcoholism treatment costs is especially difficult because
they vary greatly from program to program. A recent preliminary study 6)
provides some information concerning the costs of different types of
alcoholism treatment programs compared to a model benefit package (Table 1).
It should be noted that the model benefit package does not represent a policy
statement by NIAAA but is merely a practical measure, obtained by analysis of
present treatment programs, to provide insurance companies with some basis for
projecting a reasonable range of the costs of covering alcoholism treatment in
all the settings in which it is delivered. NIAAA views the model benefit
package as part of an experimental effort rather than as a plan that is ready
for national implementation. In dealing with insurance companies and state
insurance agencies NIAAA would urge recognition of the fact that sslected
aspects of the proposal have not been thoroughly tested.

The model benefit fackage projects, as the basis for treatment in each
type of setting, the following maximum lengths of stay:

Inpatient emergency Car@® .« « « ¢« ¢ o ¢ ¢ o o o o 6 days
Iﬂpatientc‘reoooooooooooooooo. 1468’!
Outpatient €ase ¢ ¢« ¢ ¢ ¢ o ¢ ¢ ¢ ¢ ¢ o o o o o 30 visits
Intermediate care, short term . « ¢« ¢« ¢ « +» o « 30 days

Intermediate care, long term . 60 to 90 days

The results of the study 6 ), obtained by site visits to 27 alcoholism
treatment programs throughout the U.S.A., covering a total of over 60 treatment
settings, are as follows (Table 1):

Inpatient Emergency Care. Within the inpatient emergency care modality,
the general ﬁosp!tag treatient gettings cost from over 2 to 10 times as much as
settings in specialized alcoholism hospitals, other specialized hospitals,
hospital-affiliated medical emergency care centers, and hospital-affiliated
non-madical emergency care centers.

Inggtient g%re. The specialized alcoholism hospital is the least costly
of the four inpatient treatment settings. '

Intermediate Care. The partial~hospitalization treatment setting costs
more twice as much as the other three ssttings--specialized alcoholism
hospitals, recovery home or halfway houses, and other 24-hour non-medical
residential centers.

Outpatient Care. Costs varied greatly in the three treatmenc settings
analyzed (family or neighborhood alcoholism centers, hospital-based outpatient
clinics, and community mental health centers), but costs in family and neigh-
borhood alcoholism centers tended to be the lowest.
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TABLE 1
MEDIAN COSTS OF ALCONDLISM SERVICES
Cost Per Day Cost Per Stay
Emergency Care N -
General Hospital $171.56 £889.14
Specialized Alcoholism Hospital $2.70 230.84
Other Specialized Hospital 97.37 47156
Hospital Atfiliated Medical Emergency
Care Center 76.55 149.15
Mospital Atfiliated Non-Medical Emergency
Care Center 16.39 63.01
Inpatient Care
General Hospital 87.38 766.24
Specislized Alcoholism Hospits! 33.78 270.21
Other Specialized Mospital : 93.86 923.98
Hospital Atfiliated Inpatient Care
under Medical Supervision 1172.00 1,173
intermediate Care
Partisl Hospitalization 7418 1,274.21
Recovery Home 12.66 681.02
Other 24 Hour Residential Center .08 736.17
Specisiized Alcoholism Hospital 26.24 79299
Outpatient Cere
Hospita! Based Outpatient Clinic 20.07 60.23
Family or Neighborhood Alcoholism Center 5.12 190.10
Community Mental Health Center 32.22 300.87
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A preliminary conclusion from this study is that it is reasonable and
aeconomical to provide care for alcoholism through the vehicle of the model
benefit package in certain types of settings. However, it should be noted
that the costs shown in Table 1 indicate trends rather than exact values. The
number of sites in the different categories varied from 1 to 1ll. Eventually,
further studies based on this model benefit package should provide valuable
information to health insurance purchasers, labor unions, and insurance com-
panies, and facilitate the design as well as the negotiation of alcoholism
policy benefit provisions.

194

Summary

A number of factors affect third-party reimburgement for alcoholism treat-
ment services. Public opinion is shifting to favor the inclusion of provisions
for alcoholism in health insurance plans. The general population is becoming
more cognizant (1) of alcoholism as an illness, (2) of the fact that it should
be treated as an illness with both emoticnal and physical components, and (3) of
the fact that health insurance companies can cover alcoholism just as they
already include coverage for such illnesses as heart disease, cancer, diabetes,
gastrointestinal disorders, etc. without incurring excessive additional costs.

The insurance industry is becoming somewhat more sensitive to the needs of
alcoholic individuals. Nevertheless, the majority of health insurance policies
which currently cover alcoholism limit related care to an accredited general
hospital, thus excluding many types of more economical treatmsnt programs.
Certain health insurance companies are now taking the lead in beginning to bring
about change within the industry. With increasing development by NIAAA in the
areas of treatment effectiveness, cost data, licensing of facilities, certifica-
tion of personrel, etc., it may be anticipated that health insurance companies
will expand their benefits to meet the needs of alcoholic persons.

As State and Federal regulatory legislation addresses itself more sub-
stantially to insurance activities in the alcoholism field, significant changes
are occurring. Currently a number of National health insurance proposals have
been introduced in Congress which should have a profound effect on third-party
reimbursement if enacted. The removal of financial barriers through National
health ingurance will almost certainly increase the demand for frankly labeled
alcoholism services, including manpower and treatment resources, and many more
slcoholic persons will become eligible for treatment.

At the present time the States have considerablie authority over the
activities of the health insurance companies, The States have the potential to
enact effective and uniform statutes to regulate the alcoholism treatment
services to be covered by the health insurance industry within each State.

For the alcoholic person considering treatment the availability of
effective health insurance coverage can in many cases make the difference be-

:w:en gseeking and not seeking help, and between seeking it sooner rather than
ater. .
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Chapter X
THE ENHANCEMENT OF HEALTH

The ambivalence of Americans toward the use of alcohol in beverages has
been described not only as a general cultural pattern but also in a number of
American subcultures and ethnic groups. On the one hand, people condemn and
shun the alcoholic person, but on the other they are uncritical of their own
drinking-related practices. Those who drink tend to underestimate their
consumption as well as the effects it produces. Many of those who do not drink
pass harsh judgments upon those wh> do. At a minimum, people need to have in=-
formation about the facts surrounding alcohol use, its physiology and effects,
which many are startlingly lacking now. It also seems unlikely that alcoholism
and its problems can be recognized as such until scme general level of public
discussion has been activated.

Meaningful discussion about alcohol-related behavior requires some common
ground of understanding. One of the basic issues that provides the greatest
challenge in this area can be stated as follows: low can that behavior be
promoted which enhances well-being and human dignity? In other words, onhe way
of looking at behkavior related to the use of alcoholic beverages is to ask what
can be done to best enhance the lives of both those who choose to drink and those
who choose not to drink.

Since multiple factors seem to contribute to alcoholism, multiple approaches
are necessary to promote human well-being and to enhance human dignity in order
to prevent alcoholism. The causative factors in alcoholism operate within a
specific environment. Thus, for example, it has become increasingly clear that
a familial learning factor is important in the genesis of alcoholism in certain
people. However, the expression of a familial factor only occurs when environ-
mental circumstances permit it. This well=known phencmenon has recently been
elaborated in relation to the sociology of medicine and of chronic diseases.
Thus, we commonly speak of "the cause” of tuberculosis as being the tubercle
bacillus. However, even knowing this, it remains to be specified why and under
what circumstances some people get tuberculosis and others do not. Furthermore,
it appears that tuberculosis was on the decline because of social factors, such
as the relief of crowding and the improvement of housing conditions, even before
the cause was known. In an analogous way w2 may hope substantiaily to improve
the conditions surrounding alcohol-related behavior long before we are able to
specify so-called "first causes." An Englishman, John Snow, proved that cholera
could be prevented several -enturies before the genesis of cholera was known,
Alcoholism is not thought to be due to a single cause, but it can still be
identified and prevented in the early stages of its development (4). To use
another analogy, the cause of cancer is not known and, indeed, as with alcoholism,
"It is not yet clear whether cancer is many diseases exhibiting a common pattern
of general symptoms or one disease that is manifested in many forms" (23). Yet
most cancers could be prevented with currently available modes of therapy if they
could be detected very early in their devalopment. In the sams way, certain
behavioral indicators should alert all of us to the incipience of alcoholism, 1f
we could generally agree what is acceptable drinking-related behavior in specific
environments, it would become possible to help the potentially alccholic person
to use alcohol more constructively, or not use it. There are crucial aspects
of people‘'s lives where interventions can assist them greatly. '

Considering the multiple factors involved, several should be of the greatest
importance in dealing with alcohol-related behavior. First are Americans’
attitudes toward taking alcohol. Second come the actual sets of behaviors that
people engage in, which are of course not always necessarily the same as their
attitudes. A third major factor includes the laws and customs that contribute
sc much to our patchwork quilt of inconsistent drinking-related practices.
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The patterns of consumption of alcohol, including the economics of the avail-
ability of alcohol and the availability of money to buy it, are certainly
involved. The environments in which people live and work and drink, discussed
in earlier chapters of this Report, are also critical in providing clues about
the extent to which their behavior deviates from generally accepted norms.

Attitudes Toward Alcoholism

There is reason to believe that attitudes toward alcohol are changing. A
small experimental Government prewention campaign has yielded a multiplied growtt
in free public exposure of some four to five times the dollar investment in radio
television, magazine, newspaper, and outdoor advertising about alcoholizm. One
reason for this enormous public involvement is the fact that techniques of public
advertising have been used effectively to catch and sustain attention. The
effectiveness of this campaign has been measured independently by a public-
opinion research organization. The data in the accompanying chart address some
important questions: Where has this taken us? What good has it done? Is the
public aware of the campaign? How have attitudes towards the use of alcohol
changed? As can be expected from a limited experiment, the results are modest,
but they are clear (10).

Data From A Survey of American Attitudes Toward Alcohol

Sept. March Sept. 8 Change 1971
1971 1972 1973 1973 to Sept. 1973
Heavy drinking is a
very serious problem
in the country today: 59% 64% 67% 72% +22%
Alcohol is a drug: 61% 67% 718 72% +18%
There is no known cure
for a hangover: 45% 52%¢ 53% 50% +11%
Drunkennegs is usually
like an overdose of drugs: 318 38% 418 43% +39%
A host who encourages
heavy drinking among his
guests can be described
as a
- drug pusher: 19% 31% 338 33 +74%
- bad host: 50% 58¢ 56% 58% +16%

It may reascnably be concluded that Americans' attitudes towards the use of
alcoholic beverages have changed substantially over the last few years. Moreove.
since public information campaigng by voluntary organizations are continuing and
growing in volume, it is likely that heightened public awareness of alccholism
as a major social problem will also be sustained.
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The question now becomes one of taking constructive steps, founded on
sensible planning principles in so far as possible, to capitalize upon the in-
creased sensitivity of the public. Studies of public attitudes, including house
to house surveys, are continuing (3), but in the meantime the information
currently at hand must be used appropriately. HNot only is it inimical to our
democratic ideals to impose any sort of behavioral practices upon people, but it
has been demonstrated in psychology that such demends are unlikely to lead to
sustained behavior in a given direction. Indeed, there is evidence that even
people living under authoritarian government manage to ignore official anti-
alcohol propaganda which goes against long-ingrained popular practices (14).

Oon the other hand, there is great possible value in stimulating open public
discussion about the values and practices related to drinking that characterize
various groups of Americans. In this way tacit assumptions can be scrutinized
and mutual understanding achieved,

Among the cssential requirements for increasingly meaningfui and fruitful
discussions by the people of this country is a concinuing flow of reliable infor-
mation. Worldwide study and research are consistently enriching the store of
knowledge about alcohol and the effects of its use and misuse; this knowledge is
vital for scholars and researchers. It needs to be gathered up, analyzed,
evaluated, and processed systematically into bibliographies, abstracts, indexes
and archives, so that it may be efficiently availeble to those who need it 1s
background for their own work. Ready access to information about what has
already been learned is especially useful in that it helps to avert needless
duplication of researches, thus sparing both time and costs. Such organized
data banks are valuable also for legislators, educators, program administrators,
and those engaged in treatment and rehabilitation (13). Finally, a continually
updated information bank can be the basis for valid communication to the people
at large, through and by the mass media, allowing the formation of public
opinion and attitudes rooted in well-founded knowledge. The National Clearing-
house for Alcohol Information was established in order to achieve this infor-
mational breakthrough and is already responding to a huge volume of inquiries.
The collaboration of established university resources has also been enlisted to
cope with the burgeoning problem which has often been referred to as the modern
information explosion.

What accomplishment is envisioned from drawing informed attention to current
practices, similarities and differences among a variety of American subcultures?
To the degree that there:is some consensus about what these sets of behavior
are--which ones are helpful to people, and which potentially harmful--it is also
possible to recognize when people are involved in them. Having such a potentially
visible set of standards, without imposing any of them on any given person, would
greatly enhance the early identification of both benefits and difficulties in the
use of alcoholic beverar2z. This is a logical outcome of emphasis on early
regponsible use and non-uL of alcoholic beverages and early duetection of misuse.
Furthermore, it rr- ' s the opportunity to set up a testable programmatic model
which incorporat:: .1tect 1nvolrement of the American people in a dialogue with
each other and with their Government. The expected outcomes might only minimally
change the quantity of alcohol that Americans consume. But i1t should strongly
affect our ability to drink for pleasure, or not drink; to experience the values
of drinking, and to minimize the problems provoked by injudicious drinking.

Can Patterns of Drinking Change?

Societies can change over time. Drunkenness was a problem among the ancient
Hebrews. Yet temperate drinking became the established norm among Jews when
their national culture was reformed around 525-350 B.C. (12). Among Jews today,
especially the religiously affiliated, drinking is an integral part of numerous
religious observations; drinking is moderate and is rarely done for its own
sake, but is considered appropriate when coincidental to ceremonies, festivals,
celebrations, or meals (24). Among Italians, wine is viewed as a good, a
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necessary part of a substantial meal, as well as an accompaniment of celebrations
such as weddings, christenings, and holidays (15).

Changes in consumption patterns need not take generations. For example,
in A recent l0-year period, France was the only major Western Nation to reduce
its per capita consumption of alcohol, apparently in response to a national
campaiqn calling for moderation in drinking ( ). Similarly, high taxation of
distilled spirite in Denmark changed consumption patte:;ns in that country during
World War 1 to such an extent that even today beer is the alcoholic bevarage
most frequently consumed (21).

Another illust:ation derives from a study of adolescents that produced a
typology of individuals among which were two with a particular proneness to
deviant alcohol use. Moreover, the categories of individuals responded
differently to alternative alcohol education programs. That is, some combinatior
of educational materials and types produced a lessening of alcohul deviancy while
other combinations produced an increase. The implication of this is that it is
both necegssary and possible to develop special prevention programs o-: special
groups of people (2).

Because of their importance in the socialization process, schools are
important conduits through which to convey alcchol information and education.
The current trend is to include all school levels--elementary, junior high, and
senior high--~as target groups. This reflects lowering of the age at which young
people are thought to be ready for alcohol education. Previously, almost all
the emphasis was on senior high school students. Recent studies have revealed,
however, that most adolescents are introduced to drinking at age 14 or 15.
Junior high~school students have, therefore, increasingiy become identified as
target groups. Most r:cently, the growing belief that the family is decisive
in the formation of attitudes about drinking has suggested that the school
should get involved in alcohol education as early as possible (l). This belief
is supported ty indicatione that young children are more exposed to and aware of
alcohol than had been previously recognized. Of course, it should be obvious
to anyonc who observes children that thay learn to copy their elders from age 2
and even younger. They learn about taking alcohol in the same ways that they
acquire other knowlecdge from the earliest ycars onward. A recent study of
children bctween the ages of 6 and 10 in Scotland concludes: “The results...
clearly support the expectation that children begin to learn about alcohol
early in life, even before primary school. By age 6, a majority recognize the
behavioral manifestations of drunkenness, and many are capable of identifying
some alcoholic drinks by smell alone; they also perceive people in different
social roles to like alcohol in different degrees. By the age of 8, most
children have attained a mastery of the concept of alcohol, and in general, the
rate at which children acquire a broad understanding in this sphere was greater
than anticipated®" (5). .

Everyone agrees about the importance of education in relation to the
prevention of alccholism. However, there are many differences about what types
of nducation may be effective and the degree of emphasis to place upon them,
Since the Federal government, through the Department of Health, Education, and
Welfare, has only recently begun to launch a major educational effort for the
prevention of alcoholism, it is Still too early to be sure what the results of
such interventions will be. Accordingly, the NIAAA is proceeding on a pilot
basis to encourage projects in this area. What can be said at this point is (1)
education must be defined clearly with obtainable objectives; (2) the behavioral
cffects of the education must be measured as well as attitude changes and the
grasp of information; (3) clear-eyed evaluation, including the assessment of
unexpected results, is essential.

One more point is worth emphasizing. To achieve more effective education,
whether in the schools or in the public arena, will undoubtedly require the
development of additional and fresh resources to aid the educators, such as new
manuals and new modules, as bases for new curriculums, that various school
systems or leaders of adult groups can adapt to their own needs. A foundation
for this 18 in process of being developed in the National Center for Alcohol
Education.
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'Laws, Regqulations, and Drinking Patterns

Discussions of the prevention of alcshol problems, many of which are related
to the development of alcoholism, have often overlooked a universe that may offer
outstanding potential for effective contribution: the regulations and regulators
of alcoholic beverages. What their role has been ‘n the past 40 years will
therefore be dealt with here in some detail; and t:?ir potential role in pro-
moting a healthier drinking environment in this country will be suggested,
although necessarily in a most tentative fashicon,

Although it is apparent that laws and regulations of alcohol are an ex-
pression of how a Nation feels about drinking practices of various kinds, only
recently has attention been focused upon the intricate patchwork quilt of often
inconsistent statutes and customs that prevail in the U.S.A. What is missing is
knowledge of the nature of the contribution that this makes td> the problems of
alcoholism in this country. The real effects of different types of regulation
are only now beginning to be questioned (6).

Thzough substantive legislation, the Alcoholic Beverage Control (ABC)
authorities possess the power to regulate morals and ethics as well as to
establish social policies concerning the consumgtion of beverage alcohol. This
kind of control has been, in one way or another, a part of the development of law
and government throughout the history of the United States. These agencies were
created in an atmosphere of temperance and avoidance, to regulate out of exis-
tence the presumed causes of alcohol problems: mainly, the uncontrolled manu-
facture, sale and consumption of beverage aicohol.

Liguor contreol laws have their roots in antiquity and the development of
variations in the means and methods of control can be traced through various
stages of civilization to modern times (7). As a whole, liquor control is a
heterogeneous mass of organizations and laws that exist in all developed nations,
states and in most underdeveloped nations of the world. In broad terms, the
organizations and laws have as their primary goals the regulation of the manu-
facture, sale, and consumption of beverage alcohol and the taxation of aleoholic
beverages. Most developed countries have national policies on the manufacture
and sale of alcoholic beverages, and many countries provide for local variations,
especially in retail sales.” The United States, on the other hand, has not had
a national policy on the manufacture and sale of alcoholic beverages since 1933.
There are Federal Statutes governing the export and import of alcoholic beverages,
but each State has full and complete suthority over the manufacture, distribution
and sale of alcoholic beverages within its borders.

The extent of the authority over alcohol that passed to the States in 1933
was the result of the Twenty-first Amendment to the United States Constitution
which repealed Prohibition. Like many other nations, the United States has
experimented with different systems of control. The Eighteenth Amendment and
the National Prohibition Act (Volstead Act) marked the culmination of a movement
that started in the middle of the 19th century. Effective organization of the
antialcchol movement, persistent lobbying, the influence of World War I on the
population, and an apparently growing concern over problems associated with
excessive drinking were instrumental in National Prohibition becoming law.

The enactment of a law, however, is not synonymous with its popular accep-
tance or effective enforcement. By the middle of the 19208 the illegal produc-
tion, distribution and sale of alcoholic beverages, and their widespread con~
sumption, were well established. Popular support for Prohibition was clearly
and conspicuously denied by the flourishing illicit trade. The growth and
acceptance of moonshine, bnotlegging and the speakeasy were not due to corrup-
tion on the part of public officials and law-enforcement personnel, although
this was undoubtedly present. They became accepted institutions of the era
because 0Ff the Prohibition laws. ™he lack of respect for law that developed
caanot be disregarded in any evaluation of the National experiment to eliminate
alcorolic beverages ae¢ an available commodity.

While broad generalizations should not be hastily formulated from one
experiment, the experience with Prohibition clearly suggests that social policies
which conflict with widely accepted societal practices and mores are, if not
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doomed to failure, potentially dysfunctional to societal institutions including

the broad area of law and justice. American experience over Lhe last century

:ggPlo:qer suggests that the availability of alcoholic beverages has broad public
ort., -—

The problem .acad by thc-tripartite American systen of raepresentative
damocracy i3 how to control the problems associated with the consumption of
bevarage alcohol without destroying respect for the system that enacts, admin-
isters and adjudicates the controls and without over-burdening the system with
adverse responses to the controls. It must be recognized also that societal
customs that are deeply embedded in and part cof accepted behavior patterns are
not easily subject to change, certainly n~t in the ghort run, as was attempted
through prohibition. .

License and Monopoly States

In the United States the administration of alcoholic beverage control is
shared or divided among many different authorities. The 50 States and the
District of Columbia, when viewed as a whole, dc not present - picture of regu-
lation that is easily described except to say that it is disjointed, full of
contradictions, marked by divergent statutory provisions, and lacking in con-
crete statements of purpose that can be related to functions and activities.
i1f a foreign observer were to view this alcohol contrel system, he could not
help but conclude that there is no logic to the system. If he were to look
more closely at the plethora of laws, regulations, and unwritten policies, the
foreign observer would probably throw up his hands in dismay at the lack of
articulated and understandable policies, goals, and objective: that the control
system is supposed to meet.

Alcohol control in the United States is a hadge-podge that, on the sur-
face, does not exhibit any semblance of a policy coordinated to have impact on
alcohol-related problems. Alcohol--the substance--is controlled, but not uni-
formly and in most instances without a concern for any positive, neutral or
negative relationships between the controls and problems associated with the
consumption of beverage alcohol--in contrast to problems associated with the
merchandising of liquor.

The system of alcohol control in the United States is divided into two
major types: license States and monopoly States. Thirty-two States and the
District of Columbia, through regulatory agencies or offices that have differ-
ent forms and functions, control the manufacture, distribution, and retail sale
of alcoholic beverages by licensing all segments of the industry. 1In four of
the license States local governments issue most retail licenses and in two
states the local authorities issue some retail licenses without State approval.
In many of the license States the local authorities may make recommendations
on the issuance of retail licenses when applications are pending before the
State ABC agency. There is no simple description of procedures for retail
licenses. For example, in Minnesota the enabling legislation permits munici-~
palities or counties to issue most on-premise licenges permitting sale for
consumption where beverages are served, and off-premise licenses for sale in
containers to be taken away, may be issued with State approval. Put in runici-
palities having a population of 10,000 or less the municipality can own and
operate both on-premise and off-premise establishments. Similarly, in South
Dakota retail licenses must be obtained from both the State and local author-
ities, but following an affirmative local option election a municipality can
own and operate its own on-sale and off-sale retail outlets to the exclusion
of private licensees. The rationale for these and other deviations from exclu-
sive State authority over the whole industry are unclear. There has obviously
been a strong historical pattern among the States that has not fostered uni-
formity in many areas, including regulatory functions reserved to State author-
ity: liquor control is no exception.

Eighteen States have monopoly systems of control which exclude private=-
sector involvement in the distribution of most alcoholic beverages, especially
distilled spirits. Sixteen of the monopoly States operate both the whole-
saling and retailing of distilled spirits. Most monopoly States also whole-
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sale and retail wine and some monopoly States sell beer containing more than a
aiven percentage of alcohol. As in the license States, there is no uniformity
an the reqgulatory provisions. Two States, Mississippi and Wyoming, operate

the wholesale part of the industry but issue private licenses for package
stores. Again, the rationale for this divergence from the general picture of
monopoly States is unclear. Provisions for the issuance of on-premise licenses
also differ among the monopoly States.

The emotionalism that sometimes surrounds the question of alcohol con-
sumption was in part the reason for most States acting to permit local refer-
endums on the retail sale of alcoholic beverages. Thirty-eight States have
provisions for various types of local option elections on retail sales. Local
option allows the electorate of a political-geographical area to express their
view on whether certain types of retail sales should be permitted or prohibited
in that area. The usual practice is for a given percentaqe of the electorate
to submit a petition requesting that a question or questions relative to retail
sales be placed on the ballot. A few States permit the locel government to
place questions concerning the retail sale of beverage alcohol on the ballot,
and in one State, Delaware, the General Assembly provides for local option
elections on the request of a majority of assemblymen from a district. In
Migsissippi, before beverage alcohol can legally be s8old in any county, a
majority of the electorate in the county must vote in favor. Alabama does not
differ significantly in this respect from Mississippi. In the last two and
a half decades, the number of areas that have exercised local option provi-
sions and voted to prohibit sales of alcoholic beverages has decreased markedly.
in some States the provision for local option elections is seldom if ever
exercised today.

Licensing

Governmental regulation of businesses, especially the alcoholic-beverage
industry, is not a 20th-century phenomenon. Since the latter part of the 19th
century, though, bureaucratic apparatuses to regulate industries have been
established in the United States with greater frequency and with great atten-
tion to form.

In the area of alcohol control a number of administrative structures have
been used. 1In come States the regulatory task has been assigned to existing

departments, as in Colorado, where the Department of Revenue has the respon-

sibility. Other states have created new liquor-control departments, as was done
first in New Jersey. Additional States have created new divisions or bureaus

within existing departments, as resulted in 1948 in New Jersey when the Depart-
ment of Alcoholic Beverage Control was abolished and the Division of Alcoholic
Beverage Control was established in the Department of Law and Public Safety.
Still other States have opted for independent regulatory cowwr. *sions. One
State--Hawaii--has State legislation but no special agercy: licuor control is
assigned to county commissions.

Licensing and the State monopoly system were the main answers proposed in
the earl, 1930s for alleviating the prcblems of the Prohibition and pre-
Prohibition eras. In States that did not adopt the monopoly system, licensing
was and still is the main control mechanism. Sixteen of the monopoly States
combine St.te operation of package stores with licensing of on-premise estab-
lishments, and two monopoly States license all retail outlets. The eligibility
rejquirements for licenses, State monopolization of sales for off-premise con-
sumption, and the various restrictions on the number of licenses, are advanced
29 a means of controlling the problems associated with the retail end of the
beverage industry, including intemperance. Restricting access to the industry
and limiting the availability of retail outlets is presumed to reduce alcohol-
related problems.

while licensing is considered “one of the two pillars supporting the
structure of alcoholic beverage control®” by the Joint Committee of the States
t» Study Alcoholic Beverage Laws ( ), it should not be assumed that licensing
in the alcoholic-beverage industry is unique or different from licensing in
other industries--what is unigque is the industry. Licensing is used exten-
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sively by governments to cortrol access to professions, te control public
gatherings, to authcrize persons to conduct certain ktusinesses, and for aum-
crous other activities that qovernments have determined must be controllecd.
While access to the liquor industry on the retail level is limited by statute
in all States, it does not follow that all licensing is aimed at limiting the
number of liccnses. In fact, most governmental licensing is structured so that
applicants can obtain licenses as lono as they meet specifiedstatutory criteria

A license generally 1s "a permiscsior or privilege to do what otherwise
would be unlawful. Tt is arn author.za<ion tc do that which, without the author-
ity, would not be allowed" . . . essentially a governmental restriction upon
private richts" which mandates obtaining the permission of a governmental body
hefore particapation in the restricted activity.

Licensing provides a means for governments to regulate those activities
which legislative bodies have determined must in some way be restricted. It
follows that the right of an individual or group to participate in certain
activities must first be restricted before licensing is imposed as a forr of
regulation. In the case of alcohcl it has been argued that the manufacture,
salc, and consumption of beverage aicohol is potentially dangerous to the gen-
eral putlic and therefore must be regulated. The States which adopted the
moncpoly system achieved part of this goal by completely or partly excluding
ptivate parties from engaging in the wholesaling or retailing of alcoholic
beverages. License States, on the other hand, made it unlawful to own or oper-
ate any segment of the industry without first obtaining a license from the
appropriate agency.

Licensing permits the State or its empowered agencies to determine who
shall engage in one or arcther part of the business and under what conditions.
It also provides the authority to inspect and regulate licensees. W¥While sub-
stantial revenues are collected by States as excise taxes or profits frem
sales, revenue was not the main reason cited for enacting a license or monogpoly
system of control over the liquor industry. The main reason was the belief by
the State legislatures that failure to enact a system of control when Prohibi-
tion ended would result in chaos. The statement by the then President of the
New Jersey Senate, Emerson L. Richards, is an example of the concern expressed
by State legislatures when Prohibitior ended (19):

"You know generally the sentiment in New Jersey. It is a very wet State.
what is wanted and desired is the control of liquor. We don't want past evils
revived. There will be no complaint from the Legislature and the public
action will be favorable if the matter is handled in a conservative way and
the previous abuses prevented. The subject Should be placed in the hands of
8 stronger State authority.

"The Problem is to devise a plan whereby a man wanting a drink can get it
and at the same time prevent him from getting ‘gloriously drunk' and acting ir
a manner harmful to himself and possibly injuring others.”

Licensing, limiting the number of licenses, and monopoly control of off-
premise sales are negative controls, as are all or nearly all of the controls
established for the industry. Other types of controls include hours of sale,
age of purchasers, separation of licenses for on-premise and off-premise con-
sumption, prohibitions against "tied house" arrangements, minimum pricing, and
limitations on advertising. The negative aspect of the controls arises from
the fact that they are aimed at preventing, eliminating, or decreasing intem-
perance, and restricting licensees from engaging in or allowing on the licensed
premises activities that the legislature or the control agency considers unde-
sirable. Although most of the States, in their statements of legislative pur-
pose, talk about promoting temperance or imply that the temperate use of alco-
holic beverages is a legislative goal, their statutes and regulations, which
ocutline the activities of the state ABC authority, do not provide for a posi-
tive role to further the goal of temperance. Whether temperance is obtainable
by these means is not in fact known. The point is that licensing and the other
controls established over the alcoholic-beverage industry are prohibitive in
rature rather than promotional. Even if it be granted that the controls can be
positive in effect, the fact rerains that there are no concrete data to indi-
cate that temperance has been promoted. McCarthy and Douglass commented in
1959 (9):
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"It 1s possible that repeal of the Eighteenth Amendment solved some of the
problems vf the Eidhteenth Amendment. It 1S certain that it solved few of the
problems of intemperance. It is probable that the same comment could be made
of the repeal of the earlier prohibitory laws. In the long years of attempts
to control the problems of intemperance in the United States by moral suasion
and by political prohibition of the manufacture and sale of alcoholic bever-
ages, one fact remains clear. The problems are still with us. Oonly two States
now have a partial statewide prohibition. All the States have the problers of
interperance.”

It should be realized that the structure and management of either the
license or the monopoly system has effects on economic and social practices.
Basic to any system is a classification of the types of licenses and the
requirements for obtaining them. The types of licensed activities, the number
of licenses permitted, as well as the pricing and other control mechanisms can
have a profound influence on such things as bootlegginyg. But it is necessary
to go a step further. That is, does the licensing function or the retail off-
premise monopoly practiced in 16 States provide anything more than a stable
industry? Is there any amelioration or reduction of the problems associated
with the consumption of beverage alcohol?

Liquor control has taken on many facets over the years. There have been
attempts to control consumption by outright prohibition, limitations on pur-
chases, State monopolies, prohibiting sale by the drink, controlling prices,
sumptuary taxation, ard limiting the number of outlets. Most of the evidence
indicates that these measures have not proven to be of overriding iwuportance
in limiting alcohol-related problems (17).

State Contrul Provisions

The enormous problem faced by the State legislatures in their attempts to
provide realistic liquor contrcl is matched by the difficulties in any attempt
to evaluate the functiors and effectiveness of such control systems. The
structures of the administrative agencies vary, and their functions differ.
Fully 28 States provide for separate agencies to collect all or some of the
taxes that are directly assessed against alcoholic beverages. In other States,
the ABC authorities either collect the taxes or are part of a government cCepart-
ment, such as a department of revenue, that collects the taxes.

Forty-five State ABC agencies have enforcement staff, although the number
of enforcement personnel varies from 5 in Alaska to 254 in Pennsylvania; imost
States have fewer than 0. Thete numbers, hcwever, can be misleading, because
in most Statec local, county and State police perform control functions either
by specific statutory assignment or incidentally to their regular duties. Not
a great deal is known about enforcement levels, practices, and policies opera-
tionally in the United States. The lack of good information handicaps any
objective evaluation and analysis of the effectiveness of liquor cor.trol pro-
visions.

Definitions of Alcoholic and Intoxicating Beverages

The products controlled are malt, vinous and distilled alcoholic beverages.
The legal definition of what constitutes an alcoholic beverage differs among
the States, as do the beverages to which the laws apply. Fcrty States control
alcoholic beverages that contain either any amount of ethyl alcohol or at least
1/2 of 1 percent of ethyl alcohol by volume. The remaining States differ in
the minimum percentage of ethyl alcohol a beverage must contain to come under
the law, and this percentage by volume ranges from 0.625 percent to 1.25 per-
cent. Essentially the differences among the States are not very meaningful at
these low levels of alcohol. The most confusing distinction has to do with the
various definitions of intoxicating beverages and alcoholic beverages.

In a dozen or more States the terms "alcoholic beverage"” and "intoxicating
beverage" are not applicable to all classes of beverage alcohol because of
legal distinctions in the State statutes. Por example,, beer containing 3.2
percent alcohol by weight (approximately 4 percent by volume) in some States is




Q

oY AVAILABLE
206 pEST CAPY

regulated but 1s not considered an intoxicating beverage. Article XXVII,
Section 4, of the Oklahoma Constitution prohibits the on-premise sale of alco~
holic beverages but Section 2 of the same Article specifically exempts malt
beverages that do not contain more than 3.2 percent alcohol by weight from the
restriction. Kentucky makes a similar distinction except that it cdefines 3.2
percent heer as nonaleohol e, but only dn "dry” counties that have vnted tn
permit its sale. A number of other States also label low-proot malt hevetoges
as nonintoxicating. 1In NMorth Carelina the term alcoholic beveraye refers to
one that contains more than 14 percent alcohol by volume. One State, while
regulating all alcoholic beverages no matter what their alcohol strenath,
declares certain beverages to be not only nonintoxicating but also nonalco-
holic. Beer that does not exceed an alcohol content of 5 percent by weight ‘
(approximately 6.25 percent by volume) and wine that contains 21 percent or less
alecohol by volume are declared to be both nonalcoholic and nonintoxicating in
South Carolina. That is an extreme example of the semantic game-playing with
alcohol words, but all these distinctions highlight a societal conflict over
the use and 2ven the laheling of alcohoiic and intoxicating beverages.

It is interesting to note that four of the five States that do not issue
licenses for the sale of distilled spirits in on-premise establishments permit
the on-premise sale of beer or unfortified wine by declaring them to be non-
alcoholic and, in some cases, nonintoxicating. The fifth State that does not
issue licenses for the on-premise sale of distilled spirits to the general
public, Utah, does permit the on-premise sale of beer containing up to 3.2 per~
cent alcohol but defines it as an alcoholic beverage. On the other hand, Utah
establishes State package stores on the premise of restaurants for the sale
of "miniature" bottles to customers for immediate counsumption.

Prices, Location, Hours, and Eligibility

Without regard to administrative structure, there are a number of similar-
ities between the provisions of the alcoholic-beverage laws and the administra-
tion of the laws among the States. For example, 16 of the 18 monopoly States
have effective control over the retail prices of most alcoholic beverades sold
for of {-premise consumption. At the same time 10 license States vprovide for a
high degrec of uniformity in prices by either requiring minimum price posting
or by enforcement of "fair-trade" agreements. Retail prices, however, vary
among the 26 States because of differences in mark-up percentages as well as
taxes.

Another widespread form of control is prohibition of the sale of alcoholic
beverages for either on-premise or off-premise consumption within a specified
distance of certain public and private institutions, such as schools, churches,
hospitals and, in some casas, a distance from prisons, state fair grounds,
county court houses, and institutions of higher learning. Thirty-five States
have locations and 12 make it discretionary for either the State ABC agency or
the local yoverning body. In addition, most States for most types of retail
license allow local zoning restrictions against the issuance of new retail
licenses.

In terms of hours of sale at retail, an area long in dispute because of
the suggested relationship between hours of availability and levels of consump-
tion, all 50 States have some restrictions Or permit local governments to esta-
blish opening and closing hours. But the similarity of the actual restrictions
is not great. For example, some States restrict sales on Sunday, others make
distinctions on Sunday sales among different classes of licenses, and some
leave the question of Sunday sales to local governing bodies or local-option
elections. Closing hours vary in some States from municipality to municipality
because of local control; others set minimum closing hours and allow local
governments to firther restrict the hours of sale; and still others statutorily-
provide standard closing hours. Thus, Delaware prohibits on-premise sales from
12 midnight on weekdays to 9 a.m. the following morning, while Alaska requires
on-premisc establishments to be closed between 5 a.m. and 8 a.m.

Each State has established eligibility requirements pertaining to the
individual or corporation applying for the license and, in most instances, the
premises to be licensed must meet a numher of requirements. Eligibility rules
differ among the States but most require a licensee to be a Unit. t States citi-
zen and to have recached t! e of majority. In addition, most States will not
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issue a retail license to an individual who has a recent criminal record. Some
States restrict the number of retail licenses an individual or a corporation
can obtain for separate establishments.

Pegtrictions on Persons

Most States make some restrictions on the sale «f heverage alcohol to
sprcified classes of people. Sales to minors are the most obvious example.

But there are also restrictions on sales to insane or interdicted persons,
persons of ill repute, and intoxicated persons. Enforcement of some of these
restrictions is obviously difficult, but data cn the level of enforcement are
nonexistent.

Among the provisions of law that are trequently pcinted to as important in
gromot:ng temperance is the "legal age" restriction. While a growing number of
States recently have lowerecd the minimum age for the purchase of alcoholic
beverages to 12, the majority still provide for a higher age at least for the
purchase of distilled spirits and wine. As of the end of 1973, 20 States had
set 18 as the minimum age for purchase: in 5 States it is 19, in 1 it is 20, and
ir 13 it is still 21. Nine States permit l18-year-olds to purchase specified
light beverages such as beer containing up to 3.2 percent alcohol, and malt
bever 1ges or wine containing not over 14 percent. In these 9 States persons
must be 21 to purchase all alcoholic beverages not specifically permitted for
sale of 18-year-olds. One State allows persons who have reached the age of 19
to purchase unfortified wine and beer, but other alcoholic beverages may be
sold only to those aded 21 or over. In Marvland the counties establish the
minimum aqe, and most counties set it at 21 for the purchase of all alcoholic
beverages, but a few permit sales to 18-year-olds and a few permit i8-year-olds
to purchase beer and wine but not distilled spirits. Oklahoma allows women
agud 18 tn buy heer containing 3.2 percent alcohol, bhut mcn must be at least
21. 1n a few statcs, such as Texas, minors of any aae can consume alcoholic
brverages in on-premise establishments provided the minor is accompanied by
his or her adult spouse, parent or guardian. Other states, such as Utah,
statutorily prohibit minors from consuming as well as purchasing alcoholic
heverades, and Utah prohibits anyone, including parents, from supplying
beveraae alcohol to a minor except for medicinal purposes.

Retail License Limitations

Petail license auotas have been one method of control adopted to affect

alcohol consumption and related problems. License auotas, like restrictions

on sale, are intended to have an impact on the availability of liacuor. In
additinn, liccnse quotas are meant to restrict competition. Where quotas are
provided by statute, they are usually based on census data and one retail
l1icense 1s permittad per increment of population. There is no unifiormity among
population increments. Thirteen statcs and the District of Columbia give
cither the State ABC agency or local governments discretionary authority to
enact retail license limitations. One Stote specifies quotas for certain
counties and provides discretionary authority for the remainder ‘of the counties.
Thirty=-four States and the District of Columbia, thereforc, have some statutory
provision either mandating retail license quotas or permitting the limitation
of retail licenses.

There are only very limited data on the effect of retail license limita-

- tions on alcohol-related problems or even on consumption. Probably the most
extensive study of license limitations was done hy the Mnreland Cormission

in New York State which examined the results of a moratorium on the issuvance

of off-premise licenses. The finding of the Commission was that there was no
discernibie change in consumption levels or patterns when a limitation on
package stores was instituted (8).
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Consumption and the Lognormal Curve vﬁsﬁ QV*

Certain studies in the last few years that bear on control over alcoholiec
bteverages have focused on the distribution-of-alcohol-consumption theory. The
reoponents of the theory postulate that the consumption of absolute alcohol
follows a pattern similar to economic curves for the consumption of other :
commoditics: mean consumption is greater than median consumption and median con-
sumption.'.s greater than mode consumption. A small number of consumers raise
the mean considerably while a large number of consumers, who represent the
mode, are considerably below the mean consumption. The theory relates increas-
ing mean consumption levels to increasing alcohol-related mortality, and
thercfore postulates that a reduction of average consumption levels of abso-
lute alcohol will result in a reduction of alcohol-related deaths, and by
implication, other alcohol-related problems. Some of the proponents of the
theory have recommended the application of demand-price economics to reduce
the mean consumption. According to the recommendations, taxee on all alcoholic
beverages should be based on the absolute alcohol in the beverage and taxes
should be increased to raise prices to a level that will reduce consumption.

Economic studies show a strong inverse relationship between purchase
levels and price when the demand for a product is elastic; that is, rurchase
levels of a product are affected by changes in price when demand increases
or decreases inversely at a greater rate than the percentage change in price.
On the other hand, if demand is inelastic, moderate increases or decreases in
price will not lead to corresponding changes in purchases. Demand elasticity
is only an average and income is one of the determining factors affecting
demand. Alcohnl is assumed to be a commodity with a high demand elasticity by
those who believe raising prices will reduce consumption.

various studies have suggested that the price of alcoholic beverages
relative to income is a determinina factor in consumption levels. This is
undoubtedly true at least for some drinkers, but to what extent is unclear
hecause of the scarcity of hard data on the subject. On the other side of the
argument are some studies that suggest that price-demand elasticity for
alcoholic beverages is significantly below -1.0, the unitary level of elas-
ticity (24). Unitary elasticity occurs when expenditures for a product are
the same even though the quantity purchased has increased or decreased because
of price changes. If the latter studies are valid, then a large decrease in
consumption cannot be anticipated unless there is a radical chanae in the price
structure of alcoholic heverages or in the taxes on them, or in disposable in-
come.,

One of the arquments against the pricing approach to beverage control is
that it involves regressive taxation affectina low-income consumers dis-
proportionately in comparison with higher-income consumers. A corollary arque~
ment is that the vast majority of drinkers who do not cause problems will have
to pay higher prices for beverage alcohol because of a small percentage of
problem drinkers. These two arguments question the equity of sumptuary taxa-
tion. An additional obiection is raised concerning the elasticity of demand of
those who can be classified as problem drinkers or alcoholic persons. Ob~
viously the price-consumption-problems approach is aimed at the future reduc-
tion of problem drinkers, but the approach must assume that alcohol is the
problem. While there are some statistics that tend to support this approach,
the general neglect of research into the demand-price elasticity of beveraae
alcohol, especially in relationship to drinkers who consume far above the
mean of ahsolute alcohol, makes any conclusions only speculation. Por example,
it can be anticipated that the demand-p.ice elasticity for alcoholic persons
will be low, but what will be the demand-price elacticity for other problem
drinkers whose habits give signs of developing alcoholism? What level of tax
increases on absolute alcohol relative to income levels will produce a de-
sirable, measurable result? Which mean consumption level is the goal of the
sumptuary taxation that is recommended? Since there are great disparitics
in incomr between rural areas and urban areas of the same State, and also withe-
in urban areas, would sumptuary taxation of absolute alcohol amount to prohi=
bition for some economic strata of society?
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schmidt and de¢ Lint (22) believe that “there is a sulLstantial body of
evidence that the logarithmic normal curve holds for drinkinag in populations
which diffor greatly from one another in attitudes toward drinkina, beverage
preferences, drinking habits and legislative controls. It appears, therefore,
that for all practical purposes, the form of the distribution is unalteratle.”
If their conclusion is correct, then the upper tail of the unimodal consumption
curve, which encompasses the problem drinkers, represents drinkers who appar-
ently are different only in the quantity of their alcohol consumption. Such
a conclusion has implications for the development of primary prevention pro-

. grams and for theories of causation of alcohol problems.

On the surface it would appear that primary prevention on the basis of the
distribution-of-alcohol-consumption theory must include a method of controlling
the availability of beverage alcohol to all consumers. In addition, it sug-
qests that it is difficult or impoassible to affect the problem drinkers with-
out affecting the drinkers who comprise the vast majority of the median and
the mode.

While the distribution-of-alcohol-consumption theory itself has some
supporting data, knowledge of alcohol consumption patterns is still too meager
to allow a conclusinn based on a distribution curve. Prohibition is possibly
a time-worn omen too often held up as the example of what increased taxation
will proaduce, but it is not unimportant to examine when mass control of
alcoholic peverages is considered. If it is impossible to obtain reliable data,
at least a well-founded estimate as to what level of taxation relative to in-
come will lead to the growth of illicit sources of alcohol should be formed.
There appears to be a preference change among a part of the youth culture from
hard drugs and even marihuana to alcohol in recent years. What level of taxa-
tion, if any, could have an effect on this phenomenon?

The prohibition and hard-drug questions are part of broader sociological,
economic and anthropolngical questions. The most important question has al~
ready been mentioned, and that is the role of drinking in American society.
The societal reaction to prohibition in the United States suggests that there
is a necd to examine and explore more thoroughly than has been done to date
the possible reactions to attempts to control alcohol consumption by means of
taxation. It cannot be overemphasized that knowledge about drinking is not
vet at a level that allows broad-ranging policy decisions on controls over
alenholic beverages which would have sociological, psychological, economic,
and political overtones.

Despite the foregoing comments, the researches detailing a theory that
relates mean consumption to problem consumption constitute an important ad-
vance in current knowledge touching on beverage control as a method of primary
prevention. But there has not been any research using United States data to
allow a conclusion that consumption in this country is accurately described by
the lognormal curve.

If the hypothesis were tested and proved, that the price-consumptione
problems theory adequately describes United States consumption patterns, and
has predictive recliability for levels of alcoholism and alcohol-related
mortality and morbidity, and if it can be assumed that the implementation
of the pricing or taxina policy suggested by the proponents of the theory will
not lead to severe or social or law-enforcement problems such as the growth of
an illicit beverage industry similar to what existed in this country during
Prohibition, then legislation assigning discretionary taxing policies to ABC
agencies might provide a major primary prevention tool. To embark on such an
approach without first thoroughly exploring the validity of the theory, and
the possible by-products of such a taxing policy, would be premature and even
foolhardy. But the exploration of the theory for its predictive capabilities
and as a primary prevention tool deserves serious consideration. On the sur-
face at least it appears that enforcement of regulatory provisions and an
industry-centered concept of stability have become ends for many if not most
ABC agencies and this tendency is strengthened by the failure of most State
legisiatures to re-examine the mandates they have given ABC authorities.
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A Coordinated Approach to Regulation et

Merely providina a stable industry is not a sufficient goal if alcohol
problems have continued to exist, and_in many instances have grown, even
though stability in one fashion or another has been achieved. An innovative
approach to alcohol control would suggest a number of alternative activiting
and policies caleulated to influence at least some of the aleohol problems,
especially drunkenness. Within the parameters of their own orerations, many
ABC aaencies have the means to detect licensees who serve apparently intoxi-
cated customers. A concertcd effort in this arcna could conceivably have an
impact on the frequency with which licensees violated this prohibition. 1In
addition, sanctions are seldom levied against bartenders who sarve inebriated
customers; the sanctions are against the licensee. The bartender is free to
move from one licenscd establishment to another without fear of béing prohibited
from working in a licensed establishment. A logical extension of the license
privilege thecory could be applied to the bartender as well. Yet the goal
should not be thc mere detection and punishment of violations, but an impact
on a social problem.

Wwhat is needed, and possible, is an evaluation of the pclicies of ABC
agencies in terms other than the incremental defense of existing policies.

The myths about alcohnl control are such that a coordinated, effective, social-
problem oriented approach must include an in-depth specific analysis of the
relationship between existing controls and alcohol problems. This requires,

at least at the present time, the institution of the "root method," as opposed
to the existing "branch mcthod,"” of policy making. A first step might well in-
clude a broader range of cooperation with other governmental and nongovernmental
agencies.

It is important that avenues for communication and coordination be opened
between ABC agencies and other agencies of government that are in some way
involved in dealing with problems related to the sale and consumption of
beverage alcohol. 1In most States at present there is little or no cooperation
on programs between the State ABC authority and other governmental organiza-
tions, especially in connection with drinking problems and alcoholism. The
little cooperation that does exist is hetween the ABC agencies and other law-
enforcement agencies on violations of control laws and regulations.

There is a need for ABC agencies regionally and nationally to begin
to cooperate in formulating strategies that can be evaluated for their effec-
tiveness on direct alcohol problems such as drunkenness, alcohol-related crimes
of violence, and drinking-and-driving. Enforcement of restrictions against
serving apparently intoxicated person: is an essential area where agreement
and cooperation are necessary.

A multi-agency program against the drinking=drivina problem, for example,
would involve the ABC authority in a cooperative effort to determine where
accidents occur (including pedeatrian accidentsg), at what hours, and under
what conditions. It would also be impnrtant to determine vhich people involved
in an accident had becen consuming beveraage alcohol and where the drinking took
place. A determination that a high percentage of those involved in drinking-
driving accidents had done their drinkinag in on-premise establishments would
provide a justification to supervise licensees more closely on sales to ap-
pareatly intoxicated persons. Accident-location statistics would provide
target areas for a coordinated program by the ABC agency, local authorities,
and the state department of motor vehicles. 1If a rehabilitation program
for offending drivers should appear to be necessary, then the Department of
Health and other related departments and agencies could be involved.

It would be unrealistic to assume that ABC agencies could promote such a
program without the support of other agencies. At the same time it would be
necessary for governors and possibly the legislatures to sanction and support
a cooperative effort that would lead the alcohol control authorities to in-
tensify enforcement activities against offending licensees. Political orx
interest-group reaction to a concerted program by ABC agencies that encom-
passed a significant increase in license suspensions could not only have a
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detrirental effect on the programs but would weaken the position of the agen-
cies as regulatory bodies. To preclude such an eventuality, any new and broader
activities that ABC authorities undertake with other agencies would require

the active support of the State government.

Active involvement in alcohol-related problem solution does not necessarily
require that the structures of ABC agencies be changed. The basic structures
of the organizations are not faulty, but their isolation and tradition-bounc
approach to control have resulted in a lack of innovation. WNationwide, with
few exceptions, there arpears to be little involvement of alcohol control
officials with outside agencies on alcohol problems. It should be made clear,
though, that the ABC boards are not wholly responsible for their isolation from
other alcohol-related programs. Generally, little interest has been shown by
other agencies in incluling alcohol-control officials in planning, conferences,
or programs aimed at problems of algcohol misuse. The rationale apparently
is that the control officials and their organizations have nothing to contri-
bute. The scope of the alcohnl problems now being tackled by a multitude of
governmental and nongovernmental agencies suggests that those agencies that
control the distribution system and police the industry should be asked to
participate fully in formulating programs to help solve and to help prevent -
the present problems. Without innovation most ABC boards will continue to
survive, but they will remain isolated and in many ways their activities will
be unrelated to the world outside the doors of the bar and package store.

The material presented in the preceding sectiovs about public attitudes,
education, and regulation and customs of alcohol use is intended to stimulate
thinking about these issues. Helpful, innovative approaches to these probleme
may come from a wide variety of sources. The NIAAA feels that it is essential
to promote rational debate about these ideas in order to formulate public
policy that is open to scrutiny by the public it is meant to serxve.

standards of Responsible Drinking-Related Behavior

In order to set in motion a proposed public discussion about standards of
responsible drinking-related behavior, a few plausible starting points are
offered here for Americans to consider.

Some Suggested Guidelines for Responsible Use of Alcohol

-~ Make sure that the use of alcchol improves social relationships, rather
than impairing or destroying them.

-- Make sure the use of aloohol is an adjunct to an activity rather than
being the primary focus of action.

-« Make sure alcohol is used carefully in connection with other drugs.

-= Make sure human dignity is served by the use of alcohol.

Warning Signs

There are clear indications of irresponsible drinking. Within that category
there is a distinction between those who drink irresponsibly at times and those
who have a drinking problem, but both kinds are social problems. The first are
a danger to themselves and others when drinking; the latter are in serious
trouble a good part of the time.

Any one or more of the following signs may indicate a drinking problem:

-~ Gulping drinks for the effect that rapid drinking produces.

-=- Starting the day with a drink. '

~- Drinking alone, from a desire to escape reality or boredom
or loneliness,

-- Alcohol-taking behavior criticized by an employer, spouse, or others,
and absenteeism or impaired job performance because of drinking.
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-- Rationalizing in regard to drinking behavior, characterized by such
comments as "I just need one more to relax," or "How about one for
the road?"

-- Marked personality and behavioral change after taking one or
more dJdrinks,

-=- Frequent overdosing with alechol, or drunkenness.

-- Experiencing "blackouts" -- alcohol-induced amnesia,

-- The psychological impact of hangovers to relieve discomfort and,
thereby, perpetuate a vicious cycle: the more one drinks, the
worse he feels, and the more one drinks.

== Requiring medical or hospital attention or having frequent minor
accidents or physical complaints, as a result of alcohol taking.

Encouraging Responsibility in Others

There are some actions one can take to encourage responsible drinking by
others, For example:

-- Respect the person who chooses to take alcohol in moderation or who
abstains; do not be insistent about “refreshing™ or refilling, and
keep down the amount of alcohol he drinks,

-- Provide food with alcohol at all times, especially proteins such as
dairy products, fish, and meats.

-=- Provide transportation or overnight accomodations for those unable to
drive safely, recognizing that the host is just as responsible for
preventing drunken driving as his guests.

Responsible drinking results from a combination of many factors, none of
which is essential or sufficient by itself and all of which vary in importance
from one individual to another.

But whatever the particular combination of influences--from self, family,
agsociates or society--responsible drinking is the use of alcohol in ways which
harm neither the individual nor society. Responsible drinking practices can
prevent alcoholism in many people even if the reasons for drinking differ from
person to person., For others, standards of common usage can serve to identify
alcohol problems early.

The responsible use of alcohol is not the answer to all alcohol problems,
nor is 1t meant to be so. However, if we were consistent in how we viewed
behavior, we certainly could spot alcohol problems much earlier. Much of the
causation of alcoholism remains unknown. There will always be persons who are
unable, for various reasons, to sustain safe drinking practices regardless of
how intense social and other pressures may be upon them. In such cases,
abstinence is necessary in order for these individuals to protect their health
and well being. Most alcoholic people are clearly included in this group, in
addition to many whose alcoholism is as yet undetected. Nevertheless, the
approach through responsible drinking practices is intended to aid the majority
of people, both those who drink alcohol and those who choose not to drink, by
reducing the incidence of problem drinking in the population as a whole,

-
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APPLNDIX

PREVENTION OF ALCOMOLISM IN THIL UNITED STATELS
UTILIZING CULTURAL AND CDUCATIONAL FORCES

Morris E. Chafet2

Only three-and-a-half years have passed since the !lation formally recognized
alcoholism as a public health problem. Yet, since that last day in 1970 when
President Nixon siqned legislation mandating the creation of the tliational
Institute on Alcohol Abuse and Alcoholism (NIAAA), a growing awareness has spread
through the land of both the urgency and feasibility of mounting programs for
the treatment and control of this disease. It is a medical truism, however,
that almost no condition has ever been eradicated only by treating its casualties,
Unfortunately, the field of alcoholism has long been mired in attempts to treat
only the late-stage victims of the digsease. Too little attention has been paid
to identifying and treating persons exhibiting the first signs of developing
alcoholism, and virtually no efforts have been designed to circumvent the onset
of the disorder. Beyond this sorry state of affairs lies the effect of what I
call the "contagion" factor in the production of alcohol misuse and alcoholism:
the spread of irresponsible, unhealthy drinking behavior in the developing and
learning younj.

Studies do not indicate that our youth are in more massive danger of devel-
oping alcchol problems than their elders, nor that the clarion calls of the
doom-seekers must be issued against the youth of today. My impression is that
the vast majority of the present young generation will burgeon into responsible
adulthood.

Yet, who can deny that we live .n tense, anxious, frightening times: New
conflicts arise before the old are resolved. Alcohol use, if not properly
faced, may well lead to problems of increased magnitude. At NIAAA, our
philosophy is that alcoholism, like many other illnesses, lends itself to many
types of preventive measures. Techniques of secondary and tertiary prevention
are discussed elsewhere. Therefore, in this paper I would like to explore my
perscnal convictions about primary methods of preventing alcoholism--particularly
those that will reduce the possibility of persons using alecohol to solve their
li1fe problems.

A recent report of a special Task Force of experts convened by NIAAA points
out that the alcoholic condition is probably the product of many factors:
genctic, biological, social, and psychological, each interacting in different
ways in different individuals. It is my view that when an i1l of man results
from multiple causes, it is not sensible to seek a “magic bullet" approach.
Rather, the approach to prevention of the illness should delineate its multiple
causes and “hen attempt to minimize their destructive effects.

My major contention is that society has paid insufficient attention to an
obvious fact: Certain cultures use alcoholic beverages and are little troubled
with alcohol problems, while others suffer major alcoholic disturbances as a
consequence of their drinking. Since all societies and cultures have problems,
many groups have obviously developed ways of coping with the pains of life in a
nonalcoholic manner and, presumably, in ways that have less destructive personal
and social consequences.

Revised from an article in Preventive Medicine, Vol. 3, pp. 5-10, 1974
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What T am sugqaesting 18 that the lessening of the American use of alcohol
in problem-aolvinag, whether the problem be social, emotional, or physical, will
not remove the underlying causes but, hopefully, will shift the mcans of ex-
pression and solution to a less socially destructive area.

The universal popularity of alcohol lies in its ability to produce feelings
of pleasure, and relief from fears and tensions, for most people in most
cultures through most of the centuries. However, like many other Western
cultures, our society is conflicted about the gratifying properties of this
ubiquitous beverage; thus, we are confused as to what definition of responsible
drinking versus unhealthy drinking we should hold true for ourselves and for
others, and what we should transmit to our children. For too long, pecple in
our society have been confused ancd guilty, wondering whether their use of
alcohol was healthy or unhealthy.

We must keep in mind that the definition of an - ~-althy state is socially
determined, and that the proposition that disease exis.. will vary from culture
to culture and from era to era. However, now that this MNation has recognized
by Congressional action, as well as by a growing number of State laws, that
alcoholism is a disease, experts in alcohol have an unparalleled opportunity
to provide realistic guidelines for such determinations. Within a consensual
frame of reference, the individual whose use of alcchol is beyond the societally
defined linmits, in a complex industrialized society such as ours, can recognize
the signs of his disturbance, or have his illness recognized by those in his
immediate environment.

Prime among the concerns of our society is that of alcohol excess. Indeed,
the concern of society with most kinds of excess is an ancient one. Rules and
requlations have been heaped one upon the other in an effort to protect man
from himself--from his desires, his impulses, his excesses, In prohibition
eras, any use of alcohol is excess; excess in Russia ig different from excess
in the United States. To a teetotaler, one drop of whisky is an excess; to
someone in the field of advertising, where alcohol is part and parcel of the
business ritual, a single martini is just a tease.

What are some of the symptoms of alcohol excess and, consequently, of an
alcohol problem in the United States?

-- Anyone who by his own personal definition or by the definition of
his immediate society (his family) has been intoxicated four times
in a year has an alcohol problem,

-- Anyone who goes to work intoxicated has an alcchol problem.

-- Anyone who must drink in order to get to and perform his work has
an alcohol problem.

-~ Anyone who is intoxicated and drives a car has an alcohol problem.

-= Anyone who sustains bodily injury requiring medical attention as a

consequence of an intoxicated state has an alcohol problem.

-= Anyone who comes into conflict with the law as a consequence of an

intoxicated state has an alcohol problem.

== Anyone who, under the influence of alcohol, does something he contends

he would never do without alcohol has an alcohol problem.

-- For people with alcohol problems, treatment is obviously necessary

and remains the highest priority.

Bearing in mind some of these points, what measures can we take to reduce
the incidence of alcohol problems in our society? We have tried Prohibition,
and it failed. We have tried campaigns of slogans, and they failed. We have
tried educational programs based on fear, and they have failed. Therefore, 1
suggest we learn from other experiences and cultures,

We know, for cxample, that among cultures which use alcoholic beverages
but are little troubled by alcohol problems the general tendency is for alcohol
to be sipped slowly, consumed with food, and partaken of in the company of
others in relaxed, comfortable surroundings. Drinking is taken for granted,
and given no special significance, and no positive value is imputed to prowess
in amounts consumed. Moreover, intoxication is abhorred.
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Many Americans, however, drink liquor as they live life--rapidly and under
tense circumstances. At those two indigenous American institutions=--~the
cocktail party and the commuter bar--drinking .is usually done standing, the
alcoholic baverage is gulped rapidly with the barest minimum of food, and the
gennral aim is to reach the desired end point of "being high." Even more
significant is the fact that this pattern is condoned; in the United States,
it is frequently all right to drink just for the purpose of getting drunk.

In this age of psychiatric sophistication, Americans conveniently forget
<hat a state of drunkenness is a state of illness. Paradoxically, a dose of
alcohol can he used as a form of self-medication.

From time to time, for example, we are called to perform an activity we
wish to but cannot. Our conscious deesire to perform is overwhelmed and in-
capacitated by unconscious restrictions. For many of these blocked responses
liquor is an easy releaser; the hounding innibitions melt quickly berfore its
chemical presence. The actor may bring himself to the otherwise terrifying
center stage; the lecturer can speak; the author can write; and the sexually
frigid can respond. This group of liquor drinkers is growing because it seems
that the demands of increasingly complex situations require alcohol to ease
the way. Unfortunately, alcohol's alliance is fickle, and increased amounts
may lead to states of intoxication and responses not appropriate for the
circumgtances. In an increasingly complex society, the danger of alcohol
fulfilling a tranquilizing role must be guarded against.

Another common experience is to find people who use liquor to lift
depression, to dull the inner pain, and dispel the sense of ugliness within
them. Some find that liquor provides what they seek, and become fearful of
aiving up the bottle for fear that the pain will return. On the other hand,
gome patients find that alcohol actually deepens their depression. They
respond to the deepened depression by imbibing more and more of the liquor,
hoping to achieve the relief they seek.

Another kind of liquor user is the person who employs alcchol to blur his
perceptions. When such an individual becomes aware that some socially for-
bidden impulses are coming too close to the surface, he may use alcohol heavily.
In this circumstance, the alcohol may obliterate the discomforting feelings, or
it may dissolve inhibitions to the point where he permits himself to act on
his instincts.

One common type of liquor drinker is the individual who uses alcohol to
sustain a psychological system of defenses. Here, the *blackout® phenomenon
is usual. 1In other words, repressed unconscious desires become a reality when
he is intoxicated, but he has no recollection when sober of what has transpired.
People with a sober characterological attitude of complete kindi.ess, non-
existent hostility, and abject passivity will, with liquor, become brutal,
hostile, and aggressive. Once the effects of the liquor are gone, however,
they undergo what appears to be a form of selective amnesia, as they express
incredulousness at descriptions of their behavior while intoxicated.

Liquor for a certain segment of the populaticn has one goal worth drinking
for: oblivion. The inhabitants of this unhappy drinking state down their drinks
in a state of bliss. To them, reality is terror, and a dream state of narcosis
is the only way to continue.

Another liguor drinker is the individual who is more tolerable to his
social unit when he is intoxicated than when he is sober. This syndrome is
seen most often in configurations where nonalcoholic, extremely dominating
mates or parents exist. One the one hand, the nonalcoholic mates or parents
appear to suffer gi2atly as a consequence of the alcoholic state of the other.
If treatment or extraneous events result in sobriety, however, the healthy
members become proportionately more disturbed as the alcoholic member becomes
less dependent on alcohol. VWhat becomes clear is that the pathological drinking
behavior of the alcoholic person was a cover-up for the disturbances in another.
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Less obvious is that subgroup of individuals who, althcugh heavily under
the influence of liquor, do not seem So to the casual observer. This type of
individual can carry on highly complicated business and social activities and
seems to be none the worse for his drinking. Only when a fall in his blood
alcohol level occurs, does he suddenly return to his original state of awarc-
ness. This person, when he regaina hie nondrinking self, has no inkling of
people, places, or events that have tranapired for hours, days, or wraks, Then,
not only is ha stunned by sudden situations, but innocent sharere of that
*other" personality are confronted with a new individual in an 0ld body.

The clinical syndrone of liquor drinkers I shall consider last is the one
I fecl contributes much to unhealthy alcohol use ard may give us some Clues to
preventive measures: the cocktail party. At least in America (and I suspect
it is spreading to other nations as well), the cocktail party epitomizes the

- essence of unhealthy drinking practice, unfavorable resranses to liguor, and
unrelating social behavior. The cocktail party is supreme in emphasizing man's
emotional isolation from man; his isolation from what he does, thinks, and
fecls. People are brought together--many of them unkncwn to one another--to
drink, to talk, to be gay. The drinking is done under circumstances that
engender little of the pleasurable responses of relaxation and socialization
that alcohol can provide,

The talk of the cocktail party emphasizes this. Pecople do not listen;
they do not care. All of us are familiar with the habitue of the cocktail
party who, while pouring liquor into himself, pours into our ears the intimate
details of his life he would never utter to a close friend. The reason for
this is fairly obvious--we do not matter; we probably co not care. It is
simpler %o share intimate details of one's life with an individual with whom
we are not emotionally involved than with those with whom we wish to continue
our involvement. Words spoken at cocktail parties are often spoken to ocneself
rather than to another because excessive drinking creates a phLarmacological
barrier tec emotion*l and seccial communication. Some people even think their
heavy alcohol use encourages communication. But drinking that points in the
direction of isolation, even in the midst of a crowd of persons, produces a
liquor syndrome for perpetusating and intensifying alcohol problems.

If we are to make any headway in reducing these unhealthy ways in which
alcohol is used psychologically and socially, we must come up with bold ideas
that face the problem directly.

We know that the variety of influences that can mediate the imbibing of a
definite amount of alcohol is innumerable, The psychological, physical, and
social factors that determine nur zesponse to a given quantity of alcohol are
not consistent from individual to individual, nor within the same person at
separate times. Since responses to alcohol are unpredictable, it is easy to
see why drinkers who use alcohol to achieve a delicate balance between feeling
good and feeling sick often cross the border and suffer complications, and
why the hairline or end-point difference between responsible drinking and un-
healthy drinking is a touch target to hit.

The time has come for a redirection and reemphasis toward prevention of
alcohol abuse and alcoholism and the development of healthy drinking patterns
that is based cn certain assumptions:

-~ Alcohol as a social instrument is available and is used by many

large populations, and efforts tc remove it have failed.

-- In many cultures that experience minimal alcohol problems, alcohol
is used early and often.

-- Studies of drinking cultures without significant alcohnl problems,
combined with an understanding of the pharmacological action of
alcohol, indicate that there are ways of drinking that do not
result in alcohol problems,
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-= Alcohol nee not be used as a means of self-medication in physical,
emotional, and social disturbances.

-- The social acceptance of intoxication implicitly ox explicitly as a
part of drinking behavior usually contributes to a high incidence of
alcoholism.

On the basis of these assumptions, 1 believe that a practiced drinker with
healthy attitudes toward alcohol will have a lower incidence of undesirable
effects from alcohol than the unpracticed drinker with guilt and conflict about
drinking.

Under ideal circumstances, children should learn healthy attitudes about
drink in the familiar surroundings of their homes. And, indeed, when social
units were small and information input was limited, social responsibilities
such as these were centered in the family. Tocday, the dissolution of close,
tightly knit social units, and the flood of information and stimulation
provided by extensive, rapid communication no longer permit the family to
provide social responsibility in all areas. In addition, many parents are tno
confused and guilty about their own drinking practices to transmit anythina
to their children beyond their own ambivalence.

1 believe, therefore, that our educational institutions should provide
theoretical information about alcohol and its use. This didactic material
should be provided in the hygiene curricula of schools, with emphasis on the
benefits, as well as the deficits, of alcohol. It should show how Qifferent
the response will be when drink is consumed with food and while sitting in a
relaxed atmosphere, in contrast to drinking without food and in tense circum-
stances; how the use of alcohol imparts meaningful experience when partaken of
with another, while a drink alone is as uncommunicative as talking to oneself;
and how intoxication is sickness and not strength.

Perhaps we ought to face some facts. The use of alcohol in our society is
here to Stay. Some cultures use it and have little of the aggravation and much
of the benefit. Positive educational experiences can be beneficial in reducina
but not eliminating problems.

By providing educational information within a didactic setting, and by
integrating drinkiny experience with family use, immunization against unhealthy,
irrespongible drinking behavior can be provided as a bulwark against alcoholism.
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