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ABSTRACT ' e

Alcoholism researchers in the)past 35 years have
emphasized abstinence as the major criterion of treatment success. In
recent years, however, this emphasis has been Questioned and from the
current debate over treatment goals and outcome ameasures at least tvo
areas of controversy have emerged. The first, called. the -
"abstention-moderation® controversy, questions whether ‘some
alcoholics can return to and maintain norlal or controlled grinking,
and discusses the implications of this outcome for treatment goals.
The second involves the broadening of 'outcome measures to include a-
wide spectrum.of social and psychological behavior, including .
attitudes and self-concept, job and marital stability, and earnings
or income from employment. Research oh various aspects of these two
areas has been conducted, but a resolution of the conflicts has not
yet eperged. (Author/BP) ’ .

] - . .
A o ol oo o o o o o ok ool o sl ol ool sl e ol o ek ol o e ol o s R R
* . Reproductions supplied by(EDRS are the best that can be made *

. n from the original. document. \ *

*#“** *****************************************************####********

v \‘ “\.=




August 1977

. “PERMISSION TO REPRODUCE THIS
‘ MA‘IE&IAL HAS BEEM GRANTED BY

L]
-

: _ nd (df .

v TO THE EDUCA‘FIOMIYL RESOURCES

N Y INFOAMATION CENTER {ERICI AND
oo . USEAS OF THE ERIC SYSTEM *
. ' E
. I:,i!
1‘ -
Gﬂl
g} )
=l b
M ) \
- :
<o P ’
o '
F 2
O
ERIC :
o o )

"' QUTCOMES IN ALCOHOLISM TREATMENT .

+

Harriet B. Stambul'
David J. Armor-

: AN

U DEPARTMEHTOF HEALTH,

EDUCATION& WELFARE

NATIONAL INSTITUTE OF
BEOUCATION

THIS DOCUMENT HAS BEEN REPRO-
OUCED EXACTLY AS RECEIVED FROM
THE PERSON OR ORGAMIZATION ORIGIN-
ATING IT. POINTS OF VIEW OR OPINIONS
STATED DO NOT NECESSARILY NEPRE:
SENT OFFICIAL NATIONAL iNSTITUTE OF
EDUCATION POSITION OR POLICY

\
e
, ——— /.
L T
, .
P-5845




e \- . ' - ST
. \ * N\ )
4, - Fi -
¥
I * -
[N
! / . -
. . ,
: I
. )
- |
|
’ I
i
II
. e £
: \ o
. - ! II
|
- II
" r 1
. . i
\ - oo |'
- * N I|
LN N . 1
- f + |
. i
* |
N |
|
|
- ||’
|
- |
. |
|
. * |
’ |
. |
. | .
: |
_ . ‘ .
. . "
v w N ) g
)
L4 +
Ty .t . ’ ) \
+ T - ’
- - . 2
- The Rand Paper Series
N ‘) : 1 .
. ? . . Papers are 1ssued by The Rand Corporation as a service to its professional Staff.| Their
. purpose 15 to facilitate the exchange of ideas amond those who share the author’s résearch
. . interests: Papers” are nbt reports prepareq in fulfillment of Rand’s contracts or grants.
* L Views expressed in a Paper are the authar’s own, and are not necessarily shared by Rand
b . Or its research sponsars, ' .
‘ e - . The Rand Corporation | |
S A Santa Maonica, California| 0406
+ 4
. ) -
" + * - .
S 3

ERI

Aruitoxt provided by Eic:
PR




|]' , - - * ' /0 -‘—,."’ k ] - ..

N - 3 . \ . f\ .

- + - » M \.\
. - “heny L ANV Y

’ . . \ ’

[ . L

E S . * - " * \ - .

*
’ "
- 7 . L] . - 1 * » o .
"J .q‘ » v [ _!j ! .
1
) . i
* ‘ | . -
U : { 1 ;
i = Fl B ¢ .
. ' »!
RN it ; < . ]
. . . | .-
L . A ’
. | LR I .

L'"--..,Jf/ [ERE ] P )

L .
JIs' ';
| :

N OUTCOMES IN ALCOHOLIéH,TBEATMENTq . e
I AR { S . '
: 3

. \\ II 1 J ‘JI
* - 1 » I| | .\.+ ' ¢ .
, . [ | )‘ 4
L] B ! | - \ .
' . . , o .
; *- " « Harriet B. Stambiil ST
-7 David J, Armor ~ s
e :{ v, - | , . .‘. .
¢ ' I . 7
-, \ R
’ hd - I .
‘ - I
' ' ) L} L J
- ' ! - |.. - * ‘;' . +
August 1977 - )
! [ - L .
_ . ) ; Vb
* -y * ! R ' ] -
S { , )
. 4 j i N A Y
3 - |I 5 | B 'ﬂ . ! ' R
A - * ! - ..
:‘\ 0. * ‘ ’1“
, 1", . a
| - '41 - .
bl | RS _
. : . . N o - N
Thijs paper was prepared for|the National Igstttute of Alcohol Abuse
and Alcohplism for inclusion in the Third Report to angreés, Alcqhol and
Heazth’ 19??. . = :-. s . -
* ‘ ) . -
. 4 )
~ i L
E J L] ’t s -




'ms OUTCOME DEBATE , " " S ’

In recentwyears, evaluations of alcoholism* treatment have become

complicated, and to an increasing extent, characterized by concern over

definitions of creatment outcomes. The focus Of interest has shifted

*

. from how well any particular treatment works to the” m@re  fundament al

quéstion of(which dimensions of outcome shoulﬁ serve as valiq criteria
of lassessment. R , R ’
I

f

issue of ocutcome deﬁiuition has arisen rather- late During the past

Given the considerable progress made in the aldoholism field, the

thirqy five years or so ‘basic research on the nature ‘of. ‘alcoholism
Haq advanced, treatment ﬁechniQueS have proliferated‘*and inc{easing \
nunbers of individuals have been idegptified and treated for problems -
pflalcohol abuse and alcoholism, And, over most of that sam% period,
there has™®been strong emphasis by alcoholism researchers on abstinence
asithe major criterion of treatment success. In recent years 'howeVer,
th

a angled net of competing definitions of outéomes which in- turn are

s emphasis has been .questioned, and consensus-has:been repIaced by

entwined with basic concepts concerning the nature of alcoho ism and
its proper management. ‘
v',There are at least“two distinct Macets to the cd%rent debate over
‘treatment goald and outcome measures. The first, concerning drinking
behavior per se, has been described in contemporary alcoholism litera~
.ture .as the | abatention—moderation convroversy. The central issues
here are whether some alcoholics returh to and maintain normal ‘or conJ
trolled drinking, and if so, what dmplicatiop thisaoutcome should have
for treatment goalssh ) < -
The second aspect involves the broadening of outcome measures to -
include a-wide spectrum of social andlmSychological behavior, including
*attitudes and self-concept, job and marital stability, earnings or in-

come from employment. From one point of view, these outcome measures >
4 L] . ‘. ’ . " . - " ‘




. alcohol abuse.

are the ultimate tests of treatment success, since the gypical alcoho-

lic seeking treatment is generally suf fering from many social and psy-

' chological problems which are’ often perseived as the consequences of

On the other hand, some have argued that many of these
problems re not-the direct result of alcoholism in the first place
and, whatever ‘their cause, may be beyond - the ability of most treatment

pessonnel to solve. From this perspective treatment suégess should

T

be judged primarily by changes in drinking b%havior and its immediate

medical and behavioral consequences. ' .

(L4

The purpose of this discussion is not to resy\e these differing' )

viewpoints, but rather to pré&sent recent conceptu and empirical ad-

vances in the assessment'of treatment outcomes. A brief review of some

of the theo‘ktical issues in alcoholism treatment will set the stage
LI
for- ‘a subsequent review of outcome research findings. .
\; - - - i i +

L

Drinking Behavior

The standard Of abstinence as the major criterion of successful

‘\;

outcome is closely associated with the'@erspective of Alcoholics Anony—

”mous and with the more formalized disease model oE’alcoholism as pos—"

tulated by E.M. Jellinek (1960).
lattér modél is that alcoholism is a progressive and irrevErsible div

Chief among the assumptions of the

sease proceis characterized by a chronic "loss of control" over consqu~
tion and craving for alcohol. The model holds further that the disease
of alcoholism cannot be cured; its course can, however, be successfully
arrested But'bnly by total abstinence from all alcoholic beverages.

it should be noted that Jellinek-was cageful to ;hraseﬁhis model as .
a "working-hypothesis" based on clinical experience apo retrospective

accounts of alcoholics. - o o .

*The abstingnce criterion receives further support from a substan-
tial proportion of clinmical Practitioners who work in the alcoholism

field. Many of thése practitioners advocate abstinence on a pragmatic,

rather than theoretical, basis, claiming their experience has shown
that most truly addicted alcoholic-patients try but fail to learn

moderation (Fox§ 1976). ~ o

»

o
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‘ Hhile'neitﬁer-the Jellinek nor the less formal.clinical models
have been subjected to rigorous scientific tests, there is some é&i—
'dence that has bearing on portions~ot the models, For example, the » - o
' ) losg of control phénomenon has been examined in' controlled observa--
E tion of alcoholics' drinking behavior and in experimental laboratory ~.
settings (Merry, 1966;‘Hello and Mendelson, 1971; hngle and Williams, $
19724 Paredes et . al_, 1973). Nhile'it is arguable that such data . s
come from highly artificial settings and may not géneralite to nafural e
situations, the, re5ults fail to support the nobion that alcoholics - e -

"lose control over consumption after a single drink, ar that immediate
craving for alcohol is experienced by all alcoholics aftgr(drinking
small amounts. . B . ' .

- Ia addition, there are numerous Studies which raise questions < *

about the p&rmanency and irreversibility of alcoholism symptotms by

" documenting a return to. nonmal or social drinking without relapse- b;
some lcoholics. The;earliesx accourits of social drinking are gener-

Iy attributed to Selzer and Holloway (195?) and Davies (1962). - *

Since those early reports, Pattison (1976) has counted "closé to 10Q"° o
studies whith have documented “the phenomenon of normal or moderate

' drinkingaamong previously diagnosed alcoholics. The reports, mMOreover,
have cohverged from varfous sources, Pattison (19?6) notes thag evi- v
-dence of re umed normal drinking has come from relatively large-scale
follow~up SS\Hies of samples of’ alcoholics as well as from single

, case reports' from treatment’ settings where moderate drinking was an A .
explicit goal of thatment as,well as from abstinence-oriented set- . s
tings and from studies of both treated and untreated .alcoholics. -

These social or controlled drinking results are thought by some

to oﬁfer support for a psychological learning model as an alternative . \\ "
to the Jellinqk disease model. Learning” models}vfrom which current

,Behavior modification techniques derive, view excessive alcohol con—

sumption as learned behavior amenable to felearning rather than as . .

symptomatic-of an irrevéﬂsible physiological addiction process. The Le l

" behavioral appfoach views abstinence as only.a subsgt of a‘fuller

-
L] A - - I . ; _




range of‘viable drinking outcome goals (Pdttison, 1976). Other out-

cOme measures acknowledged in the behavioral approach intiﬁaﬁ‘reduced

consumption, controlled drinking (achieyed through BAC discrimination

training procedures) and ormal drinkiﬁg (L{.e., drinking invlow_or )
moderate amounts without*Shpairment).dl .

Aside from~empirica1 research firlings, another aspect of this
debate has taken the form of practical’arguments either for or against
the abgtinence standard. Roizen (19? has, recently compiled°a list’
of thirteen reviews which include \pra tical, utilitarian or therdpeu-
tic advantages ‘or disadvantages" for aLstention and moderation goals
of Efeatment respectively. According to Roizen's content analys{s of

" the reviews, the most.frequently suggested advantage for alternative
goals was the possibility of attracting into treatment alcoholics who
ay have avoided seeking help in the past because of théir be11ef .that
abstinence would be demanded. It is further argued, in the same velin,.
that non-abstinence goals may be more appropriate for those relativel
less impaired,,younger, and prealcoholic" patienfs who have remained
previously untreated. . {,'

‘On the other hand, Roizen (19??) notes that practical arguments

L

criticlzing non-abstinefce goals include: (1) discussion of normal

I

"oF controlled déinking, which may be possible for only a minority of

alcoholics; will encourage avoidance of treatment and dangerous exper—

imentation with continued dfinking; (2) abandonment of the disease

« model and {ts derjvative abstinence goal m;ij::iakcut the long-fought .

Eattle,for social recogqition of alcoholis disease; and (3) ail-
ternative non-abstinence goals will undermine or destroy .the morgle
of Alcoholics anonymous nhich has undoobtedly heiped more alcoholicg
than any other formal organization. . . ,"
While neither scientific evidence nor pragmatic considerations
offer a final answer for sreatment goals, there 15 ample.basis for
measuring more than abstention when gssessing treatment cutcomes.

Indeed, within the past decade it has -become commonplace among alco-

holism researapers to measure the amount and patterns of consumption
.. == :

at the start of freatment and again at folloh-up for periods when a

"
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~former patient is not abstaining. Patients are generally'counted as

"successes" if abstention has Been maintained or if cohsumption has
been reduced substantially and the patient is ?reé'ﬁf sérious problems
re lated to -Qinking 2 . '

With the advent off;educed consumption or controlled drinking\as
legitimate treaxment outcomes it has become increasingly importan: to -
measure the direct cdnsequences of drinking in addition to the amount °

and pattern of drinking, Assessmqnt of these direct consequence@w

often called “"behavioral impairment' to distinguish them from hroader b

social adjustment indicators, is crucial since it is known that‘some,
aécoholics lose tolerance for even modest amounts of alcohol. impair-
ment might include medical complications such as gastro-intéstinal
problems or cirrhosis; signs of physical dependence such as tremors,
sleep disxurbance, or drinking on awakening; bl}ckouts or other mental

abnormalities; and problem behavior while drinking such as fighting,

accidents, skipping meals, and missing work. Alcoholics who have re—.

duéed their ccnsunption after treatment generally must not have any

-of these symptoms to a serious 'degree if they are to be counted as
- 1‘ i = 2 *
'successful cases.

£ . *

* L3

" L}

*

Broader Qutcomes ang Socio-psychological Models

'ﬁhst as the'pgbsical disease model has provided substantial under-
pinnings for a

fition goals and outcomes, emphasis on broader social
and psychological outcomes reflects otner underlfing modefé and assump-
tions'about’the nature of alcbholism, To the extent that these,assump=
tions can be stated.explicitly, the results of. treatment evaluation .
research can ‘provide at least partial evidence for the validity of
models from which treatment practices are derived.

One such model, underlying many psychologically-eriented treat-,
‘ments (especially psychoanalytic or.psychodynamic approaches), views
excessive alcohol consumption as .a manifest symptom of underlying
psychopatbologyﬁ Treatment, therefore, is not- aimed solely at drinking

Eeh?vior but rather seeks to uncover thé intrapsychic conflicts and

-

N -
+ ‘ * .
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} to achieve an ultimate cure-by altering the patient's basic personality p;
N ] +
. - gtructure. According to this model, then, drinking behavier alone does

! _ not seroe as an adequate meagure of tLreatment outcome. Inlfa t, the
model predicts that the attainment of abstinence in the,absenfe of re-
;o&ving deeper psychological problems that -led to excessive drinking
in the first place may result’in poor functioning in other life areas . -

0% alcoholic relapse. Relevant successful ovutgomes might include -~ ) '

changes in basic attitudes and self-concept; changes in personality R S T
and affective stftes, and impfpvement in geheral mentar health.

‘ Another troatment model approaches alcoholism as symptomatic .

behavior embedded im a nexus of deteriorated social, economic, and . »

interpersonal characteristics. Acgording to these socio-cultural
models, no single criterion measure (e.g., abstinence) is sufficient
to assess outcome; multidimensional measures are advocated-in order
to €ncompass the full range of. rehabilitation goals. Since the,asso-
- ciation "in the literature between improvement in drinking behavior ) .
and improvement in otlier life areas is generally of low magnitude,
reliance on singular criterion meagures of consumption are viewed as
- « ¢ having little predictive ‘utility for estimating changus in overall
. life adJustment and global well-being. From this perspective, valid
outcomes‘include measures of social adJuatment such as’ job and marital,
. v -stability and improved financial circumstances.

-

A final conceptual point requires comment. In the evaluation of
alcoholism treatment effectiveness, a distinction'should be drawn be-‘
tween outcomes which reflect the achiévement of a desired, trgatment
o ,) goal and outcomes which reflect positive-.changes in patient's behavior

- {and functioning.\ An exampLe wi clarify the point. Suppose a given
treatment has as its spequic gzg: the training: of controlled drinking.
. Suppose, further, that Bt a certain follow-up point the majority of
clients are abstaining from all alcoholﬂi;thef than drinking i con-
trolled amounts. While su‘h aF outcome may reflect a failure to ac- T
complish the defired treatment goal (i. e;,.controlled consumption)

certainly it would not be properly interprefed as indicating an overall

-
’ 3
- ' LY '
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k of effectiveness of thé treatment with respect to alcoholism-

related behavior. . ) . ’ IS - .
Conversely, an abstinenee oriented treatment approach may*eountﬂh .
as successful outeomes those indiv1duals who do sueeessfully resume
controlled or normal drinking. In the cohtext of measuring overall
outeomes, counting the latter group ‘as treatment failung&\\ould seem .
overly restrictive. On the other hand, the fact that some“achieve
success without abstention. should not necessarily lead to the abandon-
gent of the abstention goal Until further research iz available, .

- :
&he abstention goal will continue to be widely used inm clinical practices

* .

ESTABLISHING 6RITERIK FOR EVALUATIoN . " .

In ed;sidering the rZiatiOnship of outcome measures and goals to A
varying models of treatment, it becomes evident that the definition
of outcome criteria has implications fer beyond {its function as a
.classifying tool for counting successes and failures. 1In a real sense,
outcome measures imply certain assumptions about how the problem of
alcoholism is fundamentally defined, about the eEiology of the dis- .
erder, as well as about how well a given\treatment works. Moreover,
the 1ssue of outcome definition is eioseiy lated to diagnostic cri-
teria--who should be called an alcoholie The controlled drinking
controversy 11lustrates the poine. If a formerly diagnOSed alcodholic
is able to resume moderate drxnking, some would argue that\b e person . Yo
was not a physieally-addieted alcoholic in the first placé. Notwith~

standing the obvious Jlogical problems involved in defining a disorder.
k9

by relying on its outcomes, the example reveals how cutcome measures.

may enter.the reaim éf diaghostic criteria. Pther diagnostic or defi-
nitional problems are raised by the current outcome debate., Should
alcoholisa, for example, be conceived as one end of a drinking con- .
tinuum or rather as a discontinuous and @istinct condition? And oo
further, should‘aleoholism be viewed as a unitarﬁ disorder with a ) —
singuiar outcome criterion (e.g., abstention) or as a multidimensional

problem for which multiple outcomes are possible?




]

This lack of consensus on defining outcome measures greatly com-.
plicates a review of freatment efficacy research. Noncomparability -
in operational definitione of outcome makes cross-study analyses or

results problematic. Moreover, the outcome issue :aises the global

questioneof what constitutes. recovery from alcoholism.

1

Even without' final definitions however; an overviewsof treatment
pvaluation studies does reveal some agreement on the prominent indica—
f

tors of post-, treatment change. In his comprehensive review Pf some

235, outcome studies, Emrick (1974) notes t,:hat measur& of drinking be- .
h

1gr--abstinence, consumption ;}vel for nonqbstainegs, and freguency L

of drinking~-are ‘the most commonly defined indicators'of‘alcohoIism.
treéatmant ‘outcome. Other prominent indicators include measures of
behavioral and medical impairment (relatéo to drinking), employment

status and marital status. Attrition (dropout) rate from therapy has

ilso been used a% a méasure of outco' .
Somigwriters have advocated mulcidimensional 'measurement of treat~

. ment outcome (e.g. » Foster et al., 1972). This posditionrholds that,

althpugh a’ major purpose of treatment is the modification of the target
problem behavior (in this case, excessive consumption of alcohol), the
efficacy of a given method' of treatment can best be evaluated in terms y
of its total consequences. In thé case-of chronic alc holism, the
mulciple outcome argument\has considerable appeal, sjfice the disorder
has profoundly disruptive effects on mental, social,‘Pccupational and
other areas of functioning. , T . . )
In emphasizing the value of multiple-outcomne criteria; however,.
some'researchers seem to have made the error of discounting the rele- =
vance of alcoho} consumption criteria,. Thus, success has been- claimed'

for.some therapies on the basis of inferred psycholéﬁical changes even.

though the cessation of excessive drinkinid/;y not have been achiev‘ﬁ N

An ordering of oputcome criteria seem required, Nhile complete
social and pgycHological rehabilitation of clients may be the idaal

goal®of many treatment programs, the primarv“objective for most re-.
mains the.elimination of eicesgive alcohol consumption and of the gross

behavioral consequences associated with it. While'social adjustment

”

-




. :\criteria (e g ; job,

) most clearly related to alcoholic behavior:

" preceding a follow-up contact.

such indices are less clearly related to the problem of alcohol abusQ
than ° are actual ‘drinking and behavioral {mpairment. In this framework,
an alcoholic.who stops drinkin;;but does'not'find a'job:is a stronger
candidate for being congidered recovered than 1s an alcoholic ‘who re- .
.gains employment buL continues excessive drinking--at least 1f the
disorder is alcoholism rather than unemployment. ®

In the review of treatdbnt outcomes that follows, a multiple-out- -

income marital stability) are obvigduely important, T,

come approach will be adopted vith priority placed on those outcomes ) .f‘

abstention, level of con-,

sumption for nonabstainers, and behavional impairment resulting direCtly
from alcohol abuse (e.g.,- withdrawal symptoms, symptomatid'drihking)

_The major social adjustment outcomes will consist of marital stability,

- job stability, and earnings. . ¢

o~ t.,'-‘

Changes in multiple outcome criterfa are useful for compafing the .
succass of one treatment versus another or one 'type of patient versus )
; But Such.relative comparisons do not establish the absolute
While no
final consensus ex}sts on global définition of récovery, several stu~
dies have proposed tentative global criteria for.establishinirﬁreafﬁent -

another.

rate of SUCCess Eor any given treatment or patient group, |

L

sdocess
One of the earliest global definitions of success was dsed in a -
multi-center study by Gerard and Saenger (L,966). Their definition dis- .
tinguished abstention, controlled drinking, problem driqking (UHChanged),_'
and deterierated according to drinkiné behavior assessed for the month . .
Controlled drinkers were forﬁer patients
'who still used alcohol but without direct impairment (intoxication,'
blackouts, accidents -and so forth) Additional distinctions were
. made for prolonged abstention or controlled drinking for 6 months of
more prior to follow-up. ' o
Usiﬁg outcome data from the NIAAA treatment monitoring sygtem
(NTAAA, 19}5), Armor, Stambul and- Polich (1976) proposed.a threé-cate- _

gory definition of remission: long7term abstention of 6 months or more,

A
-

*
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- ! *ehort—term abstention with drinking two-to-five menths, before followup, . ]
and normal drinking witheamserious imp ;rmenf., All othér cases were

. ’ consieereg to be non-remissions. The 6;§or difference beteeen this :
' and Gerard and Saenger's definitions is the former's use of a quanti-

_“_m___;_____A_tatine_meeeure_of_alcehol consumﬁtion-to—establish a cutting point be-‘

tween normal and alcoholic -drinking. * ’ , ,

KT . Clearly, these definitiens‘are by no means final. As research . o

’ continues there will undoubtedly be advances and'reflnements in the

definition of recovery from alcoholism, ~ Of Considerable interest is

the recent discovery of a ratlo of plasma amfno acids that may : form® R

Byl
-

the basis of a more rigorous physical diagnosis of alcthlism (Shaw

. ; Stimmel, and Lieber, 1976). Such a criterion might also be used as .

a test for remission. R . S, T
‘- - - . ': : - * - . J

-~ BASIC OUTCOME RESULTS °* " LT

Thus far, a set of relevant criterion categories for.examining

alcoholism treatment outcomes has been suggested. Recent treatment -
- . |

outcome research will be reviewed by assessing basic outcome.results
with respect to each of these gutcome measures-—alcohol consumption,
behav1oral 1mpairment, and social adjustment; empirical relationships

' ,begyeen Lthese sets of outcome crlter}a will also be discussed. A . .

a*

brief discussion of some specizl ‘methodological probfems will follow

this consideration of basic cutcome results.

[
-

,///h - Alcohol Consumption " : ) .

' Most observers would agree that excegsive consumption of alcohol

represents the sine qua non of alcoholism or alcohol abuse. It seems

0 logical ; therefore, that the consumption variable be treated as a pri-

mary measure of outcome and a major component of any remission or re-
covery definition. ‘ . v
In Emrick's (1974) review of 265 studies on psychologically-oriented
- —~ —alcohokism—the 'gréat majotity-=80-percent-<usdd alcohpl consumption
indices as the sole or principal outcome measure; Using a uniform

[
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" classification system for categorizing consumption outcomes, Emrick

reported on the outcomes of nearly 14,000 patients included.in these

studfes, About one-third’ were.abstihent, one-third were improved

(reduced consumgtion or abstaining with perjods of excessive drinking), .

of which about 6 percent were controlled drinkers, and one-third were ~

unimproved or worse. + On the basts of his analysis, Emrick concluded -
that, following psychologically-oriented treatment \ the vast majority
(about two-thirds) are imprs§ed or abstinent, indicating t?at once an
alcoholic decides to do something about his drinking and accepts help,
he ptands ‘a good chance of improving." (p. 534)

One difficulty ifn‘ comparing different treatment studies is the
lack of standardized definitions and measyres of various outconmes,

especially drinking behavior. This problem is overcome tO; some extent

in, the NIAAA monitoring sgstem used in several treatment programs--
each consisting of numercus treatment centers--sponsored by NIAAA..
Using standardized and quantified out come measures, the monitoring
system allows an assessment of changes between intake and 6 months
folloming intake when most clients'or patients have completed” treat-
ment (NIAAA, 1975), ‘ L.

Table 1 presents changes in alcohol consumption indices for four

of the larger programs during 1976 (NTAAA, 1976). Results for thesé

;different orograms are «quite similar at follow-up with, about half

.of_the treated subjects abstaining and a reduction in average drinking
days from every other day to about one day a week. The change in con-
sumption’ 1tself appears at .first glance to be quite different, but the
reason is that the starting levels;are différent, If the changes a{e
converted to a relative basis we find that average consumption is re-
duced by about 70 to 80 percent in each of tbe:?rograms. It seems

clear, oncelinitial differences are taken into account, that rates-of

improvement are quite substantial for these’prdgrams at 6 months after

imamq ‘* .
) Since alcoholism is known to bé*a disorder with a high likelifiood -

of relapse, a 6-month follow-up may be too early for a true picture of

| 25V
O

N

L]




Table i

CHANGES IN ALCOHOL CONSUMPTION IN FOUR
NIAAA PROGRAMS DURING 1976

. ’ Drinking behavior during past %3/éays: ,
' Percent - Average Absolute ,ﬂﬁerage No. No. of
Abstaining aleohol consumed /{of drinking days | Cases
per day {(o0z.) . ’ )
Program gntake 6 mos. Intake - 6 mos. |Intake 6 mos.
| : ' S / _ '
ATC - ‘ R . —
- | {Comprehensgive) a .
Program - 12% 53% 5.8 7 1.6 1, 6 (4280) . L
Drinking . . .- . L . . -
Driver. , T .
Program’ 8% 44% 2.5 .8 12 5 {1551)
_ |0ccupational . , .
. Program 11% 647% 7.§ .6 lé b { 254)
Public - - . h
inebriate . n i
Program 9%  .58% 10.8 3.4 18 6 = 1 (384)
Average
Across : -
Programs 10% * 55% 4.4 1.6 15 5

* 1 ) ’
All *changes are statistically significant at or better than p < 103?

P
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succesafﬁl outcomes. Accordingly, NIAAA commissioned a special 18-
mopth fu}low—up study of treatment effectiveness in 8 representa;ive
centers in the ATC Program. The results of this study were reported
in Ruggels et al. (19?5): - ’

‘Changes in key drinking behaviors ‘at lﬁ months are shéwn for
these ATCs in Eéble 2,. separately for male non—DWI*, female non-DWI,
and male DWI patients.

Changes for.the male non~DWI group, representing the bulk of ATC

atients, are on the same order as those shown at 6 months. Notice,

owever, that while average consumption has been reduced considerably, . -
’,0n1§ 24 percent of this group is abstaining far prolonged periods of N

6 months or more.
Relative rates of change$ are similar for the female non-DWI
cfisnts, although a highef percentage (39%) have engaged in prolonged
* abs:tention. Mala DWI patients: show much lower r%tgg of abstention ’
and reduced consumption but it must be stressed that their level of
consumption at intake (along with other characteristics) suggests
this group is not chronically alcoholic (Ruggels et al., 19?5);
fhe results of these cﬂmprehensive reviews and national féllow—up
- studies provide convincing evidence that.treatment for alcoholism has
" a substantial and long-term effect on alcohol consumption. But it
also appears that the éffect produces reduced consum?tioﬁ as well as

total abstention. . . .

e

b

.k * ..,
DWI denotes patients sgsubmitted to treatment following a Driving- *
While~Intoxicated incident.

' . *
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Changes in Alcohol

"Consumption
For NIAAA ATC Progrags at 18 Month Follewups

Py . ~
/
y " _ ¥ -
Abstained Absfained  |Absolute Alcohol No. of
Last Month Last 6 mos. Coustmed per day (oz)|Cases
Group Intake /ié'mos. 18 mos. Intake 18 mos.
1 7 * -
-k i .
Male non-DWI 8z aex** % | 8.3 2.5"*, (600)
L] ‘ . LR l . )
. *
Female non-DWI 13% seZ** 1 397 - 4.5 I (158)
* . . .
Male DWI 22% . "29% T 18% R 1.7 .9 (162)
DT ’ - . .

*DWI denotes an intake in ¢bnnection with a Driving-While-Intoxicéted in-
cident; there were only 13 female BWI intakes in the study.

e , 3 N .
Changes are statistically significant at or better than p <.+ 05.

-

/Adapted from Tabie 42 in Ruggels'et al.. (1975).

* .
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Behavioral Impairment , : ! ’ .

In most working definitions and diagnostic guidelines for alcoholism,
_consumption level alone 1s rarely a sufficie t condition for labeling an
individual alcoholic--unless the:amount is extreﬁely large such as é
" fifth of hard.liquor per day. Inh addition to~tonsumption, most defini-
tions also include evidence of physical and/dr psychologicai dependénce
= on alcohel as well as soclal, menfall or physical harm caused by alcohol .
abuse (Armor et al., 1976; Davies, 1976; National Council en Alcohpiism, '
19723, . . .
. . , iﬁ Emrick's (1974) review, outcome meaeures of ctiteria other than
consumption level were sorted into content clusters; cﬁanges on indices
of behavioral and social 1mpairment'were then examined for their rela-

tionship with drinking behavior outcomes. That analysis indicated tpat,

in general, when treatment resulted in improvement with respect to drink-

ing outcome, positive changes.were also reported in the domains of affec-
 tive-cognitive functioning, work situation, 1nterpersonal relationships ,
“in the heme, physical condition, arrests and other legal problems, and
Alcoholics Amonymous atténdance. Pattison (1968) also reported "related
but not parallel” Qhanges n improved social, vocational and psychologi-
cal adaptation with improvement 'in drinking. Cn
These reports provide global evidence that behavioral impairment
related to drinking does show some overall change after trearment. How-
ever, the measures epployed by most of the studies summarized are too
- o general to alleﬁ statements about outcome'w{thlrespeci to specific beha-
)ﬁ ‘ . vioral symptoms. . In the Ruggels et al. study of NTAAA centers, data was
2ollected at the 18-month follow-up points on the frequency of ocdgxrrence
of twelve specific signs of behavidral 1mpairment‘or'dependence on
alcohol. The twelve signs included tremors, blac@buts, missing meals
due to drinking, morning drinking, being drunk,, ghd missing work due to
) drinking. .Thesge rwelve items were combined into an overall impairment
— —-—— —-index., - -- --— - - ——*’ - - e ee—e— T Ty e —— = T
The changes in behavioral impairment between intake and follow-up
were on the same order of magnitude as those observed for the consump~

tion index. While 81 percent of the male non-DWI sample showed sub~-

~ stantial -levels of 1mpairment at intake, only 28 percent; respectively,- ————.

. "
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T were substantially 1mpaired at follow-up~—’This represents ‘a relative - ." .
; improvement rate of about 65 percent. Subsgtantial improvements weré

Jl _: also observed for the female and DWI groups,. . . ’//

- A In addition, the 6-month follow-up studies on special NIAAA pro-_ g

: grams (e g., Drinking Driver, Occupation, Public Inebria ) also in-

dicate substantial ‘improvement on behavioral impairment criteria,

+
- P
)

‘although-not always to the same degree (NIAAA, 1976). Taken together,
., 7 , the NTAAA. follow—up data indicates that, after treatment, positive

change does occur on outcome measures of- behavioral impairment. . -

"oy v

Soclal Adjustment \"
* As noted earlier, bott/Emrick (19?4) and Paltison (1968) hawve’ \

] reviewed ,the outcome literature and reported that, at 1east in some
samples, changes 1n overall sqcial adjustment measures are associated
with improvement in_drinking behavior. In most cases, however, the

. 'associations are not stfong and do not support, the ¢onclusion that

alcohvlics who stop or mdderate their‘drinking necessarily improve .’

in other arkas of life functioning, ésoecially.vocational and*marital

1

. " adjustment. O ;

The NIAAA—ATC clients, analyzed in the Ruggels et al.sstudy, in- l

g v

dicate rather substantial soc1al impairment at intake, patticularly ‘

with respect to instability in both job and marital, status. As anw ) ..,
group, these clients-are much more likely to be divorced or separated - ‘
and unemployedthan the general population, with unemployment at over ’ )

« S0 percent and broken marriages at nearly 40 percent for male and j .
female non-DwI patients There are, of course,‘the inevitable diffi- ,
culties in establishing whether such social impairmenolwas a result
of excessive drinking or, conversely, whether social difficulties pre- ' lad

- ceded and perhaps played a causal role in the development of alcoholic

behavior. .- \ t_: . ]
. : In spite of the rather dramatic changes in drinking behavior ob—
. served among the patients studied by Ruggels et al.f'almost no changeg

occurred in marital status from intake to followup. Thus, successful

e - cm e . [ .’. e e mee e mwma .-.....—......q.. F U — -
. v * ]
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" reduction of cdnsumption -and behavioral impairment does not appear
contingenz upon, nor does it directly affect, restoration of a suc-

cessful marital relationship, at 'least within the 13—month period

covered Py the follow=up study. ° o . . .
In centrast to marital stability,'the indicators for ij sta-
bility do show‘poeitive ovgrall change following treatment. While .
unemp loyment st1ll remained relatively high at follow-up, there was - )
a decline from 56. percent to 37 percent for the 18-mopth follow-up
sample of ﬁele non-DWI patients, representiné a relative 1mgroyement
rate of 25 percent. R ) ' ) S
In another recent study, the relationship ?f alcohol treatment
to earnings was systematically explored.by Cicchinelli et al. (1977).
These authors posited that‘an outcome measure of productivity in J;ﬁfﬂ,;wWH‘

— T

earnings “can be a key element in the evaluatfon of [an alcoholfem , -
treatment] program.éf Earninés of 9448 ﬁgtients admitted for tredt- r
nent to a Coloradolalcoholasﬁ treatment program were compiled over a
v fifteen-;ear period Earning’s fnr all clients studied showed a decline
during pre- treatment years reflecting their alcoholic impairment. The -
largest post- treatment gain in {ncome was obsérved for the female,
non-readmitted grouP (i.e., not admitteg again for treatment _during *
" the five year post-treatment period). E%is finding was interpreted .
as reflecting the facts that (1) readmission is an 1ndtcator of rela-
tively more severe illness, and (2) that a "floor effect' in pretreat-— v
———ment earnings was probably created by uﬁemplgyed housewives at intake ’
"which then generated a large janp in earnings when some females ob—
' tained jobs in post-treatment years.. ot )
‘ Post—treatment trends:in'incre%sed earnings were ‘strongest for
the 27-40_335 groupy with male non-readmissions in that age.bracket ‘
showing a slightly stronger trend than comparab1y~aged females. Post-
—treatment. earning trends_for males. aged 41- "who were readmitted for .. . __.
* treatment indicated e significagt continued deeline during post |
(initial) treatment years. This-latter finding again supports the

hypothesis that readmission 1s' indicative of more-severe illness.
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. Educational level was also found to be related to earnings both

» ) at' pretreatment and post- treatment periods. Pretreatment income ranks

) indicated that more educated females Were more adversely affected by -
- } -

iIlness thap less educated females; post treatment trends in earnings
' o " for both inales and females indicated that m&;e educated clients res-
; ponded better to: treatment, eSpecially when" their il‘pess was rela— - ~

W tively less severe (as indiated by nonreadmission) 3

"\ﬁ Finally, the variable ‘of “time—employed,, not sorprisingly, was

the strongest correlate of mean. yearly income durirg both pre- and 2

-‘E ' post treatment piriods. A partlcularly impgptant fastor in predicting

*

post~trealment,income wag. the number of months unemployed at the time
" of admissiop to treatment. This find : corgeSponds to other studies
showing client social stability at intake. (largely reflecting employ*
. ment) to a strong correlate of- follow-db status (Gerard and Saengér,
1966; Ruggels et al., 1975). In sum, then,«the Cicchinelli et al.
study demonstrateS'an'overall change in‘earnings following treatment
for alcoholism, with the degree and directioa of change mediated by
such factors as client's employment record, sex, age education, and

s
¢ 5

severity of illness. o ’ T -

- *

£ ) - LY .
le +Relationship Among OQutcome Measures - . . .

A long standing issue in the assessment of treatment outcome§ is

‘. , the relationship among® various,indicatoTs of impfovement Oor recovery
. . y -

from alcoholism. The particular focus of c0ntroveh§zain this area
single criterion

.

, ‘has been over the question of whether abstinenie, as
. outcome, is strongly associated with other improvemean in related
- behavioral ‘and social domains. An early study by Gerard et al. (1962)»
J presented empirical data contradicting the assumption that abstinenge
would result in the amelioration of other related 1 problems‘for
the alcoholic. In fact, the Gerard et al study haziaeen ﬁidely cited
for showing that a sizeable number of abstinent alcoholics in their
‘gample were rated as overtly disturbed on measdre9°of psychological

functioning. Subsequently, Pattison (1966; 1968 1976). has argued

f I . N -




that the ‘vae of abatinence as the main atandard for juydging treatment
auycceaa 1a contradicted by the results of many empirical investi@ations
which report low or negative measurea of aasociation between the attain—
ment of abstinence per se and improvements in either physical or mental
health, or indices of social adjustment, b .
Recognizing the limitatioqs of abstinence as a singular criterion
measure, many researcher§ have argued for the uaelof a cont&nuum of
drinking outcomes in order to empirically establish the relaticn hip

between drinking and nondrinking outcome indices {e.g., Pattiso £1968),

the development of multidimensional outcome measures {e.g., Fostey et

al.,, 1972; Pattison, 19768), and the definition of global categoriés of
remiésion.or recovery {e.g., Armor et al.}. .
Vaing ‘a multiple criteria strategy to eatablish global remission

patterns for the NIAAA 6=-month and 18-month ATC outcome data, Armor
et ‘al, {1976} prbvide emplrical resuits on the relationship between

'consumption qndxbehavioral -impalrment. A summary atatistic represen—

ting total volume of dlcohol conaumed in a 30-day period {expressed as

a dally average) was shown to correlate .69 and .68 with level of be-

* hav ‘ZI’Enpairment at intake and 18-month follow-up points, respect—

ively. While such correlations are substantbal and tend to confirm
the ekpected causal‘link between consumption and impairment, they are
not So higH as to preclude patterns of high consumptioh—loqhimﬁairment
and vice versa, . . ' . p )
Cross-tabulations of average daily conaumption, typical quantities
consumed on drinking days, and meaauréds of impairment indicated that
aigna of phyaical addiction (withdrawal tremors) appeared frequently

in the male non-DWI sample whenever daily consumption exceeded three

" ounces (of ethanol) per day or When\E?picgl amounts exceed five gqunces.

For other measuresof impairment, the 3 oz./day point for average daily
conaumption was associated with increasea in behavioral signs of {m~
pairment. ?hese data indicatedz therefore, that mcst nale alcoholics
at follow-up who are consuming less than 3 oz. of alcohol per day, did
not have substantial levels of impairment resultipng from that alcohol
use. .Moreover, most men in the generel population fall belon the 3 oz.

limit, with'a substantial proportion drinking in the 1-3 oz. range.
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On the basis of these data, the authors clissified clients at@eachi

sf the two follow-up points into eiéher one of three remission cstegories

(Long-Term Abstention, Short-Term Abstention, and Normal Drinking) qr'
into a fourth nonremission group. This procedure enabled description of
- overall remission rates as well as an analysis of the critical question

> . of 'whether alcoholics who engage in normal drinking at one follow-up

wete point have a higher probability ‘of rel to nonremission status than
do clientsLﬁho engage in a long-term bstention.

Table 3 shows thé remission ratks for the two follow_up samples
Overall, Armor et.al., reported remission rates of 68 percent at 6 months
and 67 percent at 18 montHs for the three patterns combined. - The con-

sistency in overall remission rates for the two follow-up periods is im-

pFessive since they are based on largely independent samples of clients.
The ratés’aino compareffavokﬁbl? with improvement rates for individual
cutcome critédria.
) It ghould be noted that the distribution across remi?sion pattemns
beEWeen the two -follow-up points is not as stable; in particular, 1' month
abstention declines, whereas normal drinking and, to a lesser extéht,
. ., long-term abstention increase. Short-term abstention appears 'to be the
Ileast stable remission pattern, with some clients returning to normal

drinking and others adopting permdnent abstention.

',__; ) '

Methodological Codsiderations ' '

The generally positive pieture emerging from recent treatment evalu- k
" ation research must be tempered by awareness that a number of.’methodut '
logical problems still prevent final conclusions about treatment success -
Most 6f the studies reported here suffer from one or more limitations
which effect the generalizability of their findings, such as smail sample
sizes, low response rates, non-experimental designs, and shqgt:followwup

periods. The exact impact of these limitatiens on research conclusions

LR . P ' .
, . See category definitions on p. 9, N i
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Table 3

{ o~ !

.b ~1Z~

-REMISSION-RATES FOR THE 6-MONTH AND 18-MONTH FOLLOWUP SAMPLES - v
Average Drinking Behavior Last/Month ' Impairment Last Month
: . Daily Typical Days; Serieus °
Recovery Statusi Percent Consumption {oz) Quantity (oz) Drank - Tremors- (%) ¢ SYmptohsa
K ' 7 ] = N = '
6-Month Followup ~ '
Remissions - 68 '
Abstained 6 months 18 0 0 0 0 0*
Abstained 1 month. 38 0 0 0 0 -0
Normal drinking® 12 0 . 1 7 0 .0
Nonremissions 32 12.1 14 69 44
(N) (2250) . ) ’ L. .
18-Month Followup y
Remissions 67 :
Abstained & months 24 0 0 0 0 I 0
Abstained 1 mongh 21 0 0 0 0 0
Normal drinking 22 0.7° 2.19 10 0 } 0,
Nonremissions 33 7.1 13.1 17 * 54 , 39
o (597) : 1. "
Frequent ep1sodes of at ‘least 3 of the follow1ng 6 symptoms tremors, blackouts, missgng meals, morning .
~drinking, being drunk, missing work. o j.
bcrients who drank last month but who met all four of the following érixeria: (1) daily cansumption less
than 3 oz/day; (2) quantity on typical drinking days_less than 5 dz; (3) po tremors reported; and@ no serious . '
. ) ’

symptoms (see note a).
i 'y
“Range = 0.1 to 2.4; three cases over 2.,0.

0.9 to 4.4; Five cases {Sver 4.0.

=
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‘ is not clear at.this time,,although it is fair to state that the
convergence in findings among’ the more compreheneive'stuéies is {
. encOuraging. . : . , o e

P . The most troublesome methodological prdbleh facing treatment
ezgguation research ;s the reliability‘end validity of follow-uﬁ in-
formation, whiep most often relies heav}ly on the former patient's :
self-reports, occasionally byttressed by additiogaf reports from - T
collateral persons (friends, re}atlves, etc, ). *Unfortynateiy, the

5 validation of such reports is itself a complex researeh ﬁrobiem,'

e and relativeiy few studies have attempted.to do so. One fairly com-

: . brehensive review concluded that, on the reliability side, most

self-reported drinking behaviors yield adequate psychometric relia-
bility, and collateral reports generdll& corroborate eetient:reports
(Armor et al., 19?6): The same ;tudy found that self-reports of ab-
stention are rarely contradicted by Blood AlcoholﬁConsumptioﬁ (BAC)

o . tests, but that self-reports of moderate drirdking are sometimes con-
tradicted by BAC's, ﬁerhaps in 10 to .15 percent'of the cases of self-

. reported moderate drinking. In another recent walidity study, dis-
crepant BAC's and self-reports were found for 50% of the total drinking
sample, although some of these were self-reports that overstated the

amount of dr}nking (Sobell, Sobell and Vanderspeck, 1976). Again, T
: " while encouraging, these studies-are not aefinitive. Accardingly, X ‘
iﬂ% ) NIAAA has initiated several more comprehensive validity studies whose
.results should provide a firmer basis-fof\égaluating self-reported

o alcohol behaviors.

L

3

DIFFERENTIAL EFFECTS OF TREATMENT e .

* While there is cqonsiderable disagreemént over which criteria are

appropriate for assessing eutcome, the evaluation literature does geem
to converge on one general p“}nt' for whatever reéasons and by whatever
mechanisms, treatment for alcoholism appears to help many*people. The

overall rath of success across studies ranges from 30 to .70 percent,”

'depepding on how broadly success is aefined. '

P




Recent treatment evaluation vesearch has, therefore, gone beyond
thé issue Of whether treatment works at all, to an examination of dif-
ferential effects of various treatment scttings, duration and mechaﬁisms.
Final conclusions about differential effects (or theig absence) are pre-
mature, however, for a number, of reasons. First, very few studies exlst
in the literature which utilize appropriately randomized desipns,
ratched treatment groups, or proper statistical techniques to permit
valid assessment of true treatment differences unconfounded by patient
characteristics and:other sources_of systematic bias. Since many evalu-

‘ation stuéies are conduéted within the context of opgoing treatment
centers, ethical problems of denying treatment (ih order to establish
! "ungreated" control groups) or coercing clients dnto one or arother
"randqmly assigned" treatment mode preclude optimal experimental con-
ditions. Since clinical practitioners have preferences for certain -~
types of clients with whom they believe they have the best chances for
success, de facto selectivity biases may also»operate.even within given
therapeutic modalities. Such ‘factors greatly increase, th& probability
Bf-spurious effects, In adaition, most treatnent programs offer a
variety of therapeutic activities {especially inpatient settings) so
that a singular technique of treatment administered in isolation of
otheI*methods is @ rare occurrence. Thus, multiple treatments used
in various-combinations create a serious confogéding of conditions for
the purposes of evaluation.research. Finally, many studies which pu-
tatively have‘found differential effectiveness for certain treatments
suffer from other methodological limitations (e.g., inadequate follow—
up periods; poorly operationalizeq outcome measures) which raise doubt
about'the validity of the results. ” I

- .

Treatment Seut?_g . .
Systemati co#pfrisons of trearment settings are rate in the litera-
ture; ‘hhen'aga}lahlé, such studies are often~xiddled with methodological

problems of gagient selection biases and treatment confoundings. Baeke-

..-u--u-.

landiét ‘al . (l§75), in a review of the effectiveness of inpatient and
L
outpatient settings, respectively, found no strong evidence to Support

-the view thatfeiiher setting is generally preferable.

= 32
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Ritson (1968; 1971) examined outcomes at 6 months and one year for :
two groups of patients, one of which recejived inpatient care and the
other outpatient treatment. No significant differenceé were found.
Hnwever, a confounding of different treatment types (e.g., group therapy
for inpatiengs; individual therapy for outpatients) makes the interpre-
tation, of the findings unclear.

Edwards and Guthrie (1966) randgmly assigned well-matched patients !
Again, no

significant différences were found at 6 “and” 10-month follow-ups‘ in

s2ither to two months of outpatient or inpatient treatment.

a more recent study of the issue (Fdwards and Guthrie, 1976), the same
authors again fouﬁd no significant differences in treatment outcome
between patients given an eclectic regimen of inpatient treatment and
those given a similar regimen on an ougpatient basis.

Armor et a}; (197&) studied the differential effectiveness of
three settings (separétély and in combination) offered by NIAAA compre-

hensive ttreatment céenters:

Again, these authors failed to find significant

hospital, outpatient and intermediate
(e:g., hﬁlﬁway housgs) .
differences in remission rates across settings at either 6-month or
18-month follow-ups.® ih general, éliengs in all settings evidenced _
relatively high remission rates. Furthermore, the nature of dr}nking
Béhaﬁior (long-term abstenFion, short-term absténtion, or normal ariné-
ing) was also essentially invariant acréss settings. '

Given the relatively higher cost of hosgitglization-and/or inter-
mediate care as well as the potentially disruptive effects of inpatient
care on a patient and on his or her family, the lack of differential

outcome effects raises important questions about the cost-effectiveness

- of various alcoholism treatment settings. : .

AN

Amount and Duration of Treatment

+

A related question, relevant to both cost*cOncerns and conceptual

tHerapeutic models, is whether treatment lengfk anﬂ/or amount (intensity)

.

is related to outcome.' In general, the length of treatment ha's been

found- to be positively related to outcome in outpatient treatment s&ttings

(Fox and Smith, 1959; Gerard and Saenger, 1966; Kissin et al., 1968,

L4 N .
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Ritson, 1969). The evidence in the case of inpatient care is, however,
equivocal. Some investigators have reported better ocutcomes -following

- relatively 1onger hoSpitalizations (Ell1s and Krupinski, 1964 Moore

and Ramseur, 1960; Rathod et al., 1966), whereas others have failed
ﬁ;f- r~o find an aasociation between length of inpatient stdy and treatment
' outcome (Ritson, 1969; Willems et al., 1973; Grenny, 1973}, In both
inpatient and outpatient studies, length of stay has been confounded
with such factors as patient motivation;‘social,background, and other
prognostic varfables, thereby making conclusions rather tenuous.
Baekeiand et al, {(1975) examined the relationship between treat-
ment length and outcome across studies rather than individuals., Report-
ing on results of some 24 inpatient and 7 outpatient studies, the
authors tentatively concluded that treatment length hai a étronger,\
positive relationship to abstinence than to other indices of improve-
+  ment that may depend more heavily on environmental factors external to

- B}

the treatment procesg. .
Armor et al., (1976) distinguished duration from amount of treat-
, ment,.since the latter could occur over both short and 1ong periods of
+ ¢ time. In order to sepagate the effects_of amount and duration, clients )
were classified according to the length of time they stayed in treat-
ment {duration) and the actual amount of treatment (e.g., number of
inpatient weeks Or number of outpatient visits) they received. The
. data indicated that total amount of treatment, but not duration, was
significantly rel&@ed to client remission status at follow-up. Thus,
clients with relatively pigher amounts of treatment also had higher
- overail remigsion rates than did those with lower amounts, regardless
of wﬁether the treatment was given intensively over'a short period of
time or extended over a longey time., Clients with lower amounts-dﬁg
,treatment i their samplea had remission rates oniy slightly higher
¢ than clients who had only*an initfal contact with a center and, for

X all intents and purposes, received no treatment at all.,
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‘ Treatment Type -

Emrick €1975) reviewed 384 studies of psyehologieally-oriented
tpeatment of alcoholism in order to assess the rLlaEive effectiveness
of different treatment approaeh? Of the 384, only 72 studies used
random assignment or matched tr?atment groups, thereby permitting as—
sessment aof treatment differenégs unconfounded by patient characteris—
tics. 1In all, only five studies were found that presented significant
long-term differences (i.e., longer than six‘gpnths) betweén treatment

groups. Client-centered,and psychoanalytic groups were reﬁbrted to be

Jsuperior in effectivehess to a learning-theory and social discussion

group by Ends and Page (1957). Two studies compared treatment regi-
ments that included some form of aftercare with those which did not
and found clients who received aftercare to function signifieantly
better than the controls (Pittman and Tate, 1972; Vogler et al.,11971).

Superior outcomes, relative to conventionally treated controls, were

.also reported for lysergide (LSD) treatment (Tomsovic and Edwards,

1973) and for behavior therapy (Sobell and Sobkil, 1922} 1973).

Emrick has aréued, however, that even in these five instances of
reported differential treatment’effeets, the results could have been
an artifaet of experimental proeeduges in which controllgroup patients
may have been made to féel 'disappointment, abuse{ neglect or rejection"
(p: 94) by not bging permitted to receive the experimental treatment.
According to this argument, the differential effects attribut‘d to the
unique beneficial aspeets of the treatment modalities etudies may have
been die instead to the relatively harmful effects of the control treat-
ment..

A number of recent rgviews have examined the overall effectiveness

of behavioral techniques.in achieving controlled drinking behavior goals

.with alcoholics {Lloyd and Salzberg, 1973; Pomerleau, 1976; Hamburg,

1975). 1In'general, behavioral methods have enjoyed considerable success
in establishing the desired outcomes, althohgh many studies suffer from
methodological limitations that make unequivocal interpretations of the
results iﬁpoe?ible. The research does indicate, howeYer, that nonab- ,
stinent drinking goals may be appropriate éqd attainable for at least *

some alcoholics.

-

+
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Few systematic comparisons of behavioral and nonbehavioral treat-
ments have'been‘conducted. Ewing. and Rouse (19?4; 1976) examineﬂ the
efficacy of a controlled drinking paradigm with alcoholics whﬁ;had
failed in programs requiring mandatory abstinence and who had hot re-
sponded to participation in Alcoholics Anonymous Of a total sample
of 35 patients, only 14 patients came to treatment six times or more.
At extended follow-up periods (up to 55 months), none of the 14 were
classified'ze completely controlled drinkers. Ewing concluded that,
in his hands, the behavioral methed was not effective. It should be
,noted, however, that a majority of the treated clients were abstinent’
at the time of follow-up--an outcome Ewing counted as a failure ﬁéin '
the controlled drinking approach. In this regard, it is interesting
tthat Hedberg and Campbell (1974) reported an abstinence rate of
53 percent for clients treated with behavioral methods in their study
(abstinence or contrqlled‘drinking goals were left to the‘client’s
discretion); this rate is_greater than that achieved in nonbehavioral
treatments as reported in recent reviews by Rohan (1972) and Hunt and
General (1973). o, .

The most extensive'test of controlled drinking as a goal of
therapy has been reported by Sobell and Sobell (1972; 1973; 1976).

Male alceholic clients in that ééudy were permitted to choose e;ther *
abstinencewor controlled drinking as a treatment goal. After designa-
tion of that goal, clients were randomly assigned (within treatment
goal groups) to either behavioral treatment or conventional hospital
treatment. At the one year follow-up point, the Sobells reported'

80 percent and 75 percent success rates for the behavior therapy

groups with abstinent and controlled drinking goals, respectively.
These outcome rates contrast Ilmpressively with the 33 percent and

26 percent improvement rates of the control patientsg treated with
conventional approaches. At the second year follow-up, the functioning
of the benevi rEIEEreatment—controlled drinking goal clients was signi~
ficantlypt uBCdthan the contrcls the differences between ocutcomes
for~&her£gztihe¢ce—goal behavioral treatment group and the controls
did‘#on retain-étatisticaI‘significance during the second year follow-

up however. X
L

32




M

-28-

Baekeland et al. (1975) compared various nonbehavio;al treatment
regimens offered within Enpatient and Ougpatiént settings, respect-
ively. Despiag attempts to demonstrate their superior therapeutic
effgctiveness, evidence that either individual ﬁsychoanalytic therapy
{e.g., Moore and Ramseur, 1960) or group therapy (Wolff, 1968; Gerard
and Saenger, 1966) results in better outcome rates is marginal.
Baekeland et al, (1975) qencluded; in fact, that the empirical data
to support the efchiiveness of group therapy as "almost an article
of dogma" (p. 265) is simply lacking.

Commenting on the overall effecti;éness of hospital treatment pro-
grams, the same authors further concluded that ¥,..despite the intro-
duction of new ﬁethods, [hospital program effeétiveness] seemed no
better from 1960 to 1973 than it was from 1953 to 1963, and né differ-
endes were found in the effectiveness of different kinds of treatmént
}%gimfns" (1975, p. 305). . ) . .

Reviewing the differential effectiveness of methods employed in
outpatient clinics, Baekeland et al.‘again found no’strong datﬁ‘to
support the superiority qf any one therapeutic technigue. S?me sug-
gestive evidence does come from comparat?ve;studies which have examine
the rélagive effectiveness of iddividuél'psychothe:apy versus multi- 1
disciplinary approaches indicating that the latter may be favorable. '

Finally, there is some evidence io suggest that indolvement of the

. \
spouse in treatmeft results in superior outcomes for the alcoholic

pﬁtient {e.g., Pemberton, 1967; Burton and Kaplan, 1968); It should |
be remembered, however, that such results are based on highly selected
groups of patients whose spouse; are willing and enthusiastic about
cooperating in the t;eatnen} process, .

Evidence fo;hthe superior’effectivehess‘of drug treatm?n; ove}
other interventions with alcoholics, or for the superiority of any
one drug over another, is generally unavailable (Mottin, 1973).
While disulfram (Anéabuse) has resulted in ¢claims of therapeutic
SucCcess (e:g., Wallerstein; 19563 Ge;ard and Saenger, 1966), the

absence of well-controlled sfudies has left the guestion answered L,
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a8 to whether disulfram works because of its bharmacological effects,

or because the acceptance aﬂd disciplined use of the drug strengthens

che therapist-patient relacionship and reflects stronger patient moti-

vation., Further‘research,qus%ng.double-blind designs, longet follow-

up .periods and clear criterion measures, are requifed before concluSions
. can be drawn about the effectiveaess of the range-of drug interventions

currently in use. . X ) .

Baekeland et al. (1975) scaté\throughout their review of the
alcoholism rreatment research that the p:tie;t's owr characteristigs,

rather than any kind of therapy per se, play a dominant tole

eventual outcome Of rreatment. In particular, patients who 4re rela-
tively higher socloeconomically and who are more socially stable ar in- ~
take have berrer prognoses across all créatment'typee than do thoee
" who are relatively loéer on the SES and social atability Fimensions;
Armor et al, (1976) reported similar findings in their -comparison ™ -
of the relative Importance of client background and treatment factors
in predic¥ing remission rares. Based on }egression estimates, they
reported that client background factors-~both drinking history and
social environment--exercised considerably more influence on outcome
‘than anything associated with treatment modalities. About two-thitds
of the explainable variance in remission rates was attributable ro
client facrors, with grearer weighr given to social background vari-
ables than to drinking behaviof: In contrast; all treatment variables
combined accounted for only one third of the expiaihable variance in

! ]

outcome.
Virtually identical results ha;e been obtained recently in, a large,

_maltigenter treatment evaluation in Ontario, Canada (Smart, 1977). Of
the explainable variance in a global outcome ¢riterion, nearly 90 per- -
cent was due to patlent characteristics at intake, while only 10 percemt
could be explained by treatment factors, including treatment setting, i
treatment technique, and treatment duration.. Given the generally posi~
tive albeit uniform &ffects of variqus treatments with alcoholics, it
appears thar the client's own background characteristics and his deci-
sion to seek help for his problem may be the essential factors-in the*,)
recovery process. - N _ L

Ty
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TREATMENT VS. NO TREATMENT: THE NATURAL REMISSION QUESTION

As can be readily seen from the foregoing review, much effort has
been expended by researchers to assess both the overall effectiveness
of.treatment for alcohelism as well as the relative eﬁfectisenéss of
different treatment settings, amounts and techmiques. Only very re-
cently, however, have observers and evaluators attended to the basic
and possibly more critical question of whether_formal treatment of
any kind is superior to no treatment at all In alleviating problems
associated with _alcohol aouse and alcoholism. The issue has been

labeled variously by several authors--"spontaneous remission, spon—

b 1] " on

taneous’ recovery, natural temission, natural recovery: Essen-
tially, the same question is being -asked: What is the natural-course
of alcoholism if left untreated--does it inesorably prpgress and
worsen, dpes it spontaneously abate w/;h some individuals, or does it

remain essentially stable over time? ) . .

N [

Systematic research on the natural remission issue 1is éenérally
sparse. Most studies relevant to the question have focused on the
overall success rates of treated samples, compared to minimally .
treated samples with one contact or ope counseling session. Very
little is'known.about how truly untreated (no caontact) samples change

or how alcoholics resolve their problems without the aid of formal

.
*

treatment. e . .
Emrick (1975) atteépted to assess the relative fmprovement rates
of patients who received some kind of formal help with those who re-
ceived no or only minimal amounts of treatment.’. Among the studies he
reviewed, reported abstinence rates for "untreated” individuals ranged
from zero to about 30 percent, and "improvement" rates ranéed'from’

+

37 to 54 percent. Emrick concluded, on the basis of his analysis,

_that (1) many alcoholics can stop altogether or drink less with no

or minimal treatment, (2) untreated alcoholics show the same degree
of change over time as do those who réceived only minimal treatment,
and (3) while no significant differences were found for mean ‘abstinence

rates, formal treatment does seem to increase an/;lboholic s chances
- -
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of educing’ his drinking and improving his drinking problem However,l
methodological problems of many of the studies used in his analyses, i
as well as definitional ambiguities associated with classifying
"no treatment" and "minimal treatment" groups, leave ‘the iogerpreta-
tion of Emrick's findings somewhat open to question. = -
| Armor‘et al. (1976) reported remission rates of sligstly greater

than 50 percent for clients who réceived.only minima1~coﬁtact with

a treatment center. While such indiuiduals do not‘cdngtitute a ‘truly
"untreated" groug in that at least initinl contact with‘e formal
treatment agency was made, ‘their relatively high rate of‘remisaion
remains striking. Given the 70 percent remission rate§ among treated
clients in that study, the authors concluded that formalstreatment ap—
pears to add about a 20 to 25 percent increment to overall remission

" ¢ .. Fs
rates over and above what would be expected from no treatmént. , How-

ever, for outpatient care, the increment only occurs if the amount of .

" treatment exceeds a certain minimum threshold on the order of five

“?

visits. < T . ’ . ., “*

One of the mpst carefully deSigned comparisons_of treatmentfand
minimal-treatment effects was carried out by G. Edwards and . agsociates
in England (19??) One hundred consecutive admissions were rendomf}
assigned to either an "advise" group, which received onky a, single

cQunseling session, or a tr?htment group which received ¥egular'in-

patient or outpatient treatment regimens. At a one-year follow—up
the "advise group had still received only minimal treatment and’ yet

there were no significant differences in outcomes between the two

+

M ¢

Several other studies have also gocumented the occurrence of the
so-called natural remission phenomenon (e g.,+Lemere, 19533 Thorpe
and Perret, 1959; Kendall and Straton, 1965; Boggs, 1967). Most of
these studies, howgver, disagree on the extensiveness of problem°re-
golution without formal freatment aid: )

In addition to c1inical studies epidemiological surveys and. lon-
gitudinal studies have demonstrated that»algohol ahuse is not a unilinear

‘and necessary progressive disorder. Cahalen (1970), in a longitudinal

- .
w
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gtudy of ﬁproblem drinking™ among American males, has reported that
guch dringing follows a bimodal eurve, varying as function -of age
and sex., Lt appears that persons mdy mature both into and out.of . ’
problem drinking status. In a latgg‘analysis of the samaZthort:
Cahalen and Roize; (1974) commented that their findings '"would seem

" + to fly in the face of our everyday notion that the more severe are

' the less likKely is a sponta- *

[sic] the drinking problem 'gymptoms,
neous remission" (p. 28). Other empirical evidence for the occurence

of natural remission has been reviewed by Tuchfeld et al. (1976). .

~_Fn summary, evidence converges from several sourc that persons
are able to resolve their problems of alcohol use witV;

t the aid of
. il .
formal treatment--although goad data on overall natural remission

rates for alcoholic samples is as yet unavailable.

*

A recent and intriguing exploratory study of natural remission by

. Tuchfeld et al. (1976) presents evidence on the processes involved in .8
* - ] -~
. the regovery of alcoholics who have experienced no formal help at all. h
LI a , T voA £
On the basis of intensive interviews th respondents to media adver- //14 :

. tisements, the authors'reported that 41 persons had resolved their

alcohol problems without the assfistance of formal treatment interven-
‘tion. All of these persons ind ca;gd that they had previously suffered '
social, psychological and/or phjpsical probléms associated with alcthI
Alcoholisﬁ Screening Test. Of khe 51

' use as assessed by the Michigan
’ \
11

persons analyzed, 40 cases reponteqd maintaining abstinence; of the

. others who reported occasional drinking, 10 indicated exexcising care

“1)'.resolutiqp of alcohol problems'withoug the aid of formal
treatment does occur, .

* 2) this is effective for some’people, and
3) the processes anq;assocfate& factors are amenable to .

empirical investigation.” (p. xix) ;?{
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Several faltors were réported to account for persons precluding
- . : formal treatment as a source of assistance for their problem. Of parti-

: " eular importance were resistances tQ being labeled "alcoholic” and nega-

#  tive attitudes toward institutional forms of intervention. e
Among tl}e ‘co'nditions observed to initiate commitment to resolutidﬁ E
were: "identification with a negative role model, a personally humilia-
ting event, the“onset of serious health problems, a sudden rgligiouﬁ
experience, extersive exposure to educational information about thé ef-
fects of aleohol misuse and/or prior eﬁberience with self-control (e.g.,
having -quit cigarette smoking)." (p. xzxi),

The investigators found further that the initial commitment to change
was.not itself a sufficient condition for resolving their drinking pro-
blems; other social conditions were apparently critical to sgccessful

. maintenance of problem resolution-inéluding the availability of non-.
aleohol-related leisure activities, reinforcement from friends and.family,
and the existencé of relatively staLle econpmrle support systems. ‘

The Tuchfeld study raises a number of provocative issues for-future’
research as do other preliminary findings on the natural remission pro-
cess. Given the costliness of formal treatment interventions and the
fact that such treatment reaches only i?relatively small proportion of

- the estimated aleoholie population, thq uestion of natural remission

in untreated aleoholics would seem an urgent topic for further and more
N A 4

extensive study. .

38 .
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