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ALCOHQOL DATA IN
MINUTES, NOT DAYS

NIAAA Offers 2 Electronic Resources for
Anyone with Access to a Computer and Modem

ETOH-for low-cost
bibliographic searches

The crucial task of 1dentifying sources on
any alcohol-related topic suddenly has be-
come faster and easier through direct public
access to the NIAAA "Alcohol and Alcohol
Problems Science Database.” Identified by
its short-form label, ETOH, the NIAAA
database now 15 availab! {0 all subscribers
to BRS Information Technologies, a
commercial database vendor.*

ETOH provides records and abstracts for
more than 60,000 pubhished sources refer-
ring to alcohol and alcohol-related problems
An online search by subject, author, date, or
institution for the information you need can
be completed in minutes at costs as low as
$16.00 per connect hour and $0.03 per
printed abstract.

ETGH brings alcohol hiterature searches
into the electromic age  Call your BRS rep-
resentative at [-800-468-0908 and ask for
access to ETOH!

*Current subsenibers canaccess F TOH immediately via
BRS Colleague/BRS Scarch or BRS Atter Dark

QUICK FACTS-for no-cost access
to alcohol epidemiology

Authoritative statistics on alcohol use and
alcohol-related problems 1n the United
States are yours in seconds through Quick
Facts, the electronic bulletin board of
NIAAA's Division of Biometry and Epi-
demiology.

Quick Facts 1s accessible without charge,
and otfers data files on alcohol consumption
and patterns of use, alcohol-related morbid-
ity and mortality, public attitudes, and other
topics that meet epidemiologic research
niecds of the public health community.

Quick Facts also features announcements
of general interest from NIAAA and other
Quick Facts users. Users can receive in-
structions on use of the index, table of con-
tents, and other features when connected to
the system

Join the alcohol epidemiology network
today by contacuing Quick Facts c¢/o CSR,
Incorporated, 1400 Eye Street, NW, Wash-
ington, DC 20005, 202-842-7600 (voice).
202-289-41 12 (modem)
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FrRoM THE EDITORS

In 1980, Alcohol Health & Re-
search World presented an issue
that focused on persons with bo:h
physical impairments and alcohol-
related problems. At that time,
most research on physical impair-
ment and alcohol abuse centered on
documenting the relationship be-
tween those two conditions. Much
progress has been made since then
in exploring the causes and the
treatments of alcoho! abuse among
the physically impaired.

The articles in this issue reflect
this progress and explore the con-
nections between the aual disabili-
ties of alcohol abuse and physical
impairment. Some of these connec-
tions are subtle—such as that be-
tween aicohol abuse and arthritis,
as described by Nashel, and that
between alcohol abuse and epilepsy,
as described by Stoil. Other connec-
tions are dramatic—the finding,
expressed by Moore and Siegal,
Jones, and Heinemana and co:

lzagues, that alcohol abuse often
develops before physical impair-
ment and .hat physical impairment
is the result of accidents related to
alcohol abuse, is perhaps the mos*
dramatic. These authors state that
if alcohol abuse was a problem
before physical impairment, it is
likely to continue to be a problem.
The need to address alcohol abuse
while treating the physically im-
paired becomes crucial to patient
recovery.

At the same time, the psychologi-
cal and practical problems of the
physically impaired must be ad-
dressed in any number of settings if
alcoholism treatment is to succeed.
Treatment centers, inpatient units,
and self-help groups, in meeting the
special needs of the physically im-
paired, can be most effective in
helping their alcohol-dependent
clients. Examples and practical
guidance to meet these needs are
provided in the articles by Saulnier,
Schaschl and Straw, Jones, Neli-
povich and Buss, and Heinemann
and colleagues.

Many of the authors in this issue
believe that current levels of exper-
tise can be expanded through in-
creased interaction between physical
rehabilitation specialists and their
colleagues in the field of alcoholism
and other addiction treatment.
Greer, for example, suggests that
this type of interaction should be
part of the curriculum for training
rehabil’tation professionals. Saul-

nier describes the importanc of
this interaction to an inpatient pro-
gram for the visually impaired, and
de Miranda and Cherry descrite
how shared interests and activism
among the two groups of profes-
sionals have resulted in a statewide
effort in California.

One crucial factor remains un-
changed when comparing 1980 to
1989: the enthusiasm and dedica-
tion of the inaividuals involved in
diagnosing, treating, and preventing
alcohol-related problems among the
physically impaired. The editors of
Alcohol Health & Research World,
including Guest Editor Alexander
Boros, were delighted with the re-
sponse to the development of this
issuc of the journal. We hope that
some of this enthusiasm is trans-
mitted to the reader along with the
research results, clinical observa-
tions, and experience-based recom-
mcndations that comprise this
Special Focus issue.
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the Addiction Intervention with the
Disabled Project. Dr. Boros served
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Facing the Challenge

ALEXANDER Boros, Pu.D.

abled alcohclic” to refer to an alco-
helic who had the additional dis-
ability of a mental or physical
impairment. That issue focused or
recognizing and treating the multi-
disabled and announced a new
disability initiative by the National
Institute on Alcohol Abuse and
Alcoholism (NIAAA). The treat-
ment and prevention specialists
were expected to follow the exam-
ples cited in those pioneering
articles and to continue to ad-
vance knowledge of this unique
population.

The articles in this issue provide
new insights into treating and un-

derstanding problems of individuals
with physica! impairments and
alcohol- or other drug-related
problems. These contributions
emphasize the importance of un-
derstanding what makes this
population special. The lzgal and
psychosocial aspects of intervention
among people with physical impair-
ments pose challenges to be faced
by treatment and prevention
specialists.

The Rehabilitation Act of 1973,
section 504 (Public I .w 93-122),
identifies a “handicapped” person
as anyone with a physical or mental
disability that limits substantially
one or more of such major life



Facing the Challenge

activities as walking, seeing, hear-
ing, speaking, working, or learning.
Today, the terms “physically im-
paired” and ‘“/disabled” are pre-
ferred to the term “handicapped”
that was employed in the 504 regu-
lations. Physical impairments, ac-
cording to section 504, may include
blindness, cancer, cerebral palsy,
deafness or hearing impairment,
diabetes, epilepsy, heart disease,
multiple sclerosis, muscular dystro-
phy, ortkopedic impairment, per-
ceptual impairments, and spina
bifida. Mental or emotional illness
and mental retardation also are
described as impairments in the
legislation.

An estimated 16 percent of our
society is physically or mentaily
impaired (Bowe 1578). According to
Kirshbaum (1979). clinical evidence
reveals that the physically impaired

have a 20-percent rate of alcohol or
other drug abuse—a rate twice as
high as that among able-bodied
adults. Kirshbaum’s csiimate is
supported by the findings of an
article included in this issue, the
Epidemiologic Bulletin No. 21.
Several authors represented in
this issue have documented that a
majority of physically impaired
individuals with alcohol- or other
drug-related problems appear to
show evidence of such problems
before the onset of impairment; a
large percentage of these individ-
uals became physically impaired as
a result of trauma that is caused by
abuse of alcohol or other drugs. A
minority of physically impaired

individuals develop alcohol or other

drug abuse following onset of im-
pairment. X number of stressful
circ.mstances associated with dis-

abilities may contribute to contir.u-
ation of alcohol or other drug
abuse after an individual becomes
physically impaired (Boros 1983):

¢ The physically impaired person is
handicapped in adjusting to a
social and material world de-
signed for normal persons.
Most home-bound persons with
physical impairments face bore-
dom and a lack of challenging
activities.
In addition to normal daily
stress, physically impaired pc.-
sons must cope with frustrations
linked to the impairment and, in
some cases, with chronic pain.
¢ Many unemployed or underem-
ployed persons with physical im-
pairments lack adequate income
or resources to pay for services
that they require.

BarriERs T0 ALCOHOLISM TREATMENT
ENCOUNTERED BY PERSONS WITH PHYSICAL IMPAIRMENTS

The following harriers to treat- sympathies among alcoholism job-related incentives to seck

ment for ihe disabled have counselors is not conducive to treatment,

been reported in the literature the necessary confrontation of ¢ The local community network

(Boros 1983): the physically irapaired client’s of alcohol and other drug abuse

denial of slcoholism. service providers may be per-
» Policz and courts often respond ceived as disjointed and inacces-

o Progmms for disabled alco- inappropriately to physically sible by persons -with physical
holics are few and still explor- impaired persons arrested for impairments, particularly when
atory; uo standardized modl alcohol- or other drug-related such impairments impede nego-
that can easily be imituted has offenses, sending them home tiation of bureaucratic hurdies
emerged. : rather than to treatment. to obtaining treatment.

o Treatment activities need tobe  » Treatment and recovery facilities ¢ Professional literature fails to
paced at & slower rate for clients  often cannot provide transporta- address adequately the unique
who require more time for tion for orthopedically impaired treatment problems facing phys-
mobility and comnunication, clients. - ically impaired alcoholics.
including those who sre o Pamilies often may be less de-
mmmmwy mandirig of ireatmezu for the The above 10 generalized barriers
impaived, . physically impaired family m' m-  reflect experiences of those seek-

ommhﬁﬁ&amm ber then they would be for an ing treatment serv.ces for alco-
accessible to persoas in wheel- ablo-bodied relative. holics and other drug abusers.
chairs of 1 those who use othes o Individuals with severe impair- Such barriers vary significantly
aids 'n wilking. ments frequently lack employ- within each community.

1 o The prevalence of misplaced ment and therefore lack —ALexANDER Boros, Pu.D.
S . o o
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e Persons with severe impairments
often have easy access to addic-
tive prescription drugs. Too often,
the physically impaired per-
son mixes prescribed drugs
with alcohol, resulting in dire
consequences.

e Physically i parred persons face
a double stigma for the impair-
ment and for alcohol or other
drug abuse. They often sense
societal rejection when deprived
of jobs, recreation, and services.

e When physical impairment al-
ready has made a person feel less
than complete, admitting to alco-
hol or other drug abuse often is
another blow to self-esteem.

e Persons with physical impairment
may present strong rationaliza-
tions for drinking. It is difficult
to convince such individuals that
sobriety offers a rewarding aiter-
native to life’s problems—escape
through use of alcohol or other
drugs may appear to be satisfy-
ing, at least in tne short run.

These circumstances vary among
individuals and types of impair-
ment; nevertheless, their existence
supports the argument that persons
with physical impairment are at
relatively high risk for alcohol or
other drug dependence.

One of the challenges facing
professionals in the addiction field
is to understand why alcohol and
other drug abusers with physical
impairments tend to be under-
treated. Some of the barriers to
alcoholism treatment encountered
by persons with physical impair-
ments are identified in the accom-
panying sidebar and in articles
included in this issue. In general, a
review of the literature shows that
alcohol and other drug abuse inter-
vention programs are less accessible
to those with physical impairments
than they are to able-bodied
persons.

Q
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Progress in the field of alcohnl
and other drug abuse has occurred
without much attention to the
unique needs of persons with physi-
cal impairments. The advent of the
Alcoholics Anonymous self-help
program in 1935 gave suffering
alcoholics a boost in morale
through peer group resources
(Kurtz 1979), but not all Alcoholics
Anonymous or other setf-help
groups effectively respond to mobil-
ity needs or communication needs
of persons with physical impair-
ments. Nearly 50 years agc, the
Center of Alcohol Studies and the
Quarterly Journal of Studies on
Alcohol were organized to promote
the development of a professional
body of research-based knowledge
on alcoholism, and in 1949, profes-
sionals interested in problems of
addiction were brought together for
the first time with the creatiot: of
the North American Association of
Alcoholism Program (Strachan
1971). Prior to the mid-1970s, how-
ever, research literature rarely ad-
dressed the problems of alcohol cr
other drug abusers who had con-
comitant physical impairments, and
professional associations in the
alcohol research and treatment
fields offered minimal coverage of
physical impairment-related con-
cerns at annual and regional
meetings.

Slowly, the condemnation of
alcoholism as a moral weakness has
been replaced with the growing
acceptance of alcoholism as a dis-
ease. The use of social therapies in
the treatment of alcoholic patients
was another breakthrough (Root
1967). Government involvement in
financing and planning services for
alcoholics provided needed re-
sources to specialty populations
(Hewlett 1967) and to the develop-
ment of school-based prevention
programs. Persons with physical
impairments have not benefited

fully from these gains achieved in
the addiction field. With fc v excep-
tions, intensive inpatient treatment
programs do not meet the needs of
physically impaired clients. Further-
more, prevention curriculums for
special education departments to
use in educating high-risk disabled
youth often receive priority for
State funds earmarked for the en-
tir: physically impaired at-risk pop-
ulation; adults with physical
impairments and alcohol-related
problems rarely are targeted for
special support by government
agencies.

Great gains have been made in
the addiction field, but people with
major life-limiting impairments
continue to be undertreated and
undercounted. This special focus
issue of Alcohol Health & Research
World reminds us that the challenge
of making treatment and prevention
accessible and responsive to people
with physical impairments is a chal-
lenge that faces us all.l
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GREGORY A. JONES

he role of alcohol and

other drug abuse in trau-

matic brain injury is well

documented, with an inci-
dence of intoxication at injury of
approximately 50 percent. Because of
cognitive, behavioral, and functional
t'eficits, brain injury survivors pose
unique challenges to the alcoholism
treatment field.

Hmnlmum AP{DrAL(X)HOL ABUSE

Alcohol consumption is a strong
predisposing ractor in traumatic brai
injury (Kerr et al. 1971; Field 1976;
Parkinson et al. 1985). In studies
addressing head injury and alcohol
use specifically, elevated blood alcohol
levels were present in more than 40
percent of the patients seen in emer-
gency rooms or admitted to hospitals
because of traumatic head injury

GREGORY A JONES 15 program
duector for chenucal health at the
Vinland National Center in Loietto,
Munnesotu

(Galbraith et al. 1976; Rutherford
1977, Brismar et al. 1983; Parkinson
et al. 1985). In the most recent study
of head-injured patients at a North
American trauma center, 67 percent
of those tested for blood alcohol levels
showed evidence of alcohol use and
more than one-half (51 percent) were
intoxicated, using a definition of 100
mg/100 m! (100 mg/dl) (Sparadeo
and Gill, in press). This is consistent
with a Swedish study showing a 58-
percent rate of intoxication among
those tested (Brismar et al. 1983).

In a study of neuropsychological
deficits in alcoholics, psychometric
test performance was significantly
lower among head-injured alcoholics
than among those who had not expe-
rienced head injuries (tiii»om and
Holm 1986). Boih groups scored
lower than the general population on
most test items. Results of the study
also suggest that the incidence of head
injury in alcoholics is two to four
times higlier than in the general
population.

Other studies have documented the
role of alcohol and other drug abuse




rain Injury

in traumatic brain injury. Alterman
and Tarter (1985) found the risk for
head injury in patients with familial
alcoholism to be almost twice that of
patierts without such histor. In a
study of 75 severely brain-injured
patients (Tobis et al. 1982), 51 had
histories of alcchol abuse and 29 had
histories of illicit drug use. The num-
ber of patients using both alcohol and
other drugs was not specified. Spara-
deo and Gill (i 1 press) found that 25
percent of their sample had alcohol
histories documented in their medical
records. A recent "irvey of brain
injur, rehabilitation programs around
the country reported that approxi-
mately 55 percent of patients had
some alcohol or other drug abuse
problems before the brain injury and
40 percent had abuse problems de-
scribed as moderate to severe (NHIF
1188).

Psvcnosocial CONSEQUENCES OF
HEap INSURY

many leng-term psychological and
behavioral difficulties. Because every
nead injury is differer.., it is impos-
sible to predict the exact outcome for
the survivor. While generalizations r in
be made, it is important that treat-
ment professionals and other con-
cerned persons note that individuals
may present few problems or a combi-
nation of soveral problems. Some
deficits following head injury are
painfully obvious; others are ex-
tremely subtle and become evident
only during intensive clinical evalua-
tion (Lezak 1978b). Alcohol ar.u other
drug abuse professionals working with
head ‘ajury survivors commonly deal
wi'i clients who appear to function
normally in most settings but who are
unaole to understand the concepts of
alcohol or other drug addiction or to
benefit from traditional treatment
modalities.

To work effectively with survivors
of traumatic } ““1n injury, it is vital

Many brain injury
survivors . . . are
more easily distracted
by extraneous stimuli
and have a reduced
abi'ity to concentrate
and focus.

that alcohol and other drug abuse
professionals acque.nt themselves with
the unique problems these clients
present. The following discussion of
‘he more cormon consequences of
nead injury is drawn from geueral
knowledge in the field of brain injury
rehabilitation. For more Jetailed in-
formation, 1he reader is directed to
Levin and .olleagues (1982), Edelstein
and Couture (1984), Lezak (19784,
1978b, 1983), and Brooks (1984).

Impairment of memory— Post-
traumatic amnesia i< one of the most
common conseque:..es of head injury.
For many survivors, memory for
events and conditions prior to their
injury is generally intact while short-
term memory for recent ever.s is
disrupted. In practical terms, this
means that brain injury survivors
might remember the events of their
high school prom in great detail but
“orget what was served for breakfast
this morning. Some survivors may try
to fill in the gaps with confabulation,
a usually sincere attempt to mask
memory deficits that is sometimes
misinterpretec 2s dishonesty. Impair-
ment of recent memory makes it diffi-
cult for many survivors to retain
information and gen¢ralize new learn-
ing from one setting to another.

Decreased self-awarenes< and
insight—Many survivors of traumatic
brain injury experience a reduced
capacity for insight, self-monitoring,
and awareness. They may have diffi-
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culty seeing the relationship between
their behavior and the resulting conse-
quences and may eiperience confu-
sion or frustration in their attempt to
understand situations.

Impairment of abstract reasoning—
The ability to integrate informaticn
and to reason ir t* : abstract are vital
skills in our “infonination age.” Un-
fortunaiely, many brain injury survi-
vors experience a reduction in these
skills and a corresponding increase in
concrete thought. In assessment, these
problems are sometimes detected in
proverb interpretation tasks, where
clients may be urable to move beyond
the concrete content of a simple say-
ing to its more ahstract meaning
(Lezak 1983).

Deficits of attention and concen-
tration—Many brain injury survivors
have difficulty attending to complex
tasks. They are more easily distracted
by extraneous stimuli and have a
reduced ability to concentrate and
focus.

Inappropriate social behavior—
Problems with impulsiveness and
disinhibition are common among
survivors of traumatic brain injury.
They may giggle or make inappro-
priate comments; they may interact in
a rude or aggressive man 'r. Excessive
flirting or more overt sexual gestures
are sometimes observed. Some survi-
vors become withdrawn and isolaterd;
others demor. ra. behavior that is
self-centered and perceived as imma-
ture. They may have a low tolerance
for stress and be easily frustrated.

Changes in mood and affect—Some
brair, injury survivors experience
' anges in ¢rnotional responses. Af-
fect may { =come flat or blunted with
little expression of either joy or sad-
ness. Emotions may become labile,
with broad swings of mood. Anger,
along with feelings of profound grief,
may be accompanied by a clinical
depression.

Language and corimunication
deficits—Damage to the brain may
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result in oral-motor problems, such as
slurring of speech and difficulty form-
ing words (dysarthria). Of a more
serious nature are deficits of compre-
hension or language disorders known
as aphasia. The brain injury survivor
may not understand everything heard
and may not be able to find the words
or formulate the sentences necessary
to respond. These problems may
result in increased frustration or con
fusion for survivors and concerned
persons alike.

Sensory deficits—There is a high
incidence of visual-perceptual prob-
lems following head injury; reading
and writing abilities may be impaired.
Tinnitus (ringing in the ears) or other
disorders may affect hearing.

Goal-formulation and problem-
solving difficulties—Unrealistic or
vndefined goals are common among
brain injury survivors. When they do
have clear and reasonable objectives,
many survivors have a reduced ability
to solve problems and to achieve their
goals without sufficient structure and
support.

Vocational/educational problems—
Because of the permanence of brain
damage and the long-term nature of
its consequences, few head injiry
survivols are able to return to their
premorbid (preinjury) level of voca-
tional :r educationa! placement.
Those who have survived mild injuries
often retain the cognitive skills neces-
sary to return to work but may experi-
ence reduced tolerance for stress and
increased fatigue.

Impact on the familv and commu-
nity—The functional impairments
from traumatic brain injury, though
serious, do not usually require that
survivor. be institutionalized. In their
study of severely brain-injured pa-
tients, Tobis and colleagues (1982)
reported that 72 percent had beer
discharged to return home; the rate of
community discharge is even higher
among survivors of m.derate and
mild injuries. As a result, families

and communities must face the issue
of the reintegration of survivors
who may have experienced pro-
found changes i their abilities and
personalities.

There is a high incidence of divorce
following head injury. Reports of
depression and somatic disorders
among spouses or children of survi-
vors are common. Many survivors
experience socia' isolation and
marginalization as a result of their
injuries; peer relationships ard sup-
port systems are often radically
altered.

ALconOL AND OrHEr D=uG ABUSE
FoLLowinG HEAD INJurY )

W nen the complex variable of alcohol
or other drug abuse is considered
within the context of the social reinte-
gration of brain injury survivors, the
potential for serious problems seems
clear. Given that the population as a
whole has a high rate of documented
alcohol abuse prior to injury (and
that alcohol abuse is a key factor in

Psychosocial

and Jjunctional
consequences of brain
injury complicate the
already difficult tasks
of evaluation and
treatment.

the etiology of brain injury), it is
reasonable to suggest that alcohol
consumption following injury would
also be a problem. This is especially
so, considering that the great majority
of brain injury survivors are dis-
charged into the community, where
alcohol and other drugs are readily
accessible. Reilly and colleagues (1986)
have identified four factors that in-
crease the risk of alcohol abuse after
traumatic injury: 1) increased discre-
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tionary time and boredom, 2} in-
creased enabling from family and
friends, 3) uncertainty over the ability
to return to work or to funct.on effec-
tively at work, and 4) physical limita-
tions and posttraumatic mood
change. All of these factors can be
found among most brain injury
SUrvivors.

While anecdotal reports are numer-
ous, there are few data on the inci-
dence of alcohol and other drug
abuse after brain injury. In one of the
first attempts to document postinjury
use patterns, Sparadeo and Gill (1988)
found that 54 percent of the survivors
they surveyed had returned to alcohol
use after completion of rehabilitation.
This was in spite of the fact that the
majority had been injured in motor
vehicle accidents while under the
influence of alcohol or other drugs.
The two majo1 factors influencing
abstinence in the remaining 46 percent
‘vere the presence of a seizure disorder
or placement in long-term, supervised
living situations.

CrinicaL CONSIDERATIONS FOR ALOOHOL
AND OrHER DRUG ABUSE PROFESSIONALS
Brain injury survivors present unique
problems for counselors and other
professionals because the psychosocial
and functional consequences of brain
injury complicate the already difficult
tasks of evaluation and treatment.
Given what is known aboat traumatic
brain injury and alcohol abuse, it is
likely that most professionals will
occasionally encounter brain injury
survivors; those practicing in urban
areas or among minority populations
should give special attention to the
incidence and consequences of brain
injury. Cognitive and neurobehavioral
problems 1nay have an impact on the
following areas of practice:
Assessment and diagnosis—Memo-
ry deficits tend to make brain injury
survivors poor historians, and subjec-
tive reports of alcohol or other drug
use patterns may be inaccurate. Im-
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paired insight may keep survivors
from recognizing that their use pat-
terns are problematic. Because many
mild head injuries go unreported
(Hillbom and Holm 1986), it is rec-
-rmended that evaluators inquire
about previous accidents or injuries.
A simple question such as “Have you
ever been knocked unconscious?”
may be helpful in a preliminary
screening for possible head injury
status.

Because brain injury survivors
sometimes have difficulty with ab-
stract thought and more complex
comncepts, Jong or complicated assess-
ment tools may’ be ineffective. Con-
sideration should be given to the use
of a brief diagnostic tool such as the
CAGE Questionnaire (Ewing 1984).
Utilization of data from neuropsycho-
logical or rehabilitation evaluations is
also suggested.

Changes in functional abilities are
often the most reliable and measur-
able symptoms of alcohol or other
drug abuse by head injury survivors.
Once the practitioner has determined
that such changes are not the result of
other medical conditions and can be
associated with known incidents of
consumption, decreasing skills or
increasing patterns of maladaptive
behavior may provide observable
diagnostic criteria for alcohol abuse.
For the survivor, these declines in
functional ability can be devastating,
limiting involvement in rehabilitation
or vocational programming. Threaten-
ing to discontinue essential services
may motivate the orain injury survi-
vor to respond to intervention.

Intervention and treatment—Insight-
oriented approaches are prevalent
among treatment models for alcohol
ang other drug abuse (Logan et al.
1987). However, the usefulness of
psychodynamic approaches with brain
injury survivors is questionable be-
cause of the high incidence of cogni-
tive deficits, such as impaired abstract
reasoning and decreased insight. Be-

Effective case
management usually
requires an
interdisciplinary
approach.

havioral difficuities of survivors, such
as impulsiveness and disinhibition,
may cause conflict or tension in group
sessions, reducing the effectiveness of
the sessions. Rather than receiving
support and affirmation from group
members, brain injury survivors may
be stigmatized or characterized as
disruptive. These problems also may
be experiericed il meetings of self-
help groups, such as Alcoholics
Anonymous, where significant neuro-
behaviorai problems attributable to
head injury may be viewed as “char-
acter defects.”

In the case of brain injury rehabili-
tation, the prevailing behavioral model
of intervention relies on achieving
positive long-term outcomes through
a series of short-term goals (Goldstein
and Ruthven 1983; Wood 1987). This
approach may b more effective with
inpatients than with alcohol- or other
drug-abusing outpatients who live in
community settings where factors
influencing behavior cannot be as
easily monitored.

In a manual examining methods of
counseling head injury survivors in
the community, Blanchard (1984)
emphasizes the need for practitioners
to understand the cognitive and be-
havioral consequences of head injury
and to rely more on such basic coun-
seling techniques as respect, authentic-
ity, and empathy.

Case maragement—Agencies and
individual practitioners serving brain
injury survivors who abuse alcohol or
other drugs are responsible for ad-
dressing their often complex needs
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and either providing necessary services
or ma'ing appropriate referrals. Ef-
fective case management usually re-
quires an interdisciplinary approach
involving social workers, psycholo-
gists, occupational and physical thera-
pists, vocational counselors, and
specialists in community reentry. Pro-
fessionals must acquaint themselves
with available programs, since refer-
rals to economic or housing assistance
programs and consultation with medi-
cal or public health professionals may
be necessary. Services for spouses or
families of clienits also should be con-
sidered, because the dual problems of
disabulity and alcohol or other drug
abuse put intense pressure on family
systems.

Furure DIRECTIONS

The outlook for future development
in the area of alcohol or other drug
abuse and brain injury is mixed but
hopeful. There remains a troubling
avoidance of the problem on the part
of clinicians who provide acute care to
brain injured persons. In a recent and
quite revealing survey of 154 trauma
centers in 43 States, only 55.2 percent
regularly measured blood alcoliol
levels upon admission (Soderstrom
and Cowley 1987). In & retrospective
chart review of 379 trauina patients
seen in the emergency room of an
urhan teaching hospital, Chang and
Astrachan (1987) found that al-
though 43 patients were suspected or
known to have used alcohol or other
drugs, none was referred for further
evaluation.

Rehabilitation providers, on the
other hand, have responded to the
problem of alcohol abuse and brain
injury with a positive initiative. In
1987, the Prof-ssional Council of the
National Head Injury Foundarion
convened a Subsiance Abuse Task
Force. The work of this group,
though preliminary, has helped to
define the problem from both an
etiological and clinical perspective and
to sugges: potential solutions. A posi-
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tive finding of the task force is that 50
percent of acute and 83 percent of the
postacute rehabilitation programs
surveyed are addressing alcohol and
other drug abuse within their range of
services (NHIF 1988).

Better identification and interven-
tion strategies for those with trau-
matic brain injury will succeed only if
a corresponding initiative is under-
taken within the alcohol and other
drug abuse treatment field. Recom-
mendations for development of effec-
tive services for brain injury survivors
include improvement in the following
areas:

Research—The number cf brain
injury survivors being served within
the curre. alcohol and other drug
abuse treaunent system is not docu-
mented. To determine the effective-
ness of current programs and
methods, it is essential that this popu-
lation be profiled. While it may be
reasonable to suppose that brain-
injured persons who abuse alcohol or
other drugs have a high incidence of
discharge from treatment centers for
failure to meet treatment goals and
aic more prone to relapse than those
without brain injurizs, this has not
been established.

Education—Perhaps the greatest
barrier to the effective identification
and treatment »f brain injury survi-
vors with alcohol or other drv’g abuse
problems is the continued lack of
awareness among professionals. Medi-
cal and rehabilitation professior~ls
wotrld benefit from additional training
in assessing alcohol and other drug
abuse. Professionals treating clients
who abuse alcohol and other drugs
need more information about brain
injury and its consequences. Alcohol
and other drug abuse counselors
should be encouraged to familiarize
themselves with the brain injury reha-
bilitation programs and services in
their communities.

Interdisciplinary dialogue and
cooperation—Communication be-
tween the rehabilitation and alcohol

Q

and other drug abuse fields merits
further development, especiallv where
prain injury is concerned. Prc fession-
als in both fields have much te learn
from each other.

Preliminary attempts to exam.ine
and integrate information from vari-
ous fields have contributed much to
the effort. With additionai research,
education, and improved interdiscipli-
nary cooperation, the outlook is
hopeful.l

The author thanks Francis R. Sparadea, Ph.D.,
Jor generousty providing information anc, manu-
Script material necessary (¢ the completion of this
article.
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Treatment of
Alcohol Abuse in
Persons with Recent
Spinal Cord Injuries

ALLEN W. HEINEMANN, PH.D.,
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SipNEY SchnoLr, M.D., Ph.D.

"Range-of-motion” exercises prescribed in
the early stages of rehabili:ation aliow
persons with recent spinal cord injuries 1o
maintain flexibility and strength and to
make maximum use of residual muscle e
function -~
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he prevalence of alcohol-
related problems in per-
sons with physical
disabilities has emerged
- as an issue in medicine and physical
rehabilitation. Physicians, rehabili-
tation specialists, and service pro-
viders increasingly are aware that
alcohoi abuse not only can contrib-
ute to onset of disability, but also

can undermine the rehabilitation
process by impairing the learning
process and increasing morbidity.
In patients whose disabilities are
the result of traumatic injury, these
effects may be exacerbated. In one
study, O’Donnell and colleagues
(1981- 1982) reported a 68-percent
rate of alcohol or other drug use at
the time of a disabling spinal cord
injury (SCI) among 54 patients on
a spinal cord injury unit; 68 percent
of patients also resumed drinking
during hospitalization. Other re-
searchers have found that the rate
of intoxication varies between 17

and 49 percent for persons who
incur traumatic injury (Galbraith et
al. 1976; Fullerton et al. 1981; Gale
et al. 1983; Frisbie and Tun 1984,
Heinemann et al. in press). Im-
paired judgment resulting from
intoxication appears to have been
responsible for increased risk-
taking—the cause of many of these
injuries.

The prevalence of alcohol use
and abuse following initial care for
traumatic disability also has been
reported in several recent studies. In
a 1985 study of vocational rehabili-
tation and independent living center
clients with SCI, the rate of moder-
ate and heavy drinking reported
was 46 percent, nearly twice the
rate reported in the general popula-
tion (Johnson 1985). The rate of
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Alcohol Abuse Treatment and SCI

alcoholic symptomatology has been
observed to vary from 49 percent of
persons with recent onset SCI
(Heinemann et al. 1988a) to 62
percent of vocational rehabilitation
facility clients (Rasmussen and
DeBoer 1980-1981).

Although there are reports on the
nature and extent of alcohol abusc
among trau:natic injury patients,
less information is available about
traumatic injury patients who rec-
ognize and seek treatment for
alcohol-related problems. Xnowl-
edge of the factors leading to recog-
nition and treatment for these
patients should enable rehabilita-
tion professionals to assist other
patients in need of similar services.
If, as Marlatt and colleagues (1988)
suggest, personal injury contributes
to a drinker’s awareness of an
alcohol-related problem, then the
period following injury may be a
particularly productive point at
which to iniervene.

In fact, failure to intervene can
threaten the entire rehabilitative
process. Unrecognized alcohol
abuse may contribute to neglect of
self-care and, consequently, to in-
creased morbidity. Psychological
and social adjustments—formida-
ble enough already for persons who
incur traumatic injury—may be
complicated further by alcohol
abuse. Continuation or resumption
of drinking following personal
injury also may interfere with pro-
ductive pitysical activity by a reha-
bilitation client (Heinemann et al.,
in press). For these and other rea-
sons, it is critical that rehabilitation
prcfessionais understand and,
where necessary, facilitate the iden-
tification and treatment of alcohol
abusing clients.

THE REHABILITATION INSTITUTE OF
Cuicaco Svupy

The need to improve understanding
of the behaviors associated with the

perceived need for alcoholism

treatment among persons who
incur traumatic injury resulted in
NIAAA-supported research at the
Rehabilitation Institute of Chicago,
a 176-bed, nonprofit hospital in the
Midwest Regional Spinal Cord
Injury Care System. The goal of
the study was to describe the extent
to which persons who had incurred
traumatic injuries experienced
alcohol-related problems, recog-
nized they had problems, and then
acted to reduce abusive drinking.
The objectives of the study were to
assess the rate of alcohol use, prob-
lems resulting from drinking, per-
ceived need for treatment, and
actual receipt of treatment for alco-
hol abuse from 6 morths prior to
18 months after spinal cord injury.

A total of 168 patients admitted
consecutively met inclusion criteria
for this study. Patients in the sam-
ple were between 13 and 65 years of
age, cognitively intact, injured dur-
ing the past 12 months, and English
speaking. Of the 154 patients for
whom physician permission to par-
ticipate was obtained (90 percent of
eugible patients), 103 agreed to
participate. The participant and
nonparticipant groups did not dif-
fer in age, gender, race, injury etiol-
ogy, self-reported intoxication at
injury onset, marital or social sta-
tus, diagnosis, or exposure to sub-
stances for which routine toxicology
screening was completed (Heine-
mann et al. 1988b).

Because approximately 1 month
is needed for patients to adjust to a
rehabilitation hospital environment
and to consider favorably a request
to participate in a research project,
patients were not approached about
this study until between 4 and 6
weeks after admission. Patients
were told at the initial approach
that the security of their data
would be safeguarded by a confi-
dentiality certificate and that they
were being asked to participate in
three interviews for which Teyﬁ
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would be paid $20 each. The first
interview, conducted during inpa-
tient rehabilitation, reviewed drink-
ing patterns during the 6 months
prior to injury. The second inter-
view was conducted 6 months after
SCI, and the third interview oc-
curred 18 months after SCI. Inter-
views typically lasted 3 hours.

Of the 103 participants, 75 con-
tinued through the third assess-
ment. They ranged in age from 16
to 63 years, with an average age of
28.2 years. Men comprised 75 per-
cent of the sample. Most of the
participants were white (75 per-
cent); the others were black (15
percent), Hispanic (9 percent), and
Asian (1 percent). The marital sta-
tus of participants included those
never married (63 percent), married
(26 percent), divorced (8 percent),
and separated (4 percent). Educa-
tion attained included less than
high school graduation (28 per-
cent), high school graduation or
equivalent (59 percent), college
graduation (7 percent), and gradu-
ate degree completion (7 percent).
The most frequent cause of injury
was a road or traffic accident (41
percent), and quadriplegia was the
resulting disability for 64 percent of
the sample.

THE Type A DRINKER AS THE MoODAL
AvrcoHoLIC SCI PatiENT

A typology devised by Glass (1980-
1981) highlights the potential dif-
ferences between nersons with
physical disabilities whose drinking
problems predate injury (Type A
drinkers) and those whose drinking
problems began after injury (Type
B drinkers). Glass asserted that
Type B drinkers were more likely
than Type A drinkers to have favor-
able rehabilitation outcomes.
Applying Glass’ typology to the
Chicago sample, 65 percent of the
sample were classified as Type A
dr nkers, with onset of drinking
problems before injury. Six percent
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were Type B drinkers, with onset of
drinking problems after injury. The
remainder (29 percent) reported no
drinking problems during any time
reriod. Orinker type was strongly
related to self-reported intoxication
at injury onset.

As expected, pre-injury drinking
patterns were stropgly related to
intoxication at injury. ‘While the
overall rate of intoxication was 43
percent, 27 of the 49 Type A drink-
ers (55 percent), 1 of the 4 Type B
drinkers (25 percent), and 3 of the
20 nonproblem drinkers (15 per-
cent) reported intoxicaticn at injury
onset. Type A drinkers also re-
ported drinking and experiencing
alcohol-related problems at more
assessment periods than did Type B
and nonproblem drinkers. For ex-
ample, §5 percent of the Type A
drinkers reported drinking on three
or more occasions at each of the
assessment periods, whereas only
25 percent of the Type B drinkers
and 27 percent of the nonproblem
drinkers reported this pattern of
drinking. Although this relation-
ship was statistically significant, the
small number of Type B drinkers
limits the generalizability of these
resulcs.

Relationships between demo-
graphic variables and drinker type
also were examined. No relation-
ship was found between drinker
type and age, injury etiology, level
of injury, race, marital status, or
drinking frequency and quantitvy
immediately after injury. Seventy-
one percent of the men and 47 per-
cent of the women were Type A
drinkers who reported significantly
greater drinking frequency before
injury than either Type B or non-
problem drinkers. Both Type A and
Type B drinkers reported greater
drinking frequency during the 6- to
18-month postinjury period than
did nonproblem drinkers.

No differences were found be-
tween participants who continued

Pre-injury drinking
patterns were strongly
related to intoxication
at injury.

through to the third interview and
those who dropped out of the study
in terms of age, sex, race, marital
status, injury etiology, quantity and
frequency of drinking before injury,
number of alcohol-related prob-
lems, perceived need for treatment,
or receipt of treatment before
injury. However, noncontinuing
participants averaged less for-

mal education than continuing
participants.

ALconoL ConsUMPTION PATTERNS
AMONG SCI PaTients

Alcohol consumption was quanti-
fied by asking participants to report
the frequency and quantity of alco-
hol consumed during each of three
time periods: 6 months before in-
jury, 6 months after injury, and
from 7 to 18 months after injury.
Quantity was coded as number of
drinks per drinking occasion; fre-
quency was coded on an 8-point
scale of 0 (no drinking) to 7 (binge
drinking). This measure quantifies
drinking in a manner siinilar to
several valid and reliable measures,
including the Drinking Classifica-
tica Indices (Brandsma et al. 1980),
tne Quantity-Frequency-Variability
Index (Cahalan et al. 1969), and the
National Alcohol Program Infor-
mation System (NAPIS) ATC Cli-
ent Intake Form (NJAAA 1979).
Because the reliability and valid-
ity of self-report measures used to
assess drinking and resultant prob-
lems have been questioned, several
methods were employed to substan-
tiate the self-reports. Tesi-retest
reliability of substance use informa-
tion for this sample typically
exceeded 0.90 and, as reported
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previously (Heinemann et al., in
press), evidence of valid self-reports
was obtained. Serum ethanol analy-
sis conducted at patient’s admission
to the acute SCI unit was in agree-
ment with self-report in 78 percent
of cases. Consumption without
intoxication or intoxication with
some other substance, as well as
invalid self-report, could account
for less than perfect agreement
between these measures.

The proportion of the sample
that reported drinking on three or
more occasions during any of the
three assessment periods was 93
percent. The proportion of the
sample that drank on three or more
occasions during the 6 months be-
fore injury was 91 percent. That
proportion dropped to 53 percent
for the 6 months after injury and
increased to 67 percent during the
next 12-month period (see Figure
1). Median frequency of drinking
for those who drank was three to
six times per week before injury
and one to two times per week at
the second and third assessments.
Median quantity of alcohol was
five drinks per drinking occasion
during the 6 months before injury
and four drinks per drinking occa-
sion during the two postinjury &s-
sessment periods (see Figure 2).

Overall, the proportion of drink-
ers declined from pre- to postinjury.
However, fully two-thirds of the
sample were drinking 18 months
after injury. Median consumption
also declined from pre- to postin-
jury, a finding consistent with the
results of Frisbie and Tun (1984).
Nonetheless, a median of four
drinks one to two times each week
was observed 18 months after
injury.

A1.cOHOL-RELATED PROBLEMS AND
PErcelvep NEED FOR TREATMENT

Seventy-one percent of the sample
reported one or more alcohol-
related problems, and 15 percent
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reported believing they needed
treatment for these problems.
Eleven percent reported receiving
ircatment.

Alcohol-related problems were
assessed by asking participants in
the Chicago study to report if they
had experienced any of the follow-
ing as a result of drinking: 1) loss
of control over amount or strength
of alcohol used; 2) problems with
family; 3) problems with friends;
4) problems thinking, remembering,
or controlling thoughts; 5) prob-
lems at work; 6) physical or health
problems; 7) becoming overly tired;
8) becoming overly excited, agi-
tated, or nervous; 9) experiencing
negative moods, such as sadness,
depression, helplessness, or guilc;
10) sexual problems; 11) r.duced
driving ability; 12) halluc.nations;
or 13) financial probiems. Re-
sponses to each of these categories
were coded as 0 (no) or 1 (ves).
Positive responses were surnmed to
form an index of alcohol-related
problems similar to indexes formu-
lated by Donovan et al. (1983) and
Fillmore (1974).

Figure 3 shows the proportion of
the sample reporting each of 13
assessed alcohol-related problems at
cach assessment period. The pro-
portion of the sample reporting one
or more problems was 65 percent
during the 6 months before injury;
this rate dropped to 17 percent dur-
ing the 6 months after injury and
rose to 24 percent during the fol-
lowing year. Pre-injury alcohol-
related problems reported by at
least one-quarter of the sarnple
included loss of control over the
amount used (32 percent), cognitive
difficulties (33 percent), fatigue (35
percent), and driving problems (33
percent). Relatively few persons
reported any of these specific prob-
lems after injury.

The rate of self-reported drinking
problems also declined initially
after injury but increased to 24

Aruitoxt provided by Eic:

percent at the last assessment. On-
set of drinking problems was re-
ported to be most common before
injury; only 6 percent reported
drinking problems for the first time
after injury. As might be expected,
persons who acknowledged alcohol-
related problems prior to injury
were far more likely to report being
intoxicated at injury onset than
weie persons with postinjury onset
of alcohol-related problems or no
problems.

Perceiv+d need for treatment was
assessed by asking participants,

“During this time period, did you
ever think that you needed help
regarding use of this substance?”
Similarly, receipt of treatment was
assessed by asking, “During this
time period, did you ever receive
any counseling o1 treatment for
your use of this substance?” Intoxi-
cation at injury onset was assess:d
by asking, ‘“Were you under the
influence of alcohol or any other
drugs at the time of your injury?”
Findings at each assessment period
are shown in Figare 4.

The proportion of participants
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who believed they needed assistance clined from 13 percent during the

for drinking-related problems de-
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percent immediately after injury, to
none during the following year. A
similar pattern was observed for
actual receipt of assistance for
drinking problems: 7 percent re-
ported receiving assistance before
injury; 3 percent reported receiving
assistance immediately after injury;
and 1 percent reported receiving
assistance during the following
year.

Persons who thought they needed
assistance but did not receive treat-
ment were asked why they did not
seek assistance. At the first assess-
ment, changing one’s mind was
cited by six persons. Other reasons
cited included inability to afford
treatment (N = 1), not knowing
where to obtain treatment (N=1),
believing treatment was unavailable
(N =1), and believing that one’s
drinking pattern was unchangcable
(N =1). No reasons were given by
persons not receiving treatment at
later assessment periods.

SCI Patients RECEIVING TREATMENT
FOR ALCOHOL-RELATED PRrOBLEMS

Participants receiving treatment
were asked the most important
reason for their seeking treatment.
At the first assessment, their rea-
sons included employer referral

(N =2), referral by family (N=1),
and court-ordered referral (N=1).
At the second aisessment, one per-
son each cited physician referral
and a desire to stop drinking as the
reason for seeking treatment. One
person at the third asses.ment cited
a court corder as the reason for
referral.

The relationship between number
of drinking problems and perceived
need for treatment was examined at
each assessment period. At the first
assessment, persons who reported
no need for treatment reported a
mean of 2.0 problems, whereas
persons reporting a need for treat-
ment reported a mean of 5.7 prob-
lems. No significant relationship
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Allen Heinemann, Ph.D., meets with project members (/eff to right) Elizabeth Rogers,
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Matthew Doll, and Nancy Goranson. Heinemann was awarded a grant by the National
Insttute on Alcohol Abuse and Alcoholism to study the prevalence of and rehabilitation
outcomes associated with alcohol use following spinal cord injury

was found at the second and third
assessment periods.

Collectively, 11 percent of the
sample reported receiving alcohol
treatment at some time, although
most of those receiving treatment
did so before injury. The relatively
low rate at which persons believed
they needed treaiment for drinking
problems, despite the high preva-
lence of drinking and alcohol-
related probiems, may reflect
individuals at different stages of the
addictive process (see Prochaska
and DiClemente 1986). Consistent
with the findings of Marlatt and
colleagues (1988), the fact of injury
for persons who were intoxicated
may have served to illustrate the
extent of their drinking problems
and motivated them to initiate be-
havior change. However, the major
reason for not pursuing treatment
was changing one’s mind about the
need for treatment. This change in
belief can be understood as an as-
pect of denial or rationalization
about the severity of alcohol-related
problems.

No one in the Chicago sample
who believed that treatment was
needed asserted that social support
or self-initiated attempts to control
drinking were successful. For pe:-
sons who obta ied treatment, exter-
nal agents (en »loyers, courts,
family, and physicians) most often

Aruntoxt provided by Eric

were cited as a reason for pursuing
treatment.

Although some drinkers did stop
or reduce their drinking after trau-
matic injury, others dia not. This
finding supports the theory that the
acknowledgement of drinking prob-
lems is a developmental process. As
alcoholism treatment professionals
contend, more than a major life
disruption appears sometimes to be
required to convince an aice 10l
abuser to seek treatment. Thus,
spinal cord injury appears to do o
more to cure drinking problems for
some persons than do job loss,
divorce, and other forms of
trauma. However, SCI does appear
to present an opportunity for exter-
nal agents to intervene on behalf of
alcohol abusers who become
injured.

SCI AND THE ADDICTIVE PROCESS

The results of this study help to
identify stages of change in addic-
tive processes. SCI provided an

« pportunity for some persons to
recognize the seriousness of their
problems with alcohol and to make
changes in their drinking patterns.
For most, this change was achieved
without nrofessional assistance. Yet
others continued to drink and to
drink heavily, a testament to the
pernicious quality of alcohol addic-
tion. It may be that some partici-

> 2\’
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pants with pre-injury drinking
problems were early onset drinkers
whose drinking reflects a genetic
component. The success of rehabili-
tation interventions that consider
familial and persoii.. <:inking his-
tories are apt to be greater than
interventions that do not.

As with most studies, caution
should be exercised in generalizing
these observations to all persons
with SCI. Participants were re-
cruited from one rehabilitation
hospital, albeit with a large, diverse
catchment area. Whereas refusal to
participate in the study did not
appear to bias the results, the ten-
dency of persons with less formal
education to cease participation in
the study may signal that individ-
uals who completed more years of
forr.ial education (and who most
likely enjoyed higher socioeconomic
status and stronger social supports)
were those assessed at the third
interview. Replication of these ob-
servations will be important to
generalize these results with confi-
dence to other populations.

Future studies should investigate
the extent to which eariy postinjury
drinking patterns continue over
time. The ways in which drinking is
related to morbidity, vocational
outcome, and independent living
also require examination.

THE NEED FOR ALCOHOL
INTERVENTION IN REHABILITATIVE
CARE

Several observations for enhancing
the rehabilitation care of persons
with recent SCI emerged as a result
of the study. First, assessment of
alcohol use and alcoholism should
be a routine part of all inpatient
screenings in acute care and rehabil-
itation programs for persons with
traumatic injury. Responsibility for
this screening could be assumed by
a variety of team members, includ-
ing representatives from medical,
nursing, psychology, or sociai work
departments.
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Second, appropriate training of
medical and allied health team
members to recognize alcohol abuse
is essential. Alcoholism treatment
program professionals are possible
resgurces for providing this knowl-
edge to physical medicine specialists
and rehabilitation care providers.

Third, establishing referral net-
works to alcohol treatment pro-
grams is necessary if potential dual
disabilities are to be identified and
treated in a timely fashion. In addi-
tion, sc.and communication links
must be established so tnat alcohol-
ism treatment programs and alco-
holism counselors learn about the
special needs of patients with dis-
abilities. Accessibility needs, func-
tional abilities, and attitudes
toward persons with disabling con-
ditions are some of the topics that
might be addressed by training
programs for alcoholism treatment
personnel. Chemical dependence
treatment programs designed spe-
cifically for persons with physical
disabilities are another treatment
alternative (Anderson 1980-1981;
Lowenthal and Anderson 1980-
1981; Sweeney and Foote 1982).

Finally, the findings of this study
highlight potential hospital policy
issues. Policies regarding possession
and use of alcoho! and recreational
or socialization programs that in-
corporate alcohol use need to be
reexamined and perhaps reformu-
lated in light of studies examining
controlled drinking outcomes.
Whereas alcohol used in modera-
tion is likely to pose few problems
for many patients, those who have
histories of alcohol abusc may be
¢ ncouraged to abuse alcohol by
policies and programs that provide
opportunities for alcohol consump
tion. A case-by-case assessment of
cach patient’s history and social
needs should precede any exposure
to alcohol.

Persons with addiction problems
who incur traumatic injury have
special needs that require close

ollaboration of alcoholism treat-
ment and rehabilitation medicine
professionals. The opportunity to
profit maximally from physical
medicine and rehabilitation pro-
grams is unlikely if addiction issues
are not addressed early after
injury.l
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National Institute on Alcohol Abuse and
Alcoholism (ROl AA07111), the National
Institute on Disability and Rehabilitation
Research (G00863120), the Spinal Crd
Research Foundation (NBO-611), and the
Rehabilitation Institute of Chicago. The
authors extend their gratitude for data
collection 10 Scott Allen, Anastasia Arm-
strong, Kevin Armstrong, Michael Asher,
Michael Brandt, Kyu Man Chae, Carol
Dell’Oliver, Robert Donohue, Mark God-
dard, Nancy Goranson, Debra Kiley, Brian
Mamott, Tarmu McGraw, William O’Brien,
Susan Paradise, Elizabeth Rogers, and Jon
Weinand.
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Students with severe orthopedic
impairments may be especially vulneraole
to abusing alcohol or other drugs.
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ollege students are chal-

lenged by opportunities

to experiment with illegal

drugs and by occasions
when excessive drinking seems to be
encouraged. It is reported that 70
to 80 percent of college students are
regular——monthly or more frequent—
consumers of alcohol and that only
10 percent report abstinence (Friend
and Koushki 1984; Berkowitz and
Perkins 1986; Johnston et al. 1984-
Saitz and Elandt 1986). Approxi
mately 25 to 40 percent cf college
students are reported to use mari-
juana (Friend and Koushki 1984;
Johnston et al. 1986).

Students with severe orthopedic
impairments may be unusually
vulnerable to abusing alcobol and
other drugs. Compounding the
availability of alcohol and other
drugs in many college settings is the
availability to many orthopedically
impaired students of medications
prescribed to ameliorate the effects
of their disabilities. Narcotics may
be prescribed to ameliorate pain, or
antidepressants may be prescribed
to relieve depression associated with
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Substance Abuse Intervention Pro-
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Ohio. Comments on this article
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at WI.P/S.OM., Wright State
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loss of mobility. At the same time,
factors such as low self-esteem,
social isolation, and unresolved
anger may exacerbate yendencies
toward alcohol and other drug use.
Dean and coileagues (1985), in a
study comparing college drug use
patterns between students with and
without disabilities, discovered few
significant differences between the
two groups in frequency and types
of drug use. The disabled group
reported less alcohol consumption
than the nondisabled group, but
illicit drug use was approximately
the same. The study’s disabled
population of 66 students included
20 orthopedically impairea individ-
uais, but this subset was not differ-
entiated from other disabilities in
the analysis.

Other studies provide contradic-
tory findings. Hepner and col-
leagues (1980-1981) reported that
approximately 25 percent of the
clients at a rehabilitation center
abused drugs. They also reported
that 41 percent of the prescriptions
received by their clients were medi-
cally unnecessary. A study of over
250 clients at a residential rehabili-
tation facility reported that the
proportion of clients using alcohol
and other drugs was much higher
than the general population figure
for the same average age of 26 years
(Rasmussen and DeBoer 1980-
1981). A recent study of 205 physi-
cally disabied adults (Meyers et al.
1988) suggested that 16 percent of
the respondents drink beer on at
least 14 days of the month and that
the same percentage drink at least 4
beers per episode. In that same
sample, 25 percent of the group use
marijuana more than once a
month.

Possible explanations for the
reported tendency of physically
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impaired individuals to engage in
alconol and other drug use range
from self-medication to reduce
chronic pain or physical discomfort
(Sullivan and Guglielmo 1985;
Benedikt and Kolbt 1986) to more
complex psychological rationales.
For example, DeLoach and Greer
(1981) noted that proneness to use
of fantasy as a vicariou- form of
experience may have unusual signif-
icance for nersons with physical
limitations; 4lcohol or other drug
use may be initiated as a means of
escaping reality or enhancing fan-
tasy. In addition, Krupp (1968)
suggested that trauma associated
with a disabling injury may lead t:
at least temporary loss of control
over use of mood-altering sub-
stances, and Prescott (1980) sug-
gested that diminished physical
sensation may instigate alcohol or
other drug abuse.

A Survey OF ALcOHOL AND DRUG UsE
AMONG PHY. ~ALLY IMPAIRED
STUDENTS
1n light of the contradictory find-
irigs on the relative 1cidence of
alcohol and other drug abuse
among physically impaired young
people, the authors undertook an
examination of alcohol and other
drug use among 57 college students
with orthopedic disabilities. Three
basic hypotheses were posited based
on the literature and clinical
observation:

« Nonprescription drug use is
higher among students witk phys-
ical u.sabilities than it is among
nondisabled students.

o Alcohol and other drug choice
among students with orthopedic
impairments is dictated by factors
unique to the disability.'

¢ Trauma victimrs tend to exhibit
more problematic or high-risk use
than persons with congeniial
ldisabilities.

The study was conducted at a mid-
vestern university that maintains a
positive posture toward physically
impaired persons. To maintain
homogeneity in the sample, partici-
pation as a respondent in the study
was limited to students who use
wheelchairs for primary mob:lity.
School authorities estimated ap-
proximately 80 students with this
level of orthopedic impairment were
actively enrolled during the study
period.

A 104-item questionnaire was
devised and field tested among
orthopedically impaired college
alumni before being converted to .
self-edministered computer test
housed in an open computer lab.
Active recruitment of subjects in-
cluded individual solicitations. A
total of 57 students (71.3 percent of
estimated population) completed
the study; this level of participation
is perceived to have been a function
of the anonymity of the question-
naire and a $10 stipend offered to
respondents.

Thirty-eight respondents (66.7
percent) reported that their impair-
ment resuited from either a trauma
event or from znother postnatal
vondition; the remaining 19 re-
ported congenital disability. Thirty-
five respondents (61.4 percent) were
male, and all but two were white.
Median sample age was 21y .
Approximaiely 85 percent of the
sample reported living away from
their families of origin while ai-
tending school, with the majority
living in dormitories or other cam-
pus housing.

' For example, 1t was assumed from clinica.
contacts and previous literatire (Malec et al.
1982) that the incidence of maryuana use
among orthopedically impaired students
would be greater than 1t was among other
college students, due to bladder problems
associated with alcohol consumption among
physically impaired populations. Survey
results indicated that this is not necessarily
correct.

For analytic purposcs, the au-
tirors created a variable to measure
th~ cxtent of problems associated
wit i~ Ltudents’ us: of alcohol
and othur drugs. This variable,
descrited as ‘“‘Problem Use,” con-
s.cted of an additive score on 18
items similar to those included in
the Michigan Alcoholism Screening
Test. Answers to questions about
students having hangovers, fig..ts,
illness, legbag accidents, inadver-
tent injuries, and class attendance
while “high” were among the data
compiled along with reported daily
consumption patterns of nonpre-
scription drugs (see Table 1). Prob-
lem Use scores obtained from this
process ranged from 0 (14 respon-
dents) to 15 (1 .espondent), with a
mean of 3.03 and a standard devia-
tion of 3.35.

Symptoms of problem use were
compared with a number of inde-
pendent variables includire respon-
den. age, gender, grades, housing,
impairment, chronic pain level,
attitude toward impairment, sexual
contacts, and medication. Other
duestionnaire compouents included
tlie Perceived Benefit of Drinking
Scale (Petchers and Sirger 1987)
and Srole’s Anomia Scale (Dull
1983)- —both . point Guttman scale
true/false tests that have been uti-
I:zed ir previov- drug studies. The
Thrill Seeking Index-5..3 scale IV
(Zuckerman 1979) also was in-
cluded with four items adapted to
apply to wheeichair users. Thrill
seeking scores consis*2n:ly have
demonstrated strong correlations
with nonprescription drug use
among general college populations
(Brennan et al. 1986; Jaffe and
Archer 1937).

ResuLts—Trauma Vicrims Domis aTe
Hicu ProBLEM Usg SCORES

The overall alcohol and other drug
use levels reported among the sur-
vey respondents (see Table 2) ap-
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pear comparable with that of
general college cohorts (Friend and
Koushki 1984; Berkowitz and
Perkins 1986; Johnston et al. 1986;
Saltz and Elandt 1986). Data ob-
tainad on the Problem Use variable,
however, produced striking results.
Of the 11 individuals who scored §
or more on the Problem Use varia-
ble, non< nad s congenital impair-
mernit and 9 reported a trauma event
as the cause of their physical im-
pairment. Most surprising was the
realization that 8 of the 9 trauma
victims in this group reported use
of alcohol or other drugs at the
*ime of their disabling injury. This
fact, combined with their high
Problem Use scores, implies that
their current alcohol-and other
drug-related problems predated
their disability.

Similarities among the 11 most
problematic users suggest a natu-
rally occurring cohort, representing
19.3 percent of the total sample.
Significantly, the results of previous
studies indicate that 20 percent of
the general college population are
e:her abusers or potential abusers
of aicohol or other drugs (Gada-
letto and Anderson 1986). As ex-
pected from previous literature on
alc .ol use by college students
(Berkowitz and Perkins 1986; Tem-
ple 1987), seven of the eight victims
of drug-related traumza who scored
relatively high on the Problem: Use
indcx were men. An unexpected
finding was that the two respon-
dents with nontraumatic impair-
ments and high Froblem Use scores
were women.

Wiy ARE ALCOHOL AND OTHER
Drucs Usep AT PROBLLMAT!C Levers?

Table 3 provides Sp:armaa correla-
tion coefficients of :elected varia-
bles with Problem Use scuies. The
variables correlatec most highly
with Problem Use were thrill scek-
ing, sexual activity le /el (prot ahly a
covariate of thrill seeking), anc
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scores from the Perceived Benefits
of Drinking Scale. Expected predic-
*+or variables of medication levels,
chronic pain, anomie, etiologies of
disability, and attitudes toward
disability did not correlate with
Problem Use at significant levels.
However, use of the chi square
statistical test matching the dichot-
omous variables of trauma/
congenital etiology versus high/low
Problem Use score indicated that
trauma victims were more likely
than congenitally impaired students
to score high on Problem Use (chi
square of 6.8i5, p<.009).

The use of alcohol and other
drugs by the orthopedically im-
paired college students correlated
most highly with social and eupho-
riant cffects, rather than with any
perceived stress-reducing or analge-
sic properties. High thrill seeking,
for example, had the highest corre-
lation with Problem Use among
this sample, irrespective of varia-
bles specific to disability-generated
consumption. These findings sug-
gest that physically impaired college
students tend to use alcohol and
other drugs for reasons common to
otner college students.

MEeDpicATION USE AND A LCOHOL AND
OtHER DRUG ABUSE

A majority of the sample (61.4
percent) reported use of at least one
prescribed drug, and 48.7 percent
cf those on medication (30 percent
of the total sample) reported use of
at least three prescribed medica-
tions concurreatly. In fact, 14.3
percent of the students receiving
medication used at least five medi-
cations concurrently. Estimating
pharmacological effects of alcohol
or other drugs on multiple prescrip-
tions is extremely difficult and sub-
ject to wide individual variation.
Several respondents expressed
awareness about the problems zsso-
ciated with drug tolerance and po-
tentiation, but few respo.ided that
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Problem  Thrilt Seeking Soxual Perceived Benafite

Use index Score Activity of Drinking Score
Problem .
Use - 404 37 329
Thrilt
Seeking - - .526 282
Soxual
Activity - - - 263

Use with:

mmnmtmmunmmmmum
ﬁn@wtmdptz £003, and the correlation of

18

) 88

Antibiotics 208
Other 474

more education or information was
necessary. This perceived lack of
need for more information about
their medication was contradicted
by the results of an exercise in
which respondents were provided
examples of common medications
for each drug class and asked to
report prescribed medications by
those groups (see Table 4), In spite
of examples provided, many stu-
dents were unable to recognize the
appropriate drug class of their med-
ications, as evidenced by the large
number of responses in the “other”
category.

in addition to the low level of
information on pharmacokinetics
of their current prescriptiors, 43.9
percent of the sample reported

AN
2\'

receiving no medical information
on how thcir physical impairment
might influence aicohol or other
drug tolerance.

Summary

The results of this study provide
information in three major subject
areas—etiologies of problem use
among students with disabilities,
comparisons of use between dis-
abled and nondisabled students,
and concerns about medication.
The findings are intriguing in the
support they lend to traditional
theories concerning initiation of
alcohol and other drug abuse. In
this study, these traditional descrip-
tors seemed to hold ascendancy
over factors unique to physical
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impairment. Abuse of mood-
altering drugs, including alcohol,
appears to have predated disability
for the most problematic cohort in
this study. A trauma-related disabil-
ity correlated with greater likeli-
hood of alcohol or other drug
abuse during college than did a
congenital disability. This was espe-
cially true if the trauria occurred
whise the individual was under the
influence of mood-altering drugs.

The incidence o! alcohol and
other drug use of i1his sample ap-
pears comparable to use reported
for high school and college student
populations. As is true in the gen-
eral college student population,
thrill seeking attributes, previous
history of drug use, and level of
sexual activity correlated with cur-
rent alcohol and other drug use
patterns.

Only 16 percent of the respon-
dents thought that they were over-
medicated. However, the issue of
prescribed medication interarting
with alcohol or other drug use was
raised by results indicating that 30
percznt of the sample were taking
three or more concurrently pre
scribed drugs. Over one-third of the
sample (36.8 percent) reported two
or more episodes of physical illness
foliowing alcohol or other nonpre-
scription drug use, suggestu, > the
possibility that prescribed medica-
tions may potentiate effects of alco-
hol or other drug use among this
population. This is particularly
troublesome because much of the
medication is used over extended
periods of time or in recurring regi-
mens. Alumni in the pilot study
had reported planning for evenings
of drinking by discontinuing certain
medications in advance; however, it
is difficult to control unwanted
outcomes when the drug actions are
not understood by the persoa at-
tempting to control the drug intake.

Subsequent studies should pro-
vide greater understanding of these

factors, including understanding of
alcohol and other drug abuse epi-
sodes that predate iinpairment. As
suggested by Glass (1980-1981), it
is important to distinguish between
alcohol or other drug abuse that
predates the impairment-producing
trauma and abuse that postdates it
as a reaction to the injuries. The
relationship between use of pre-
scribed medication and use of non-
prescription drugs, including
alcohol, requires further elabora-
tion, as do intervention strategies
tailored for the physically impaired
alcoholic or drug abuser. B
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rthritis is a term used to

indicate the presence of

a rheumatic condition

affecting the joints. A
common misconception is that
arthritis represents a single illness.
In fact, there are more than 100
distinct diseases that may involve
the joints.

Many arthritic disorders are
chronic in nature, result in signifi-
cant disability, and require a fong-
term commitment to management.
Together, arthritic and other rheu-
matic diseases are the most wide-
spread chronic disabling conditions.
The U.S. National Center for
Health Statistics estimates that
nearly 31 million Americans—
including more than § million be-
tween the ages of 18 and 44 years—
have at least 0 form of these
conditions. Approximately 6 mil-
lion suffer activity limitation be-
cause of arthritis or other
rheumatic disease. These disabling
effects are twice as common among
women as among men and are espe-
cially prevalent among low-income
Americans (US NCHS 1984).

Clinicians know that the arthritic
diseases have a variety of causes,
including infection, metabolic ab-
normalities, and injury to the im-
mune system. Most individual cases
of arthritis can be traced to one or
more of these causes without refer-
ence to tae patient’s use of alco-
holic beverages. However, it is less
widely recognized that chronic

Davip J. Nasuer. M D., is chief of
the rheumatology section of the
Veterans Administration Medical
Center of Washington, DC, and
associate professor of medicine at
Georgetown University.
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alcohol abuse may be a predispos-
ing factor for several varieties of
arthritis. Further, these disorders
may be so severe and crippling that
in the mind of both clinician and
patient, the arthritic diseases ulti-
mately may overshadow their root
cause, which is the alcoholism.

Tue ALconoL-Gour CONNECTION

Gout is an arthritic disease derived
from elevated levels of uric acid in
the blood. In some patients with
elevated uric acid levels, crystals of
urate form in the joints. What en-
sues is an inflammatory reaction
manifested by swelling, redness,
and intense pain—the hallmarks of
acute gouty arthritis.

In the early phase of the disease,
attacks of gout are infrequent and
of relatively short duration. With-
out treatment, a single episode may
last from 1 to 2 weeks. With the
passage ¢ time, however, gouty
flares usually become more numer-
ous and the condition may evolve
into onte in which there is chronic
inflammation involving multiple
joints. In tnis stage, gout is often
crippling and deforming and is
easily mistaken for longstanding
rheumatoid arthritis.

Clinicians long have recognized
that acute attacks of gout often are
related to overindulgence in alco-
hol. In a classic treatise o gout,
Garrod (1859) stated that:

. . . the use of fermented or
alcoholic liqr.ors is the most
powerful of all the predisposing
causes of gout; nay so potent,
that it may se a question whether
the malady would ever have been
known to mankind had suci.
beverages not been indulged in.
(p. 260)

The association of gout with alco-
hol abuse is highlighted by a recent
study of patients seen in a family
practice (Sharpe 1984). In this
study, the average weekly alcohol
intake of patients with gout was
found to be more than twice that of
a matched control group.

The bases for the alcohol-gout
connection only recently have be-
come clear. We now understand
that uric acid is the end product of
the breakdown of proteins con-
sumed in the diet and that alcohol
causes the body to increase produc-
tion of uric acid (Faller and Fox
1982). At the same time, lactic
acid—produced by the chemical
breakdown of alcokol molecules in
the body—Dblocks the normai dis-
posal of uric acid by the kidney.
Thus, it is not surprising that ele-
vated uric acid levels in the blood
resulting in acute attacks of gout
may follow on the heels of a drink-
ing binge.

For many centuries, alcoholic
beverages inadvertently have been
<ontaminated by lead. Originally,
this resulted from the practice of
storing beverages, such as brandy,
in lead casks. This contamination
provides another connection be-
tween alcchol and gout: The term
“saturnine” gout is the designation
for a variety of the disease that
develops when the patient is a vic-
tim of lead poisoning. Saturnine
gout was particularly common in
18th century England when port
“fortified” with brandy was a fa-
vorite drink.

Saturnine gout remains a com-
mon malady to this day, particu-
larly in the southern Uniteu states
where the illicit production of
“moonshine” whiskey contirues.
Moonshine frequently contains lead
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because the whiskey often is dis-
tilled using old car radiators as
condensers; the lead in the connec-
tions contaminates the alcohol. In
one study of gout patients admitted
between 1970 and 1976 to the Vet-
erans Administration Hospital in
Birmingham, Alabama, 36 percent
had evidence of plumbism—a
chronic form of lead poisoning—
resulting from their consumption of
moonshine (Halla and Ball 1982).

SPECIAL CARE IN TREATMENT OF THE

ing element in the development of
gouty arthritis, abstinence is a cru-
cial part of the management of this
disorder. In an otherwise healthy
individual, an acute attack of gout
easily is aborted throngh the use
of any one of a variety of anti-
inflammatory medications (Schweitz
et al. 1978). However, when the
patient has chronic alcoholism, the
use of these agents may pose signif-
icant risks.

All of the commonly used anti-
inflammatory medications, includ-
ing colchicine and the nonsteroidal

anti-inflammatory drugs employed
in ihe treatment of gout, have the
potential to irritate the lining of the
stomach. Alcohol also irritates the
gastrointestinal tract, and as a
result, the alcoholic patient is more
likely than other patients to de-
velop ulcer disease and gastritis, an
irritation of the stomach lining.
Both ulcers and gastritis may be
associated with blood loss, and
there is a risk of acute hemorrhage
when anti-inflammatory medication
is used incautiously to treat gout in
an alcoholic patient (Nashel and
Chandra 1982).
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Another concern in the use of
anti-inflammatory medications is
their potential effects on the pa-
tient’s blood. Alcoholic patients,
for a variety of reasons, are more
likely than other patients to be
anemic and to experience prob-
lems with blood clotting. Anti-
inflammatory medications also
tend to inhibit normal blood coagu-
lation and thus may pose an addi-
tional danger to patients in this risk
group.

Acute gouty arthritis—although
uncomfortable to the patient—is
usually self-limiting, and attacks
often subside even when untreated.
For this reason, it is important to
remember the old adage that the
cure should not be worse than the
disease. Because anti-inflammatory
medications pose unique risks for
the alcoholic patient, clinicians
should consider alternative treat-
ment regimens. Such alternatives
include the use of medication for
pain relief and the local injection of
corticosteroid inio the affected
joint or joints.

Avascurar Necrosis: Dirricurr To
D1aGNOSE AND TO TREAT

Avascular necrosis, also known as
aseptic necrosis or osteonecrosis, is
another arthritic disorder associ-
ated with excessive alcohol intake.
With this disease, bone celis di> as
a result of inadequate blood supply.
In the esrly stages of avascular
necrosis, the areas most often af-
fected are the ends of the longest
bones. The region of bone affected
lies under the cartilage, the dense
connective tissue that forms the
smooth surface layer of bone and
bears the weight of the joints. In
time, the cartilage itself becomes
darnaged. Ultimately, arthritis de-
velops and the joints may be
destroyed.

The occurrence of avascular
necrosis is correlated with a num-

ber of disorders that may Iimit
blood supply to the bone. The dis-
ruption of blood flow may result
from a fracture, a spasm, inflam-
mation of the blood vessels, or
obstruction of the blood vessels by
small blood clots. When avascular
necrosis is associated with alcohol-
ism, some investigators believe that
the vessels supplying blood to the
bone may be obstructed by clumps
of fat globuies known as fat emboli
(see, for example, Jones et al. 1965
and Niron 1983).

Investigations of the drinking
patterns of patients with avascular
necrosis have found that as many
as 39 percent of these individuals
have a history of significant alcohol
use (Jacobs 1978). Among these
patients, the head of the femur—
the “ball” portion of the hip
joint—is the bone most often af-
fected. Hungerford and Zizic
(1978), reporting oxi 26 patients
diagnosed with alcohol-associated
avascular necrasis of the hip, indi-
cated an average patient age of 38
years but found 1 patient who was
only 16 years old. Particularly
tragic was the fact that the disease
eventually affected both hip joints
in 73 percent of the patients
studied.

The earliest symptom of avascu-
lar necrosis is pain when using the
involved joint. As the disease pro-
gresses, however, pain may be
present even when the patient is at
rest. Unfortunately, there may be a
delay from several months to sev-
eral years between the onset of pain
and the time at which changes first
become discernible by x-ray. A
variety of other diagnostic proce-
dures now can be used to permit
earlier detection of the bone dis-
€ase; among the most promising of
these are computerized axial tomo-
giaphy, or CAT scan, and nuclear
mag:etic resonance (NMR).

Even with timely diagnosis, treat-
ment of avascular necrosis leaves

3o

much to be desired. Of course.
after the diagnosis has been estab-
lished, further alcohol consumption
must be discouraged. Unfortu-
nately, by the time changes in the
bone are evident by x-ray, the dis-
case is likely to have progressed to
the point that eventual destruction
of the joints is inevitable.

Several srgical techniques have
been used in attempts to reestablish
the blood supply to the affected
bone. However, surgery appears to
be only partially effective even
when used in the early stages of the
disease (Lotke and Steinberg 1985).
When pain can no longer be
controlled adequately by anti-
inflammatory medication and the
patient’s disability becomes severe,
reconstructive surgery with com-
plete replacement of the joint may
be necessary.

ALCOHOL AS AN IMPORTANT Risk
Facror In DupuyTREN'S CONTRACTURE

Studies of the incidence of Dupuy-
tren’s contracture, a disease that
involves the palm of the hand and
that usually follows a chronic
course, suggest an association be-
tween cases of this condition and a
history of alcohol abuse. The area
first affected by the disease is the
fascia, a band of fibrous tissue that
lies adjacent to the tendons that
pull the fingers together into a
closed position. In Dupuytren’s
contracture, the fascia thickens
and, eventually. the skin becomes
bound and fixed to this fibrous
tissue mass. Gradually, at least
some of the fingers—usually the
fourth and fifth digits-—are pulled
toward the palm and the patient
can no lenger fully open the hand.

Dupuytren’s contracture often
affects both hands in a symmetrical
fashion. There appears to be a
aereditary predisposition to devel-
opment of the disorder, and men
are approximately seven times more
likely to be afflicted than are
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women (Turek 1977). The preva-
lence of the disease gradually in-
creases with age.

Although Dupuytrenr’s contrac-
ture has been associated with such
diseases as diabetes mellitus and
epilepsy, the most striking correla-
tion is with chronic alcohol abuse.
Attali and colleagues (1987), exam-
ining the prevalence of this contrac-
ture among hospitalized patients,
found the disease present in 32.5
percent of patients with alcoholic
cirrhosis, in 22 percent with other
alcoholic liver disease, and in 28
percent with chronic alcoholism
and no liver disease. In compari-
son, they found Dupuytren’s con-
tracture in only 6 percent of
hospitalized patients with nonalco-
holic liver disease and in 12 percent
of a matched control group. The
same researchers also noted a
strong association between the
presence of Dupuytren’s contracture
and total alcohol consumption
and discovered a correlation be-
tween total alcohol intake and the
severity of the contracture.

In another recent study (Bradlow
and Mowat 1986), 64 patients ad-
mitted for surgical correction of
Dupuytren’s contracture answered
questions regarding their drinking
history. Patients with a current or
maximum lifetim: average daily
consumption of 40 grams or more
of alcohol—the equivalent of ap-
proximately four 10-ounce glasses
of beer—were classified by the
stuciy’s authors as “heavy” drink-
ers. Thirteen of 54 men with Du-
puytren’s contracture fell into this
category, compared with only 1 of
45 male controls without the dis-
ease. Among women, 2 of 10 pa-
tients with contracture were
classified as “heavy” drinkers,
whereas none of the 44 matched
female controls reported similar
levels of alcohol use. These data
lend support to the view that Du-
puytren’s contracture is strongly

Researchers also
noted a strong
association between
the presence of
Dupuytren’s
contracture and
alcohol consumption.

associated with relatively high levels
of alcohol consumption.

The treatment of Dupuytren’s
contracture primarily depends on
the stage of the disease in which
diagnosis is made and on the rate
of progression. In the early stages,
physical therapy—including local
heat, exercises, and corticosteroid
injection—may suffice. However,
if there is a significant functional
deficit or if physical appearance
becomes a major concern, then
surgery often is necessary.

ARTHRITIC DiSEASE AS A SIGMAL FOR
THE PossiBILITY OF ALCOHOLISM

Each of the arthritic conditions
discussed sbove may result in sig-
nificant disability to the patient. In
many instances, the illness can be
directly attributed to underlying
alcoholism. This recognition by
both physician and patient is cru-
cial because continued alcohol use
may further exacerbate these dis-
eases. Although most arthritis has
no direct link to alcohol consump-
tion, the definitive management of
these three aithritic disorders by
clinicians requires identification
and treatment of any associated
alcohol abuse.l
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Alcohol Abuse and Persons
Who Are Blind

Treatment Considerations

MicHAEL NELiPoviCH, Re.D., aND ELMER Buss

1984 Wisconsin State

government curvey to

evaluate alcohol and

other drug abuse ser
vices to individuals who are blind
or visually impaired led to the con-
clusion that this is an underserved
population. The fact that no signif-
icant data are available concerning
such services to this group may
indicate that persons with impaired
vision are not generally perceived
by treatment programs as a special
client group. Instead, persons with
impaired vision often are perceived
as isolated cases remembered be-
cause of the difficulty and frusira-
tion of trying to serve them.

ONSET AND ADJUSTMENT SkiLr Issues

A person “vho is blind and abuses
alcohol sirould be considered dually
disabled. in developing a treatment
plan, several things are important.
it is important to determine, if
possible, whether the vision impair-
ment or the alcohol abuse occurred
first. Because every treatment plan
must be individualized, each plan
differs in part depending ca the
circumstances under which the
disability begins. If the visual im-
pairment is of long standing and if
an appropriate level of acceptance
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of and adjustment to this impair-
ment has been reached before alco-
hol abuse begins, then treatment
should be geared to addressing the
alcohol abuse. If the visual impair-
ment has been more recent, then
treatment should focus on helping
the client to accept and adjust to
the visual impairment first, and
then on treating the alcohol abuse.
The greatest challenge to rehabilita-
tion professionals occurs when a
person suffers from two or more
disabilities—such as alcohol abuse
and vision impairment—and has
accepted neither of them.

Another consideration in devel-
oping a treatment plan is the level
of the client’s adjustment to the
condition of visual impairment. All
clients, blind or sighted, who are
admitted to alcoholism treatment
programs heve attained some level
of independence. In assessing ad-
justment skills, the goal is to deter-
mine whether or not the client can
travel independently, can send and
receive communication by various
means, and can manage clothing
and personal needs. Adjustment
skills can be measured by asking
specific questions about indepen-
dent mobility, commun cation tech-
niques, and personal management.

SIF

vEMC‘NoJ. 1909

Full Tt Provided by ERIC.

The level of a client’s adjustment
skills will aftect the ways in which
the staff of an alcohol rehabilita-
tion facility interact with a visually
impaired clieat. The staff can ask
whether the patient travels indepen-
dently and uses either a long cane
or dog guide. Treatment staff, par-
ticularly in an inpatient facility,
also determine whether or not a
client has the appropriate organiza-
tional skills to identify clothing.
The absence of such skills may
impinge upon self-image in a situa-
tion in which self-image is already a
problem. The pitfall to avoid is
treating the blind patient like a
child during assessment.

The accurate assessment of ad-
justment skills by treatment staff

MicuaeL Necirovicr, Ru D., is act-
ing director of the Office for the
Blind of the Wisconsin Division of
Vocational Rehabilitation. Ermer
Bussis employed by the Office for
Persons with Physical Disabilities
of the Wisconsin Division ¢f Com-
munity Services. Comments on this
article should be addressed to Dr.
Nelipovich at the Wisconsin De-
partment of Health and Social
Services, | Wilson Street, Room
830, PO. Box 7852, Madison, Wis-
consin 53707.




Persons Who Are Blind

also includes identification of the
client’s preferred mode of commun-
ication. During treatment, clients
typically are asked to read a variety
of materials that are viewed as ben-
eficial to rehabilitation. Not being
able to access the appropriate print

can be as big a barrier to treatment
as taking steps is to a person in a
wheelchair or as group sessions
conducted in English are to a client
who speaks only Spanish.

The sighted person’s first re-
sponse to the problem of communi-
cating with the visually impaired
often is to have material available
on tape or to have a sighted person
available to read. These are func-
tional approaches, but may not be
the best solutions. For example, if
an alcoholism treatment client is
legally blind but can use print with
maghnification, treatment facilities
can purchase or rent the appropri-
ate device. Alternatively, if a client
1s a braille reader, the facility can
provide at least a copy of the basic
material that is already available in
braille. The objective is to assist the
patient in becoming as independent
as possible and to increase choices
in rehabilitation.

If assessment of a visually im-
paired client’s acjustment skills
indicates that there are major gaps
in the client’s ability to {unction
independently, alcoholism treat-
ment program staff can contact the
local State or private agency that
specializes in services to the blind.
Treatment facilities also should be
prepared to identify community
resources that can provide any of
the needed services.

Faciuity Issues

Blindness restricts control of the
environment and ease of mobility.
Clients are most responsive when
treated respectfully and when as-
sumptions are avoided. For exam-
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ple, when staff members orient the
visually impaired client to the treat-
ment facility, it is wise to ask
whether the client has a preferred
way of becoming accustomed to
physical surroundings; most visu-
ally impaired people have such
preferences.

Effective orientation of a blind
client to the physical environment
of an inpatient facility includes, at
a minimum, familiarity with the
client’s sleeping room, bathroom,
meeting rooms, dining room, rec;e-
ation room, and all exit lecations
When sufficient time is spent on
the orientation process, the client
becomes comfortable with the sur-
roundings. The authors’ experience
suggests that a staff member or
another client should be designated
as a guide for the first few days.
After this period, most inpatient
clients who are blind should ve able
to travel independently. Some indi-
viduals may require more orienta-
tion and more guided assistance
depending upon the leve! of their
adjustment skills.

Inpatient treatment facility staff
should evaluate recreational and

. ’

leisure time activities to determine
their accessibility to visually im-
paired clients. Again, the local
service agency can help to meet the
recreational needs of the visually
impaired. A multitude of items are
available for purchase, ranging
from braille playirg cards to modi-
fied table games and craft kits. The
goal is to allow the blind client to
participate in the mainstream of
activit:* and not be isolated. The
closest library for the blind also can
be contacted so that the treatment
staff may obtain the adaptive
equipment for cassette magazines
and other materials that are avail-
able for nonprint readers.

THE Vic_atiy Impairep Penson IN
ALCOHOLIZS ANONYMOUS

Many counselors advocate partici-
pation in Alcoholics Anonymous
(AA) for long-term recovery. The
/.A system can be most effective
for persons who are blind if they
can participate fully. Many of the
following observations on removing
barriers within AA are equally valid
for other outpatient treatment and
recovery programs.

e J
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Although AA meetings are avail-
able 7 days a week at a wide range
of times and locations, their acces-
sibility to the visually impaired
recovering alcoholic is limited be-
cause of the inability to drive. Taxi-
cabs may provide a solution but
can become expensive. If a blind
person in recovery wants to attend
an AA meeting on Saturday morn-
ing and the closest one is 15 miles
away, the stress that can result from
trying to get there can compound
this person’s agony. Transpo:tation
can make all the difference to a
visually impaired alcoholic’s strug-
gle to become and remain sober.

If a visually impaired alcoholic is
referred to AA from treatment, the
referring counselor has a responsi-

bility to make the first arrange-
ments for transportation to the AA
meeting of choice. Visually im-
paired persons should go to the
first meeting the best way possible
and explain the need for future
transportation. A new visually im-
paired member and AA oldtimers
immediately can begin working on
a list of friendly drivers. The AA
oldtimers at the meeting can be
made aware that lack of transporta-
tion may result in a serious risk of
nonattendance and eventual re-
lapse. Their response is likely to be
diligent assistance.

Additional barriers to effective
participation in AA meetings in-
clude problems related to the envi-
ronment and to socialization. As in
an inpatient treatment facility, it is
important to orient the visually
impaired person to the surround-
ings—where entry doors are, how
the room is shaped, how the tables
and chairs typically are arranged,
where the coffee pot is, and where
the bathrooms are located. These
are basic facts that a sighted person
quickly determines upon entering a
room, but that cannot be taken for
granted for a person with impaired

Q

vision. It also is important to ap-
preciate that it is awkward for a
visually impaired person to move
freely in a crowded room, and as-
sistance should be provided when
necessary.

The process of socialization in an
AA meeting is assisted when some-
one introduces the visually im-
paired member to several other
attendees. Members should adopt
the courtesy of identifying them-
selves when speaking and telling the
blind person when they are depart-
ing (see sidebar on personal interac-
tion with visually impaired persons).
Many sighted people become ner-
vous when addressing an individual
who canaot make eye contact when
speaking, and this nervousness can
promote a feeling of negative self-
worth and isolation that is detri-
mental to recovery. To counter this,
an oldtimer can be assigned to pro-
mote introductions and stimulate
conversations between the visually
impaired person and others until
interaction occurs easily.

It is important to provide alterna-
tive communications to reduce the
barriers to full participation in
AA-—and other outpatient settings—
by the visually impaire” alcoholic.
‘The schedule and a list of meeting
locations can be made available in
braille. Taped items can be prepared
with the visually impaired recover-
ing alcoholic in mind. It is wise to
have audiotapes of The Big Rook
and Twelve Steps and Twelve Tradi-
tions, but 1i  hese audiotapes are
not labeled in braille, the blind
alcoholic will not be able to deter-
mine their contents. Audiotapes
used in recovery can also be tone or
voice indexed for the blind, and
readers can indicate wnen one side
is over.

When audiotapes are prepared
for the blind, the appropriate play-
back speed is 15/16 rpm instead of
the standard 1-7/8 rpm. The slower
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playing speed saves space and cost:
For example, one version of The
Big Book at 1-7/8 rpm contains six
cassette tapes, with two sides per
cassette, and costs $25, whereas a
15/16 rpm version can be recorded
on a single cassette and can be
made available for significantly less
cost. Of course, many audiotapes
are prepared primarily for sighted
people to use in standard tape
decks, but with limited modifica-
tion, taped AA material can be
made much more accessible to the
blind.

Tue Neep To ReacH Our

Alcohol- and other drug-related
problems exist among the blind,
and individuals involved in treat-
ment services should be aware of
the responsibility for serving this
population. Developing the skills
necessary to serve this group di-
reculy affects the treatment outcome
for blind individuals with alcohol-
related problems, as suggested by
the resuiis of an earlier survey of
agencies serving the blind (Neli-
povich and Parker 1981). Sixteen
counselors who participated in that
study could find no employment
for any visually impaired alcohol
abusing client. However, eight
counselors successfully found em-
ployment for one-half of the visu-
ally impaired client population. The
greater the knowledge and the more
highly developed the skills of the
counselor, the better the prospects
for rehabilitation of the visually
impaired alcohol abusing clients.

The authors strongly suggest that
the professionals in alcohol and
other drug treatment services con-
sult with agencies serving visually
impaired persons. @
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Intervention with
Visually Impaired
Children of
Alcoholics

CHRISTINE SAULNIER

hildren of aicoholics

(COAS) are generally

acknowledged to be at

increased risk for devel-
oping alcoholism. At the same
time, the incidence of alcoholism is
higher among the disabled than
among the general population
(Heprer et al. 1980-1981; Hindman
and Widem 1980-1981; Greenwood
1984; Gallagher 1985; Sylvester
1986). Therefore, one would expect
visually impaired COAs to be at
especially increased risk.

Peterson and Nelipovich (1983)
estimate that there are 40,000 visu-
ally impaired alcohnlics in the
United States. The number of visu-
ally impaired COAs is not know ni.
However, concern about the prob-
lem is raised by suggestions made in
a treatment group for visually im-
paired adolescent and young adult
COAs run by the author. Four out
of five members of this group use
alcohol, and one-half of those whe
use alcoho! abuse it. In each casc in
which the child is abusing alcohol,
both parents are alcoholic. Both
parents are alcoholic in threc out of
four group members.

CHRISTINE SAULNIER iS director of
social service at Quigley Memorial
Hospital, 91 Crest Avenue,
Chelsea, Massachusetts 02150.

Amencan Council of the Blind

Despite the scope of the problem,
treatment services for alcoholics
and COAs rarely are designed spe-
cifically for the visually impaired.
In part, this lack of special services
is due to the process of *“‘main-
streaming,” in which it is assumed
that the visually impaired can rely
on services geared to meet the
needs of the general population.
Suggestions in the literature have
been limit~d to educating addiction
treatment professionals regarding
visual impairments and adding low-
vision aids to current alcoholism
treatment programs {0 accommo-
date the needs of the visually im-
paired (Glass 1980-1981; Neli-
povich and Parker 1981).

On 3 policy level, the Compre-
hensive Alcohol Abuse and Alco-
holism Prevention, Treatment, and
Rehabilitation Act Amendment of
1979 (42 U.S.C., 1980) requires that
alcoholism treatment services be
made available to “handicapped”
persons. In practice, access to alco-
holism and other mental health
services for those with physical
disabilities has been limited for the
following reasons:

® Service providers lack educaticn
and training in disabilities aware-
ness (Gallagher 1985).

¢ The desire to comply with the




Visually Impaired Children of Alcoholics

“normalization” campaign that
focuses ~1 how well people with
disabilit:_s fit intc the larger soci-
ety {Gallagher 1985) leads some
people with disabilities to mini-
mize or deny genuine treatment
needs.

¢ People with disabilities fear ¢..c
double stigma of disability and
dependence on alcohol and other
drugs and are therefere reluctant
to seek treatment (Boros 1980-
1981; Hindman and Widem
1980-1981; Lowenthal and
Anderson 1980-1981).

This article presents strategies for
overcoining some cf the difficultic -
encountered in treating visu
impaired COAs. It is based
author’s experience with a tre..-
ment group for COAs residing in a
school for the visually impairsd.
When asked what would be the
most important piece of informa-
tion to convev embers insisted
that readers be . ade to understand
that the similarities between visu-
ally impaired COAs and their
sighted peers far outweigh the dif-
ferences. While this is true, it also
should be noted that the problems
shared by all COAs are apt to be
compounded and i 1tensified when
visue! imnairments are present. The
family alcoholism counselor’s treat-
ment approach and emphasis there-
fore denend on the needs of the
specific client and on whether or
not the client already has access to
special services.

T:iE NA. URE OF THE IMPAIRMENT

Awareness of a number of facts
about the natv-e of visual impair-
ment helps health care providers to
avoid clinical misinterpretations.
First, it is important to remember
that visually impaired does not
necessarily mean completely blind.
Ninety percent of vicually impaired

The alcoholism
treatment professional
needs to monitor any
tendency toward
decrzased expectations
of visually impaired
clients.

people have some degree of sight
(N- aonal Society to Prevent Blind-
ness 1980). If the client does not
request assistance, the clinician
should ask what specific assistance
is needed; trying to force unneeded
help is counterproductive. Other
common mistakes include ignoring
the visually impaired client and
addressing a companion, equating
blindness with deafne. : and shoui-
irg - t a visually impaired person,
or locing around the room rather
than directly at the person being
addressed.

Occasionally a client may exhibit
rocking, eye poking or p:-ssing,
hand flapping, and head mlling.
These behaviors, known as “blind-
1°ms,” are unrelated to mental
illness a1 ' are no* indications of
pathology, although they may in-
crease in frequency or intensity
when the client is under stress.
They are most co nmon in people
who are totally and congenitally
blind. Seme visually impaired per-
sons who exhibit these behaviors
have heen misdiagnosed as au.istic.
Althogh autism does occur among
the blind, a diagnosis of autism
based solely on the occurrence of
blindisms would probably be
inaccurate.

't would also be a mistake to
assume that sloppiness in self-care
ot dress is a permanent condition
or that it is necessarily related to
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visual impairment. This may be a
sign of depression, or the ciient
may simply need * : be reminded
that others are favorably affectea
by the appearance of a well-
groomed person. ‘The author peri-
odically consults with personal
management instructors to decide
who will address these issues and to
clarity whether the problem is emo-
tional or skill based.

Finally, the alcohclism treatment
professional needs to monitor a:ty
tendency toward decreased expecta-
tions of visually impaired clients. If
group members are expected to do
“homework,” such as reading, writ-
ing, or attending a meeting or ac-
tivity, ‘he visually impaired clients
should be held to the same expecta-
tions. As one group member said,
“If they all clean ashtrays [at Al-
Anon meetings], I’il ciean ashtrays.”

CouNSELING THE RECENTLY IMPAIRED

One of the first steps in beginning
trea*tuent is to de 2rmine whether
the client has only recently become
impaired. If so, additional therapies
may need to be incorporated into
the alcoholis1 treatment to address
the special emotional and physical
needs of the newly impaired. Con-
sultation with a vision expert is
recommended at this stage.

It is important to note that the
use of confrontational techniques
may be a mistake at this time. This
approach, so useful for breaking
through a COA’s denial of family
alcoholisin, might be psychologi-
ca..y harmfal to a newly impaired
client whose priinary need is sup-
port. The alcoholism treatment
professional should assist the client
in accepting the impairment and
integrating it into self-concept in a
positive way.

In addition to the loss to which
the client must adjust and to possi-
ble related depression, the newly
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impaired person faces architectural,
attitudinal, and employment barri-
ers (Glass 1980-1981) that may be
initially overwhelming, decreasing
the client’s ability to cope with
family alcoholism and possibly even
increasing the risk of the client’s
own drinking. The client’s aware-
ness of both the limitations and
potential for compensating for
vision loss may need to be dis-
cussed. Encouraging or arranging
interactions with other visually
impaired persons will help decrease
the ¢ ient’s sense of isolation and
the rear of in. ' ility to cope.

ProsLEMS IN TREATMENT
Den1AL AND GuiLT

Denial of family alcoholism is a
common phenomenon among
COAs. The prcblem may become
more complicated when the COA is
visually impaired. Clients some-
times seem to interpret the adage
“seeing is believing” quite literally,
disregarding information that they
have obtained through their other
senses. For example, as evidence of
alcohol abuse, hearing a parent’s
slurred speech seems to be less con-
vincing than seeing the parent’s
unsteady gait.

Anotbher problem of perception is
that group members tend to evalu-
ate the seriousness of a parent’s
drinking problem based on their
personal interacti~* s with the par-
ent rather than on objective obser-
vation. Clients often discount the
seriousness of a drinking episode
because it did not cause clear, im-
mediate trouble between the alco-
kolic parent and other family
members—*“My mother and I
didn’t fight last night, so she didn’t
have too much to drink.” 7 .. * con-
cept of alcoholism being h- ~iful to
th. alcoholic also seems more diffi-
cult o communicate to visually
impaired COAs.

The prevalence of denial among
COAs doss nc preclude a sense of
guilt and responsibility for the fam-
ily’s problerns. Here, too, this con-
viction seems Larder to dispel with
visually impaired COAs. Statements
such as “If only I’m good enough,
my dad will stop drinking” are
common among COAs; a variation
that surfaced among members of
the author’s treatment group was
the belief that if they were not visu-
ally impaired *“ey would be better
able to help their alcoholic parents.
It is necessary to state repeatedly
that eliminating the client’s visual
impairmeiut would not eliminate the
parent’s alcoholism and that inabil-
ity to cure the disease is not related
to lack of sight.

Clients sometimes insist that if
they saw better, they would be less
of a burden to the parent. They

In breaking the silence
about family
aicoholism, visual
impairment should
not be substituted as a
taboo topic.

may even wonder if the reason the
parent drinks is because he or she
views the child as defective. Realis-
t.. discussion of how the visual
impairment affects the parent’s life
sometimes convinces group mem-
bers that their impaired vision is
more of an inconvenience to them-
selves than to their parents and
that parental inconvenience, while
it does exist, does noi cause
alcoholism.

PROBLEMS IN TREATMENT
DiSCRIMINATION AND SELF-IMAGE

The virtually constant struggle

against discrimination is one of the
issues that sets this treatment group
apart. The stigma of family alco-
holism, together with the negative
associations of being blind—for
example, the stereotype of the blind
persoa as a beggar (Glass 1980~
1981)—can have a devastating ef-
wect on self-esteem, exposing the
visually impaired child to an even
higher risk of continuing the family
alcoholism. Tiierefore, values clari-
fication sessions must focus not
only on beliefs about alcohol con-
sumption and alcoholism but also
on beliefs about visual impair-
ments and the culture’s view of
compe’ nce.

For example, pecple may react
with surprise, embarrassment, an-
ger, or even disbelief when they
discover that a visually impaired
person can see. A partially im-
paired COA who has been sub-
jected to such reactions may need
reassurance and support with re-
spect to the reality of his impair-
ment and the validity of his
self-image.

The specifics of each client’s
visual disability are open for discus-
sion in the author’s group, and a
conscious effort is made to identify
and accept one another’s needs;
group members are not nece~ ‘rily
aware of one another’s abilities nor
are they particularly adept at artic-
ulating their own. In breaking the
silence about family alcoholis.m,
visual impairment should nct be
substituted as a taboo topic.

As with other COAs, group
members are enconraged 0 re-
examine their view of themselves as
unlovable. Clients need to be reas-
su-ed that visual impairmer.> and
other injuries, even when these are
secondary to alcoholism (for exam-
ple, fetal alcohol syndrome or
traum~ resulting froia alcohol-
related accidents), do not make
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Visually Impaired Childien of Alcoholics

them unlovable, nor were they de-
liberate acts planned by their par-
ents to harm them.

Visually impaired COAs may be
even more inclined to see them-

selves as different from other COAs
and as not capable of being helped.
To combat this perception and to
encourage interaction with nondis-
abled peers, group members are
encouraged to join Alateen or Al-
Anon. The combination of special
services that directly address their
soecific needs and traditional ser-
vices for COAs seems to work well.

There is also a4 tendency by others
to regard the lack of normal vision
as a “supreme catastrophe [sather
than] a nuisance that can be cir-
cumvented or overcome” (Selvin
197" p. 420) and to see the visually
impaired person as being incapable
of taking care of himself or herself,
All the members of the author’s
treatment group have been sub-
jected to annoying, damaging pity
regarding their impairment and
their capa. ity to cope.

The children in the author’s treat-
ment group are taught to avoid
accepting the negative impressions
others may have of them. The im-
age of vision loss as a supreme
trageuy is discussed, challenged,
and emphatically denied. Group
members arc cucouraged to focus
on their skills and their ability to
compensate for their impairment.
They are reminded of their aca-
demic achievements, their home-
making and coolng skills, and
their success in such varied activi-
ties as acting, masi. athletics, and
overcoming nezative behavior
patterns.

The tendency of others to over-
protect the visually impaired person
interferes with the goals of family
alcoholism treatment. In adult-
hood, when other COAs may be
extricating themselves from the
dysfunctional family system, the
visually impaired COA may receive
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less support for leaving because of
a perceived need to be protected by
the parents.

Therefore, the need for indepen-
dent living should be identified
during the “aging out” process—
the time when the client makes the
transition from special education to
aduit services, usually between the
ages of 21 and 26 (depending on
the State). The clinician can contact
the coordinator of the education
plan and urge that this goal be
incorporated into the transition
plan.

CoPING WITH V10LENCE

The combination of overprotection
and involvement in special educa-
tion may lead the rrofessionals
serving the COA 10 a false impres-
sion of safety regarding the physical
dangers of family alcoholism. Even
in a residentia! school setting, risk
is not eliminated—some children
with special needs still go home to
alcoholic families.

Therefore, it is essential to review
realistically the visually impaired
COA’s vulnerability to danger and
violence (Hindman 1977). Group
members are encouraged to explore
their increased risk, to examine
coping skills they have developed in
other arenas to compensate for
visual impairments, and to apply
the compensatory skills to this situ-
ation. The special ezucation system
teaches COAs how to .eek assist-
ance, how to call a telephone oper-
ator, and how to call a taxicab or
the police if necessary. The author’s
group discusses the advantage of
keeping emergency cab fare avai!-
able and of memorizing telephone
numbers of friends and relatives
who could come to their assistance
if needed.

Group members discuss the dan-
ger of trying to intervene in violent
situations. They are encouraged to
plan a course of ac on to be fol-
lowed in violent situations: for

example, whether it may be safer to
call someone or to leave; and if
they leave, how they will leave,
where they will go, and by what
route. Ind2pendent travel promoted
by the special education system is
reinforced in consultation with the
orientation and mobility trainer to
ensure that students will not be
exposed to further risk by taking an
unfamiliar route or traveling by a
method they are not skilled in
using.

OUTREACH

After a ‘~nference in which alco-
holism counselors and disability
rehabilitation professionals shared
information and treatment tech-
niques, Lowenthal and Anderson
(1980-1981) suggested outreach
procedures to identify physically
impaired alcoholics and to inform
them of treatment options. Their
suggestions inciuded developing a

referral directory and disseminating
information in writing, over the
telephone, and through community
education workshops. Supplying
clients with information in braille
or on tape is another possibility
(Peterson and Nelipovich 1983).

Mobility and personal manage-
ment services may need to be pro-
vided to visually impaired clients,
particularly for alcoholism treat-
ment in a residential setting (Glass
1980-1981).

Despite the importance of out-
reach efforts designed to break
through denial (Bean 1988), the
lack of systematic inquiries de-
signed to identify alcohol and other
drag abuse among persons entering
a rehabilitation program is a serious
procedural problem. Hindman and
Widemn (1980-1981) advocate the
inclusion of relevant questions dur-
ing the intake interview.

It is important to note, however,
that the alcoholism treatment pro-
fessional places the special educa-
tion system in a precarious posiiion
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when requesting that the system
either confront a parent about fam-
ily alcoholism or provide treatment
without parental consent (NIAAA
1983). The system in this case runs
the risk of alienating the family
and, as a result, perhaps having the
parents withdraw the child from the
special education program. In some
circumstances, special education
officials may need to be informed
about laws regarding the treatment
of minors without parental consent
(see Croxton et al. 1988). To ensure
that alcoholism awareness is part
of the special education milieu,
arrangements must be made to
provide in-service training to clini-
cal and educational staff.

Written screening policies cur-
rently are being developed in the
setting of the author’s treatment
group for incorporation into the
students’ initial evaluatior. Memos
are sent periodically to social work-
ers and psychologists working with
visually impaired students, remind-
ing them that the treatment group
exists and that it accepts referrals.
Memos are followed up in person,
and the clinical supervisor is asked
to hei, monitor students for alco-
holism treati1ent needs. Cross-
con..lta (on between rehabilitation
prusssinnais and alcoholism pro-
fessionals, suggested by Lowenthal
and Anderson (1980-1981), will be
provided through a local univer-
sity’s course on rehabilitation of
persons with physical irnpairments.

TAkING THE FirsT PrACTICAL S1EPS
The alcoholism treatment profes-
sional can compensate for gaps in
knowledr = or experience regarding
visually impaired clients by consult-
ing with specialists and taking
continuing education classes. Place-
ment on the mailing list of agencies
serving visually impaired people
will remind the alcoholism treat-
ment professional of the needs of
this population. In turn, the alco-
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holism service provider should keep
the agencies serving visually im-
paired persons informed of the
availability of treatment and coun-
seling services. Integration of
knowledge can occur in much the
same way as, for example, learning
to work with a client who is both
alcoholic and diabetic. By asking
for help, alcoholism service pro-
viders may find willing consultants
among those who serve the special-
ized needs of the visually impaired.
Service providers in rehabilitation
are encouraged to examine their
commitment to normalization to
ensure that it does not interfere
with the ability to acknowledge

The lacx of systematic
inquiries . . . to
identify alcohol . . .
abuse among persons
entering
rehabilitation p: ogram
is a serious problem.

alcoholism. The message of nor-
malization is that an impaired per-
son is, first of all, a person, not to
be defined by his or her impair-
ment. Howrver, normailization can
become counterproductive if it
leads to actual denial of the impair-
ment or of problems such as alco-
holism. Rehabilitation specialists
might be asked to provide consulta-
tion to alcoholism treatment profes-
sionals when a client is 1eferred for
services. Aicoholism service pro-
viders can assess their skills and
capacity for providing treatment,
consult with those wt o have com-
plementary skills, and actively seek
to acquire new skills so that visually
impaired abusers of alcohol and
other drugs and visually impaired
COAs can have their therapeutic
needs addressed. W
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These wavy line tracings of the electroencephalogram (EEG) show normal braiy wave
patterns recorded from eight sites in the brain (far left), followed by the steep "spike and
wave” EEG pattern associated with one type of epileptic seizure

child sits on a hospital

bed with her head

wrapped in bandages,

cnatting cheerfully with
a visitor about her doll collection.
Without waraing, she falls silent
and her head lolls back against the
pillow. The child remains motion-
less for several seconds and then
recovers, resuming her conversation
without interruption.

A college student is cramming
late at night for a midterm exami-
nation, at a desk lit by a 1uickering
fluorescent light. He suddenly be-
comes aware of a peculiar taste in
his mouth, reminiscent of cherries.
As soon as the sensation passes, the

MicHagL J. Smn. PHD served as
Special Focus Editor for this issue
of Alcohol Health & Research
World.

hand holding his highlighting
marker begins to twitch spasmodi-
cally. Although the student tries to
contiol the movement, the tremer
becomes more violent and gradu-
ally “walks up” the arm until svery
muscle below the shoulder seems to
be affected. Moments l2ter, the
tremor stops abrupily and the
student—shaken in more ways than
one—returns to his books.

Members of the emergency room
staff examine the pedestrian victim
ot an early morning traffic acci-
dent. The patient’s clothes and
breath smell strongly of spirits, and
the patient alternately complains of
his injuries and demands a drink.
Staff members are not surprised
when the patient enters into convul-
sions that threaten to topple him
from the hospital gurney.

These three cases are examples of
seizure phenomena. Clinically doc-

A
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umented for centuries, seizures
formerly were believed to result

from the disease of epilepsy. Scien-
tists now agree that the term epi-
lepsy is similar to the term cancer
in that both terms are applied ge-
nerically to several conditions with
differing symptoms, conscquences,
and perhaps mechanisms. In gen-
eral, epilepsy involves erratic elec-
trical activity arising from within
the central nervous system (CNS),
including the brain. The pioneering
studies of William Gordon Lennox
(Lennox 1941) and Maurice Victor
and colleagues (\ ictor and Adams
1953; Victor and Brausch 1967)
were particularly important in
defining a relationship between
alcchol use and nervous system
disorders, including epileptic sei-
zures. This work led to identifica-
tion of the potential risk for
seizures resulting from alcohol
abuse and to improvements in the
study of possible causes and con-
trolling mechanisms for seizure
phenoiuena.

Whar Is EpiLepTIC Seizure?

An epileptic seizure can be defmed
as the sudden disruption of normal
brain function due to hyperactivity
in oue or more areas of the CNS.
Under nonseizure condiiions,
groups of nerve cells, or neurons,
operate without synchronization—
at any given moment, Some neurons
are discharging electrochemical
impulses, some are resting, and
some are priming for the next dis-
charge. In primary epilepsy, seizure-
related CNS hyperactivity occurs
when groups of neurons synchro-
nize their discharges as a single
unit. This phenomenon is known as
the seizure discharge.

The effect of CNS hyperactivity
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on brain function may be analo-
gous to the effect of a flocd of
incoming telephone calls on a tele-
phone switchboard—the receipt of
inceming messages beyond the
switchboard’s capacity causes the
lines to cross and calls to become
disconnected, placed on hold, or
switched to the wrong party. A
similar “communications” snar!
within the CNS translates into a
variety of clinical results, depend-
ing on the site in the nervous sys-
tem where the seizure originates.
Although many laymen think of
epilepsy as limited to the spectacu-
iar general convvlsions and black-
outs of the tonic-clonic or grand
1..al seizure, epilepsy also produces
such diverse phenomena as the
simple partial seizure in which the
patient is aware of the convulsions
and the nonconvulsive complex
partial seizure associated with hal-
lucinations and memory lapses.
Virtually anyone may experience
an epileptic seizure, given the right
combination of conditions. Accord-
ing to Lennox (1960), individuals
vary in their predisposition to sei-
zures. For some prople with a low
seizure threshold, in infection or a
mild head injury may be enough to
trigger the occurrence of seizures.
These individuals are most likely to
be diagnosed with primary epilepsy.
Other people seem {0 have a high
seizure threshold and are more
resistant to precipitating factors.
The results of recent experiments
demonstrate that at least some pre-
disposition toward seizure is geneti-
cally inherited— -for example,
scientists have selectively bred
seizure-prone and seizure-resistant
animals (see, for example, Mishra
et al. 1988). Other experiments have
demonstrated that seizures can be
initiated deliberately through a
“kindling” process of CNS stimula-
tion (see, for example, Mucha and
Pinel 1979 and Freeman 1981).
According to W. Allen Hauser,

Q

M.D,, professor of public health
and neurology at Columbia Univer-
sity, the prevalence of epilepsy in
the general population ranges be-
tween 6 and 10 cases per 1,000. In
other words, as many as 1 person
per 100 experiences epileptic sei-
zures sometime during his or her
life. Epilepsy 1s slightly more preva-
lent among men than among
women, and more than one-half of
all cases involve onset after the 18th
birthday (Hauser 1988).

Neurologists divide epilepsy into
two categories. Symptomatic epi-
lepsy is associated with known
origins, including tumors, infec-
tions, and injury to the nervous
system. Prirnary epilepsy has no
clearly identifiable cause other than
genetic predisposition. Most cases
of recurrent epileptic seizure involve
primary epilepsy.

In some instances—as in the
example of the overworked student
cited earlier—a specific seizure
episode can be associated with pre-
cipitating conditions including sleep
deprivation or exposure to a flicker-
ing light source. It is not clear,
however, why the conditions that
precipitate seizures differ among
seizure-prone people or why behav-
ior as universal as the act ot falling
asleep occasionally triggers convul-
sions. Many aspects of primary
epilepsy remain a mystery,

AvrcouoL snp PrecipiTATION
OF SEIZURE
Clinicians long have observed that
alcoholic beverages play a rule in
triggering seizures (Buchan 1800;
Gowers 1892). Seizures following
intoxicat.on zre known as “rum
fits,” “withdrawal seizures,” or “al-
coholic epilepsy,” as distinguished
from primary epilepsy.

An estimated 20 to 25 percert of
newly diagnosed adult cases of
epilepsy have no risk factors other
than a history of alcohol abuse
(Hauser et al. 1988). According to
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Hillbom (1980), almost cne-half of
560 seizure patients admitted dur-
ing 1 year to the emergency depart-
ment of a hospital in Helsinki,
Finland, had been intoxicated
within 12 hours of the incident.
Similarly, a study of 566 patients in
a detoxification unit in the United
States showed that nearly one-third
evidenced seizure symptoms at the
time of admission (Gerson and
Karabell 1979).

CNS hyperactivity is involved in
both “alcoholic epilepsy” and pri-
mary epilepsy. Nevertheless, clinical
studies have demonstrated that the
diagnostic tool known as an elec-
troencephalograph (EEG) can dis-
tinguish between the brain wave
patterns of epileptic patients and 90
percent of all other patients admit-
ted for alcohol-related seizures
(Hauser et al. 1982; Deisenhammer
et al. 1984; Vossler and Browne
1988). This distinction and the
failure of most patients with
alcohol-related seizures to develop
other epileptic svr | sms suggest
that “rum fits” are different from
prin.ary epilepsy.

Findings on the prevalence of the
relationskip between alcohol use
and seizures raise important scien-
tific questions because beverage
alcohol or ethanol is essentially a
CNS depressant. In addition,
ethanol has been perceived and
occasionally prescribed as an anti-
convulsant, One therefore might
postulate that alcohol reduces hy-
peractivity and makes seizures less
likely. For this reason, scientists and
clinicians specializing in the ner-
vous system are investigating the
specific mechanisms involved when
seizures are associated "~ 2icoliol
abuse.

THE WiTHDRAWAL HYPOTHESIS AT THE
1988 ALcoHOL ANP SEIZURES
SyMmposium

In September 1988, an international
symposium on alcohol and seizures

139



Epilepsy, Seizures, and Alcohol

was held in Arlington, Virginia,
under joint sponsorship of the
American Epilepsy Society and the
Epilepsy Foundation of America.
Twenty-nine distinguished speakers
and 18 poste: session presenters
from 7 countries exchanged re-
search results and working hypothe-
ses on the basic mechanisms and
clinical management of alcohol-
related seizure. Many of the de-
scribed studies reflected NIAAA's
support of research exploring the
possible origins of alcohol-related
seizure within the complex inter-
action of the neuron with its
environment.

Ivan Diamond, M.D., Ph.D.,
professor of neurology at the
University of California at San
Francisco, provided symposium
attendees with an overview of the
issue (Diamond 19%.,). According to
Diamond, most scientists believe
that the phenomenon of withdrawal
rather than the act of consuming
the drug alcohol itself is th:: prime
culprit in alcohol-related seizures.
Until recently, it was thought that
such phenomena as alcohol depen-
dence, tolerance to the drug’s ef-
fects, and withdrawal take place
only after long-term alcohol abuse.
Recent experiments, however, indi-
cate that these alcohol dependence
phenomena may be observed at the
cellular level following a single
drinking occasion. Such experimen-
tal observations at the cellular level
may explain why seizure phenom-
ena, similar to those observed in
some drug addicts who are experi-
encing withdrawal, can occur fol-
lowing an isolated drinking binge.

Diamond noted that the search
for biochemical processes involved
in seizure generation during with-
drawal from alcohol focuses on
three elements of the CNS. Some
scientists are examining the mem-
brane of the neuron itself for rapid

or long-term alterations associated
with alcohol use. Others are exam-
ining alcohol-related effects on
neuron receptors and ion channels—
nerve cell structures directly in-
volved in receiving, transmitting,
and inhibiting electrochemical im-
pulses. A third group is investigat-
ing the possibility that alcohol
changes the body’s ability to main-
tain a supply of nutrients to the
neurons.

Diamond cautioned against as-
suming that any seizures produced
by withdrawal must be related to
the body’s adaptation to alcohol.
He reminded symposium attendees
that withdrawal and associated
seizures alternatively may result
from CNS reaction to indirect ef-
fects of alcohol consumption. Sup-
port for Diamond’s warning was
provided in a presentation by John
P.J. Pinel, Ph.D., professor of
psychology at the University of

Experimental
observations at the
cellular level may
expiain why seizure
phenomena . . . can
occur following an
isolated drinking
binge.

British Columbia (Pinel et al.
1988). Pinel and colleagues studied
the effects of administering alcohol
prior to kindled (artificially in-
duced) seizures compared with the
effects of administering alcohol
following seizures. Their findings
revealed that timing of the adminis-
tration of alcohol relative to the
inducement of seizures was critical
to producing tolerance to the anti-
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convulsant action of alcohol on the
body. Pinel concluded that this
tolerance is an adaptation to one ¢
the effects of alcohol on the
body—that is, the anticonvulsant
activity that prevents or dampens
seizures—rather than an adaptation
to alcohol’s presence in the body.

Robert ] DeLorenzo, M.D.,
Ph.D., professor of neurology at
the Medical College of Virginia,
summarized for symposium attend-
ees the state of the art in searching
for the cause of alcohol-related
epileptic seizure at the level of the
individual neuron (DeLorenzo
1988). Focusing his remarks on
success in observing alcohol-related
changes in neurotransmitters—
chemicals that activate neuron
receptors and ion channels—
DeLorenzo stated:

[IIn neurobiology over the last 10
years . . . we’ve gone from not
examining the role of neurotrans-
mitters at all to * v focus on the
individual neurotransmitter to
overall changes in the neurotrans-
mission process. In effect, we're
going from “the receptor of the
month” to deciding that every-
thing is related to excitability. We
now must look at unifying con-
cepts: which observed changes
mean something significant?
When 50 [cellular] receptors [for
neurotransmitters] change value
in response to alcohol with-
drawal, does that mean that all
50 are related to alcohol with-
drawal or only that some of them
are related?

Other symposium attendees agreed
with DeLorenzo’s prescription of
integrating separate research find-
ings into unifying concepts. They
acknowledged that years of work
lie ahead in trying to determine
which of the many observed CNS
changes following exposure to alco-
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hol are most important in defining
alcohol withdrawal at the cellular
level and in explaining how with-
drawal may precipitate seizures.

Is THE WrruprawaL HypornEsis
Correct?

Within the past year, some re-
searchers have challenged the as-
sumption that alcohol withdrawal is
the mechanism responsible for
alcohol-related seizure. One of the
most sophisticated examinations of
the aicohol withdrawal hypothesis
has been presented by Stephen K.C.
Ng, M.D., Ph.D., assistant profes-
sor of public health and pediatrics,
and his colleagues at Columbia
University. Using a combination of
clinical studies and statistical find-
ings from computer modeling tech-
niques, Ng and his colleagues
questioned the validity of alcohol
withdrawal as the source of seizures
for the following reasons:

¢ The withdrawal hypothesis is
incompatible with the drinking
history of most patients admittea
for alcohol-related seizures. Only
a minority of these patients had
reduced consumption sufficiently
to produce withdrawal prior to
the onset of seizures.

¢ Computer modeling found that
the time lapse betweei cessation
of drinking and onset of seizures
did not suppoit the withdrawal
hypothesis and that 16 percent of
alcohol-related seizures occurred
after 2 weeks of sobriety.

¢ Computer modeling found that
seizure onset was more likely to
be related to the level of drinking
than to withdrawal (Ng et al.
1988).

Ng and his colleagues raised the
possibility that alcohol has a dose-
dependent relationship with seizures
and that seizures may resvlt from
direct toxic effects of the drug.
Although some clinicians support

the view that alcohol withdrawa! is
not the culprit in alcohol-related
seizure (Koppel et al. 1988), others
argue that more than one replica-
tion of the Ng research is necessary
before discarding the alcohol with-
drawal explanation for alcohol-
related seizure. Roger P. Simon,
M.D., wrote in a recent editorial in
The New England Journai of
Medicine:

The issue of whether alcohol-
related seizures are caused by
alcohol itself or by alcohol with-
drawal cannot be considered
settled. . . . [T]hat seizures
occur as a direct effect of alcohol
use and that they occur as a man-
ifestation of alcohol withdrawal
may pot be mutually exclusive
propositions (Simon 1988,

p. 716).

Rusxks FOR SE1zuRE AMONG EpILEPTICS
Who Drink

Almost 50 years ago, Lennox (1941)
affirmed that epileptic patients are
neither more nor less likely than
other populations to abuse alcohol.
Although comprehensive data are
'~ .aing, more recent surveys often
confirm that the drinking patterns
of individuals with priraary epi-
lepsy are similar to the prevailing
drinking patterns of their culture
(Hoeppener et al. 1983). An excep-
tion to this general rule is provided
by Johnson (1985), who interviewed
primary epileptics in the Welling-
ton, New Zealand, metropolitan
area. Johnson stated that 20 per-
cent of epileptics reported drinking
the equivalent of 80 grams or more

of pure ethanol per day compared
with 6 percent of the general New
Zealand population.

Studies of epileptics who occa-
sionally drink alcoholic beverages
indicate that seizure occurrence
may be associated with tieir drink-
ing. Mattson (1988) surveyed 112

Patients . . . who
control their seizures
through medication
should be advised of
the risks . . . from
the indirect effects of
drinking.

seizure-prone patients who used
alcohol at nonabusive levels and
found that 20 percent reported
some increase in seizures “the
morning after.” Similarly, Johnson
(1985) reported that 12 percent of
primary epilepsy seizures “were
probably precipitated by ethano' in
patients who could not be said to
have a major drinking problem.”
Controlled experiments conducted
with low doses of alcohol, however,
have not verified any increase in
seizure activity among patients with
primary epilepsy (Hauser et al.
1988).

Epileptics who drink to intoxica-
tion encounter higher risks, in part
because of the indirect effects of
alcohol consumption on manage-
ment of their condition. As noted
by Simon (1988), an evening of
drinking may provoke a seizure
through alteration of the normal
sleep routine. Intoxication may
result in failure to maintain anti-
convulsant medication used in the
{reatment of epilepsy (Johnson
1985). The interaction of alcohol
with drugs used in treating epilepsy
may reduce the effectiveness of
medication, increase the rate at
which medication i:. used by the
body, or produce potentially dan-
gerous side effects. Finally, intoxi-
cation is a major risk factor for
accidental injuries that may trigger
epileptic seizures. Y

Should a physician counsel absti-
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nence to a patien: with primary
epilepsy? In practice, a survey of a
sample of clinicians throughout
Europe conducted by the Epilepsy
Centre of the Netherlands mdicaterl
that national culture influences the
type of advice that is given: Physi-
cians in wine-producing and -con-
suming nations were less likely than
physicians in northern Europe to
urge <pileptic patients to abstain
from alcohol use (Hoeppener 1988).
Duaring informal discussions, Amer-
ican physicians attending the inter-
national symposium on alcohol and
seizurss were divided on the justifi-
cation of complete abstinence for
patients with epilepsy—many held
the view that any additional risk for
seizure or for reduced effectiveness
of anticonvulsant medication is
unacceptable.

At a minimum, patients with
primary epilepsy who control their
seizures through medication should
be advised of the risks to seizure
control from tke indirect effects of
drinking behavior, as cited by
Simon (1988) and Johnson
(1985). Patients also should be
monitored carefully for symptoms
of alcohol abuse because of the
potentially serious consequences
of intoxication.

It may be wise for patients with
primary epilepsy to carry identifica-
tion that would help hospital
emergency room staff to make an
appropriate diagnosis. Although
most cases of alcohol-related sei-
zure can be distinguished from
primary epilepsy through the use of
an EEG and family history (Deisen-
hammer et al. 1984), the pressures
of time and caseload may delay
these procedures ‘" the emergency
room seiting. When a patient is
unable to respond to family history
questions, it is possible that cliui-
cians may prefer to withhold long-
term anticonvulsant medication in -
the belief that the convulsive
patient is displaying alcohol-

related seizure rather than pri-
mary epilepsy. B

REFERENCES

BucHAN, W. Domestic Medicine. 17th ed.
London: A. Strahan, 1800.

DEISENHAMMER, E.; KLINGER, D.; AND
TRAGNER, H. Epileptic seizures 1n alcoholism
and diagnostc value of EfiG after sleep
deprivation. Epilepsia 25:126-530, 1984.

DeLorenzc, R.J. “Models of Excitability:
Receptors and Transmitters.” Presentation to
the Panel on Bzsic vicuiianisms of Alcohol
and Seizure, In ernational Symposium on
Alcohol and Seizures, Arlington, Virginia,
September 29-30, 1988.

DiamonD, 1. “Models of Investigation of
Seizures Associated with Alcohol.” Presen-
tation to the Panel on Basic Mechanisms of
Alcohol and Seizures, International Sympo-
sium on Alcohol and Seizures, Arlington,
Virginia, September 29-30, 1988.

FreemaN, F.G. Effects of ethanol on the
development of kindled seizures in rat amyg-
dala. Journal of Studies on Alcohol 42:500-
507, 1981.

GERsON, [.M., AND KARABELL, S. The use of
clectroencephalogram in patients admitted
for alcohol abuse with seizures. Clinical
Electroencephalography 10:40-49, 1979.

GowErs, W.R. A Manual of Diseases of the
Nervous System. Vol. 2. London: J & A
Churchill, 1893.

Hauser, W.A. “Alcohol and Epilepsy: The
Frequency of the Froblem.” Presentation to
the Panel on Clinical Overview, International
Symposium on Alcohol and Seizures,
Arlington, Virginia, September 29-30, 1988

HAUSER. W.A.; NG, S.K.C.; AND BrUST,
J.C.M. Alcohol, seizures, ana epilepsy.
Epilepsia 29(Suppl. 2):S66-S77, 1988.

Hauser, W.A.; RIcH. S.; Nicorosl, A.; AND
ANDERSON, V.E. Electroencephalographic
findings in patients with ethanol withdrawal
seizures. Electroencephalography and Clini-
cal Neurophysiology 52:64, 1982.

Hitusom, M.E. Occurrence of cerebral
seizures provoked by alcohol abuse. Epilep-
sia 21:459-466, 1980.

HoepPENER. R.J.; KUYER, A.; AND VAN DER
Luat. P.J.M. Epilepsy and alcohol: The
influence of social alcohol intake on seizures
and treatment in epilepsy. Epilepsia 24-459-
471, 1983.

HoeppENER. R.J. “The Effect of Social
Alcohol Use on Seizures in Patients with
Epilepsy.” Presentation to the Panel on
Classification and Diagnosis of Syndromes,

_iu,

ERIC

[Aruitoxt provided by exic |1

International Sympos.um on Alcohol and
Seizures, Arlingtor., V'.gima, September 29-
30, 1988.

JounsoNn, R. Alcohol and fits. British Jour-
nal of Addiction 80:227-232, 198S.

KorrPEL, B.; DaRrAS, M.; GROSSINGER, B.;
Lizarol, E.; AND TUCHMAN, A. “Seizures in
City Hospital Alcohohc Patients.” Unpub-
lished paper presented in a poster session to
the International Symposium on Alcohol
and Seizires, Arlington, Virginia, September
29-30, 1988.

Lennox, W.G. Alcohol and epilepsy. Quar-
terly Journal of Studies on Alcohol 2:1-11,
1941.

Lennox, W.G. Epilepsy and Related Disor-
ders. Boston: Little, Brown, & Co., 1960.

MarTson, R. “Effect of Alcohol on Seizures
in Patients with Epilepsy.” Presentation to
the Panel on Classification .nd Diagnosis of
Syndromes, International Symposium on
Alcohol and Seizures, Arlington, Virginia,
September 29-30, 1988.

MisHra, PK.; DaiLgy, J.W.; Reicer, C.E.;
AND JoBg, P.C. Brain norepinephrine and
convulsions in the genetically epilepsy-prone
rat: Sex-dependent response to Ro 4-1284
treatment. Life Sciences 42:1131-1137, 1988,

MucHa, R.F,, anp PiNEL, J.P.J. Increased
susceptibility to kindled seizures following a
single injection of alcohol. Journal of Stud-
tes on Alcohol 40:258-271, 1979.

Ng, 8.K.C.; HAuser. W.A.; Brust, J.C.M.;
AND SusseR, M. Alcohol consumption and
withdrawal in new-onset seizures. New
England Journal of Medicine 319:666-673,
1988.

PiNEL, J.PJ; MANA.M.; aAnDKiM. C.K.
“Effect-Dependent Tolerance to Ethanol's
Anticonvulsant Effect on Kindled Seizures.”

Presentation to the Panel or Basic Mecha-
msms of Alcohol and Seizure, International
Symposium on Alcohol and Seizures,
Arhuygton, Virginia, September 29-20, 1988,

SiMon R.P. Alcohol and seizures. New En-
gland Journal of Medicine 319:715-716,
1988.

VICTOR, M., AND ADaMs, R.D. The effects of
alcohol on the nervous system. Proceedings
of the Association for Research in Nervous

and Mental Disease 32:525-573, 1953.

VicTtor, M., anp BrauscH, C. The role of
abstinence in the genesis of alcoholic epi-
lepsy. Epilepsia 8:1-20, 196°.

VossLER, D., AND BROWNE, T.R. Absence of
EEG photoparoxysmal responses in alcohol
withdrawal patients treated with benzodiaze-
pines. Neurology 38(Suppl. 1):404, 1988.

AvcoHor, Hearrn & REsEARCH WoORLD



ST el e —~ . N
SRR =R

T he National Institute on Alcohol Abuse and Alcoholism,
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New Orleans Convention Center
New Orleans, Louistanda

41<t Annual Scientific Assembly of the
American Academy of Farmly Physician.
September 18-21, 1989
3 Los Angeles Convention Center
Los Angeles, California
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American Public Health A<sociation
October 22-26, 1989
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Chicago, 1llinois




Alcohol and Other
Drug Abuse by the
Physically Impaired

A Challenge for Rehabilitatiorn

Educators

Bossy G. GREER, Pu.D.

Icohol and other drug

abuse is a problem

among some clients

with physical impair-
ments (Anderson 1980-1981; Boros
1980-1981; Greer 1986), although
the scope of the problem is not
known precisely (Hindman and
Widem 1980-1981; Greer 1986).
Thurer and Rogers (1984) found
that 53 percent of a sampl¢ of phys-
ically impaired clients ratec help
with alcohol or other drug prob-
lems as a “substantial need” or
“great need” among the physically
impaired.

The lack of services to meet this
need can be traced in part to the
training received by rehabilitation
counselors, who often are taught to
expect that their future clients will
have only one disability. When
multiple disabilities are discussed in
rehabilitation education, they usu-

Bossy G. GRreer, Pu.D., is professor
of Counseling and Personnel Serv-
ices at Memphis State University
and director of the vocational eval-
uation unit. Commenis should be
addressed to Professor Greer at
Memphis State University, Mem-
phis, Tennessee 38152.

Q

ally are described in terms of such
pairings as brain injury with con-
vulsive disorders, cerebral palsy
with speech problems, and low
back injury with a learning disabil-
ity. Physicallv impaired clients with
alcohol or other drug problems
often are described in training ma-
terials as having one primary dis-
ability and almost never as having
long-term dependence on alcohol
or other drugs.

This article examines possible
explanations for the lack of discus-
sion of alcohol and other drug
problems in most counselor training
programs. It also presents some
strategies to rectify this emission.

AN APPROPRIATE INTERVENTION RoOLE
For REHABILITATION COUNSELORS

In the author’s view, four general
guidelines on the appropriate role
of the rehabilitation counselor in
intervention fer alcohol and other
drug abuse can be inferred from the
ethical standards and principles of
the profession (as discussed in the
accompanying sidebar):

1) The rehabilitation counselor
who knows that a client abuses
alcohol or other drugs, and that
the abuse may interfere with the
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client’s rehabilitation program,
is professionally obligated to
bring this fact to the client’s

attention. The counselor should
apprise the client of all availabie

intervention options.

2) The rehabilitation counselor
should make alcohol or nther
drug abuse intervention a part
of the Individual Written Reha-
bilitation Plan, if the client
consents.

3) The client has a right to refuse
any suggested intervention.

4) If the client refuses intervention

ow far should a rehabilita-

tion to une or more physical im-
pairments? Some authors assert

example, one of the major intro-
ductory textbooks in vocational
rehabilitation states:
Paternalism can often be con-
fused with caring. What the
counselor knows is best for the
client can get in the way of true
respect of the client’s autonomy
and independence. If a client
with emphysema, knowing full
well the dangers of smoking,
decides not to give up ciga-
rettes, should the counselor
respect that decision or attempt
to change it? If a client who
received a $5 million settlement
from the automobile accident
that landed him in the rehabili-
tation center decided to forego
the arduous task of extended
physical and vocational rehabiii-

tion counselor go in identify-
ing a client who has an alcohol or
other drug abuse problem in addi-

that any intervention goes beyond
appropriate roles and duties. For

and if the client’s persistent

abuse of alcohol or other drugs

will seriously impair potential
benefits from rehabilitation

services, the counselor may ter-

minate services to the client.
Services should be terminated
only after reasonable effort to
secure the client’s compliance
has failed. Upon termination,
the counselor is obligated to
refer the client elsewhere.

The abuse of drugs prescribed by

a physician is a specific area of

I ———————

PROFESSIONAL ETHICS AND ALCOHOL AND DRUG ABUSE
IN REHABILITATION COUNSELING

tation, and be dependent in-
stead, should the rehabilitation
counselor persistently encourage
him to “maximize his poten-
tial?” The goal of “making”
the client as independent as
possible contains inherent con-
tradictions if the client is deni~d
the freedom to choose not to be
independent. Professional and
medical approaches toward
disabled persons emphasize
changing the client. Disabled
persons . . . are opposed to
client change as the primary
focus (Kubin and Roessler 1987,
pp. 117-:85,.

Although this concept compli-
cates the answer to how far a
counselor should go in dealing
with a client’s abuse of alcohol or
other drugs, there are ethical
standards in the profession that
support an activist role. One
canon incorporated in the Profes-
sional Ethics for Rehabilitation
Counselors (National Council on

client drug abuse in which direct
confrontation by the rehabilitation
counselor may not be indicated.
Diazepam (Valium), for example,
can be abused (Hepner et al. 1980~
1981), and a counselor may have
reason to believe that a client is
receiving and/or using diazepam
beyond appropriate therapeutic
limits. In such situations, the coun-
selor would, without delay, confer
with the rehabilitation agency’s
medical consultant. If the patient is
found to be abusing a drug that is
prescribed within therapeutic limits,

Rebabilitation Education 1988)
states:

Rehabilitation counselors shall
respect the integrity and protect
the welfare of people and
g:oups with whom they work.
The primary obligation of reha-
bilitation counselors is their
clients, defined as people with
disabilities who are directly
receiving services from a reha-
bilitation counselor . . (p. 67).

Since the ultimate objective of the
rehabilitation counselor is the
total rehabilitation of the client,
this canon implies that the coun-
selor has a professional obligation
to confront an alcoholic client
regarding the abuse and to de-
velop a strategy for dealing with
the problem. When the counselor
is responsible for the development
of an Individual Written Rehabili-
tation Plan (IWRP) for a client
who abuses alcohol or other
drugs, the intervention strategy
can become an integral part of the
IWRP.

—Bossy G. Gregr, Pu.D.
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the medical consultant, not the
counselor, would decide what
action to take. Similarly, 1f it is
suspected that the client is receiving
a larger than therapeutic dose of a
psychoactive medication, the medi-
cal consultant would intervene; the
counselor is bound by professional
ethics to avoid confrontation with
the client on the issue of the prac-
tices of the treating physician.

CurricuLuM IssuEs IN REHABILITATION
CounseLor Epucation

The traditional model for graduate
programs in rehabilitation counsel-
ing was established in the mid-1950s
(Wright 1980). Although aspects of
this model still are debated, most
curriculums closely resemble a
model proposed in 1956 (Graves et
al. 1987; Wright 1987; Walker and
Myers 1988). This course work
typically consists of 1) an introduc-
tion to vocational rehabilitation,

2) medical aspects of rehabilitation,
3) psychosocial adjustment to dis-
abling conditions, 4) assessments in
vocational rehabilitation, 5) coun-
seling technique and practice,

6) occupation information and
career developm:- -* 7) current top-
ics in rehatilitauon (v.  taught as
a seminar), 8) an internship experi-
ence, and 9* electives.

As noted earlier, publications
used in this curriculum tend to
avoid the topic of multiple disabili-
ties, including the pairing of physi-
cal impairment with alcohol or
other drug dependence. Only one
text ou psychosocial adjustment to
disability, for example, mentions
alcohol and other drug abuse (Vash
1981). Two signiricant publications
stand as exceptions to the general
rule of omitting alcohol and other
drug abuse from teaching materials
used in the rehabilitation education
curriculum. One of these is the
computer-generated simulation
program developed by Chubon

(1986). The other exception is a4
brief discussion of the impac*' of
alcohol and other drug problems on
the development of the rehabilita-
tion plan for disabled clients incor-
porated in the training materials for
the Preliminary Diagnostic Ques-
tionnaire or PDQ (Moriarty 1982).
The PDQ, a preliminary screening
tool, has twe questions dealing with
client abuse of alcohol and other
drugs.

To improve coverage of alcohol
and other drug issues in rehabilita-
tion counselor education, profes-
sionals in the field need to address
the paucity of literature on this
topic. Specific topics that may be
included are definition of terms,
epidemiology, social and family
effects, client education needs,
pharmacology and pathology, and
legal and ethical issues (NIAAA
1985). Thz AID Bulletin,' a quar-
terly newsletter about alcohol and
other drug abuse among persons
with disabilities, is particularly
useful. Another potential resource
is the bibliography of materials
related specifically 1o alcohol and
other drug abuse among the
physically/intellectually impairea,
available from the National Clear-
inghouse for Alcohol and Drug
Info.mation (NCADI 1987). Grad-
uate students in rehabilitation ~ 'u-
cation should be encouraged to
contribute to the literature on alco-
hol and other drug use among the
disabled by conducting research on
the topic.

Another necessary component of
curriculum revision is the inclusion

! The AID Bulletin publishes feature articles,
announcements, ard notices of new pro-
grams that would be helpful and informative
Sfor both facuity and students in rehabilita-
tion counseling programs. The acronym AID
stands for Addiction Interventicr, with the
Disabled. Further information ¢n the AID
Bulletin can be obtained from -*! <ander
Boros, Ph.D., Department oy Sociology,
Kent State University, Kent, Ohio 44242,

_.,)
s

of casewoik e¥~ariences in existing
courses and fieldwork. Such experi-
ences could be modeled after those
developed for education in other
health professions (ADAMHA
1986). This approach would incor-
porate four basic elements:

¢ integration of relevant alcohol
and other drug abuse content into
existing courses and seminars

e inclusion of alcohol and other
‘rug abuse program facilities in
clinical experiences involving
practicum and internship sites

o exposure durire fieldwork to such
self-help groups as Alcoholics
Anonymous, Al-Anon, and Nar-
cotics Anonymous

e participation in client experiences—
including role playing and video-
taping (see Spickard et 21. 1989)—
as well as exercises designed to
clarify the students’ own values
concerning alcohol and other
drug use. These experiences also
could include simulations de-
signed to explore approaches to
confrcuting the manipulative
client.

Epucarion To Disper. HArRMFUL

tion ¢. *'selors on issues relating to
alcohol an  aer drug abuse
among client< with physical impair-
ments is compiicated by the preva-
lence of potentially harmful
attitudes and beliefs among coun-
selors. .swutudes that could be ad-
dressed during the education of
rehabilitation counselors include
the following:

¢ having expectations that are lower
than they should be for clients
with alcohol-related problems

o the belief that “mourning” be-
haviors or the lack of “normal-
ity” justify client ab 'se of
alcohol
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¢ misplaced sympathy that can be
manipulated by an alcohol abus-
ing client

e acceptance of abuse of al.ohol or
other drugs as the nor:n based on
the counselor’s own problematic
use.

Two indegendent studies (Allen et
al. 1982; Goodyear . .83) have doc-
umented a marked negative attitude
among rehabilitation counselors
toward clients with alcohol-related
problems. One of the most omi-
nous findings or both studies is
that many counselors considered
the rehabilitation potential of
such clients to be minimal or
nonexistent.

A second factor influencing per-
ceptions of rehavilitation personnel
toward alcohol or other d-ug abuse
behavior is the “requirer .t for
mouring” identified by Wrigk:*
(1983). This “requiremeunt” implies
that persons with physical impair-
ments are viewed by most nondis-
abled individuals as being in a state
0. loss. In this state, the n.dividual
is expected to “mourn” the loss by
exhibiting such behaviors as denial,
depression, and lack of motivation.
Some nondisabled individuals in-
clude alcohol or other drug abuse
as a mourning behavior that may
be expected of a physically im-
paired person.

Del oach and Greer (1981) iden-
tify “deificaticn of normality” as a
similar phenomeno: ' which the
absence of impairment is perceived
by the nondisabled as the only
desirable state of existence. When
au indiv ‘dual adopts this rigid
belief, all manner of maladaptive
behavior—including alcohol and
other drug abuse—is justified by
the physically impaired client’s lack
of “normality.” Awareness of an
alcohol problem ir a disabled indi-
vidual thus may Jke the reac-

tion, “If I vere that poor so-and-

The need to confront
student counselors
abcut their attitudes
. . . presents a
chcllenge 1o
rekabiliiation
educators.

$0, | would drink myself into obliv-
ion too!”

Another confounding factor is
the ability of many disabled clients
to manipulate nondisabled persons
anc to play on their sympathy. Vash
(1981} states that some tenaency
toward manipulation is necessary
for persons wi.h severe impa‘ - ments
to function effectively. However,
Greer and colleagues (in press) cite
a case in which a disabled individ-
ual applied much of his skill at
generating sympathy tc the procure-
ment of drugs. Many nondisabled
counselors and counselor trainees
view disabled persons—especially
those disabled from birth—as being
naive, innocent, and free from the
vices of so-called “normal” people.
If a manipulative client works with
a counselor who holds such an
attitude, the results can be ex-
tremely counterproductive.

The counselor’s attitudes toward
his or her own u.e of alcohol or
other drugs may further complicate
the issue. Because there are few
data documenting the nature and
prevalence of counselor attitudes
towa:d alcohol and other drug use,
data from other health professions
may provide insight. The results of
recent surveys indicate that as many
as 95 percent of medical students
use alcohol and 53 percent have
used other drugs (NIAAA 1985,

p. 33). This same scurce indicates
that 10 percent of such students

odey

drink excessively. If the prevalence
of alcohol and other drug use is
similar among rehabilitation coun-
selor trainees, it is possible that
their attitudes toward alcohol or
other drug use among their future
clients may tend to be permissive.

The need to confront student
councelors about their attitudes
toward alcohol or other drug use
presents a challenge to rehabilita-
tion educators. Such student atti-
tudes ary from condemnation of
any use of alcohol or other drugs to
permissive tolerance of clearly ex-
cessive use, with most counselors’
attitudes falling somewhere between
these extremes. Either extreme is
counterproductive in interacting
with a disabled person who i-. abus-
ing alcohol or other drugs.

An NIAAA curriculum guide for
alcohol and other drug abuse edu-
cation for pediatricians suggests
including in the curriculum a dis-
cussion of the abusing health pro-
fessional and the effects of such
abuse on the professional’s judg-
ment, lear...ng, decisions, and over-
all professional productivit:
(NIAAA 1985). Alithough this ap-
proach could be adopted for reha-
bilitation professionais, the NIAAA
curriculum guide notes that discus-
sion of suc’y issues in a course
format tends to be “impersonal,
generaliz:d, or intellectualized™’

(p. 33).

Another workable solution to the
problem may be inviting students to
discuss with the instructor, nutside
of class, their own concerns about
their use or abuse of alcohol and
other drugs. Also, students with
academic or personal problems may
be provi ' 1 an opportunity to -
plore the possibility of alcohol or
other drug use as a contributing
factor to these protlems.

Another apgroacn that may en-
courage examination of attitudes
toward alcohol and other drug use
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is to supplement ~lass sessions with
audiovisual materiai,. One cur-
riculum for health professionals
(Liepman et al. 1986) offers a com-
prehensive appendix of videotapes
ana films designed to stimulate
such exploration.

All student counselors need to be
exposer; to the issue of clients who
abuse alcohol or other drugs: The
profession can do no less than
make the erfort to shape the views
of future counselors according to
facts rather than myihs about the
issuz. B
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to cognitive defictency

ALCOHOL AND COGNITION

A Summary of Findings on the Relationship
Between Alcchol and Cognitive Impairment

Chronic heavy drinking adversely affects the brain. Alcohol-mduced
cognmitive impatrment may detract from the potential benefits of treatment

Read about this treatment concern in the most recent Alcohol Alert
bulletin, "Alcohol and Cognition,” wiiich addresses.

o Cognitive impa.,sment in the first weeks of abstinence
® Excessive alcohol use and malnutrition as possible contributors

e Cogmtive impairment reversibility
o Identifying cogmitive deficiency and tailoring treatment to the individual

Alcohol Alert 1s a imely information bulletin that relates research findings
to the practtcal concerns of clinicians and othier ticatment professtonals. To
receive "Alcohol and Cognttion” and fature Alcohol Alert bulletins, send
your name and address to Alcohol Alert Update, c/o CSR, Inc., Suite 600,
1400 Eyc Street, N.W , Washington, D.C. 20005
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Results of a Model

Intervention Program for
Physically Impaired Persons

SHARON ScHascHL, R.N., B.S.N., anD

DEennNis Straw, C.C.D.P.

Oor many persons with
disabilities, alcohol and
other drug dependence
impcees far greater limita-
tions than their physical impair-
ment. The problems created by
alconol and other drug dependence
frequently are attributed tc the
physical impairment, and a 2reat
deal of time, energy, and money
may be spent treating the “sym:,-
toms” rather than the disease of
dependence. Failure to address
alcohol and other drug dependence
adequately may prevent successful
rehabilitation and adjustment to
disability, 1ead to ir.creased medical
complications of the physical im-
pairment, and interfere with prog-
ress toward independent living.
For this reason, disabled persons
require access to alcohol and other
drug abuse prevention efforts and
to early alcohol and other drug

SHARON ScHaschL, R.N., B.S.N., is
program coordinator of the Chemi-
cal Dependency/Physical Disability
Program at Abbott Northwestern
Hospita!/Sister Kenny Institute and
a Certified Chemical Dependency
Practitione~ Dennis STraw,
C.C.D.P, is consultant to the pro-
gram. Comments may be addressed
1o either coauthor at the Abbott
Northwestern Hospital Chemical
Dependency Treatment Ce.ter, 1800
Ist Avenue South, Minneapolis,
Minnesota 52403.

ERIC

IToxt Provided by ERI

dependence evaluation, interven-
tion, and treatment.

OBSERVATIONS ON PERPETUATING
FacTORS
Factors that perpetuate alcohol and
other drug dependence among
those with physical impairments
include the negative attitudes that
other people exhibit toward both
physical impairment and alcohol
and other drug dependence, the
scarcity of knowledge and skills to
treat the dual problems of alcohol
and other drug dependence and
physical impairment, and the scar-
city of specialized treatment pro-
grams for this group.

Among these, the negative atti-
tudes commonly held toward both
physical impairment and alcohol
and other drug dependence may be
the most difficult to overcome.
Physically impaired persons often
are perceived as hopeless, helpless,
tragile, and sick. *“®hvsical impair-
ment” is commonly equated with
“illness,” fostering the beliefs that
physically impaired persons are
incapable of assuming responsibil-
ity for themselves, require repeated
hospitalizations, and must depend
on medication to function.

In addition, a person who is
physically impaired may face added
stigma and may not receive help
that is needed because he or she
«1so i3 abusing alcohol and/or
other drugs. Sometimes, health care
providers and counselors, and alsc

family and friends, don’t acknowl-
edge or address the impaired per-
son’s use of alcohol and other
drugs. Well-meaning caretakers and
loved ones may even encourage use
of alcohol and other drugs due o
the misperception that the aicohol
helps the impaired person to social-
ize, to experience pleasure or happi-
ness, and possibly even to feel
“equal’’ with more able-bodied
people. These well-meaning care-
takers may even see that alcohol
aud oth.r drug abuse is self-
destructive, but they don’t want to
deny the disabled person the indi-
vidual “right” to elect to use the
alcohol and other drugs.

There is often an erroneous as-
seumption that all cf the problems
experienced by people with physical
impairments are rel::ted p.imarily
to the impairmen*. Yet, persons
who are abusirg alcohol and other
drugs—whether physically impaired
or not—function well below their
potential and may experience prob-
lems in any or all of the following
areas of their lives: physical, emo-
tional, spiritual, social, sexual,
family relationships, legal, voca-
tional, and financial. These prob-
lems may be manifested by frequent
health problems and/or hospitaliza-
tions, low self-est ., poor
personal hygiene, uependent
lifestyle/living arrangements, assc-
ciation primarily with alcohol and
otner drug users lack of motiva-
tion, significant personality
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changes, memory deficits, depres-
sion, rejectio.: of beliefs that once
were important, isolation from
family and friends, and nvolve-
ment in unhealthy relationships.
The affected person may become a
victim or a perpetrator of sexual
abuse or inappropriate sexual
behavior, suicide attempts, arrests,
incarceration, loss of driver’s li-
cense or public transportation privi-
leges, unemp’oyment, failure in
school, and lack of vocational in-
volvement and may have difficulty
meeting basic financial obligations.
Problems and events such as these
may be attributed to the physical
impairment, when in fact alcohol
and other drug use may be a signif-
icant contributing factor.

Recognizing all of the factors
that perpetuate alcohol and other
drug dependence among those with
physical impairments—the conse-
quences of negative attitudes com-
bined with the lack of knowledge,
skills, and specialized treatment
approaches—calls out for the devel-
opment of model intervention
programs.

A MopkeL INTERVENTION PROGRAM FOR

In 1983, Abbott Northwestern
Hospital/Sister Kenny Institute in
Minneapolis, Minnesota, imple-
mented the Chemical Dependency/
Physical Disability Program,
designed to meet the specialized
needs of physically impaired per-
sons. The program staff members
include a program coordinator, who
is a Certified Chemical Dependency
Practitioner (CCDP) and an experi-
enced physical rehabilitation nurse,
and a program consultant, who is a
CCDP and is disabled and recover-
ing from alcohol and other drug
dependency. The work of the pro-
gram staff affects three distinct
areas: the Minneapolis community,
tke physical rehabilitation units and
Chron.. Pain Rehabilitation Pro-
gram at Sister Kenny lastitute, and

Q
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Abbott Northwestern Hospital’s
alcohol and other drug dependence
treatment center.

I'1 the community, alcohol and
other drug dependence treatment
staff of Abbott Northwestern Hos-
pital conduct workshops to increa: -
awareness and to provide direction
in identifying and referring physi-
cally impaired clients with alconol
or other drug dependence. The
staff members also proviue consul-
tation for community program
development.

On the physical rehabilitation
units and in the Chronic Pain Reha-
bilitation Program at Abbott
Northwestern Hospital/Sister
Kenny Institute, members of the
program staff provide evaluations
of alcohol and other drug depen-
dency for patients and consultation
and education for patients, staf”
and families of patients.

In the aicohol and other drug
depuidence treatment center,
members of the program staff
coordinate a physical disability
component integrated with Abbott
Northwestern Hospital’s established
Chemical Dependency Treatment
Program. The premise for establish-
ing the disability component is that
the clients may have unresolved
social, psychological, and medical
problems associated with their
physical impairments and that these
problems need to be addressed to
facilitate treatment of continued
alcohol or other drug devendence.

Physically impaired patients now
comprise 5 to 10 percent of the
total patient population in the alco-
hol and other drug dependence
treatment center. Paticnts with
physical impairments are expected
to participate with able-bodied
patients in all scheduled program
activities. Program adaptations
have been made to accommodate
physical limitations to assure full
participation. For those patients
requiring personal care services,
Abbott Northwestern Hospital’s

home health care agency schedules
certified nursing assistants for 2- to
3-hour periods in the morning and
evening. Nursing care, treatments,
medications, and any idditior.a:
assistance throughout the day are
provided by the regular nursing
staff members. Physical therapy
and occupational therapy are or-
de-ed only if necessary to maintain
the patient’s level of functioning.

The Chemical Dependency/
Physical Disability Program coordi-
nator and program consultant
provide individual counseling and
support to patients and their fami-
lies for physical impairment and
dependency issues and, with two
other professionals, lead a weekly
peer support group for recovering
physically impaired persons. The
staff of the Chemical Dependency/
Physical Disability Program offers
assistence to counseling and medi-
cal staff to address the problems of
physical impairment in the context
of treating the primary illness of
alcohol and other drug dependency.
Program staff members also assist
in formulating aftercare plans that
address needs of physically im-
paired, alcohol-dependent clients.
The program staff members are
available for followup consulta-
tions, education, and awareness
training to reintegrate the [ ..ysi-
cally impaired person into the
community.

An important element of the
Chemical Dependency/Physical
Disability Program is the weekly
support group led by four profes-
sionals who are experienced in
counseling those with alcobol and
other drug dependency as well as
physical impairments. The group
first met in August 1983 with one
member and three facilitators. At-
tendance steadily increased and a
consistent weekly attendance of 20
participants has been maintained
over the past year. There currently
are 17 active core members, 6 of
whom received treaime.it at other
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facilities. Length of membership
ranges from 2 months to 3 years.
Sobriety represented is 2 months to
13 years. Although nearly 50 per-
cent of the members are between 20
and 40 years old, the age range of
the group is from 20 tc 60 years,
with an average of approximately
34 years.

The group generates discussion
about disability 1ssaes that do not
apply for regular treatment group
meetings. Each member is encour-
aged to relate personal concerns.
The peer suppon :1d diverse expe-
rience of the group members pro-
vide fertile ground for personal
growth and creative thinking as
members begin to integrate into an
able-bodied society.

DEMOGRA™HY AND ONSET
CHARACTERISTICS OF THE PATIENT
PoruLATION

An analysis by primary diagnosis of
the patients admitted to the Chemi-

cal Dependency/Physical Disability
Program from its inception through
early 1988 revealed that three pri-
mary diagnoses—spinal cord injury,
brain injury, and chronic pain—
accounted for more than one-half
of all diagnoses. Spinal cord injury
was the most prevalent, represent-
ing one-fourth of the sampl-. In
contrast, patients with sensory im-
pairment accounted for less than 7
percent of the total number of pa-
tients admitted. Persons with hear-
ing impairments usually are referred
to other specialized programs.
There is a widespread belief that
physical impairment causes alcohol
and other drug dependency. For
persons whose disabilities were the
result ot a traumatic injury, several
studies (Anderson 1980-1981;
O’Donnell et al. 1981-1982;
Sweeney and Foote 1982; Heine-
mann 1986) indicate that the major-
ity were involved in alcohol- or
other drug-related accidents and

A
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were experiencing problems related
to their alcohol and other drug use
long before the onset of their physi-
cal impairment. As shown in Figure
1, statistics from the first 5 years of
the program indicate that, of the 88
clients with onset of disability after
the 10th birthday, 72 clients (80
percent) were dependent on alcohol
or other drugs prior to the onset of
their disability. Alcohol or other
drugs contributed to the disabling
injury or illness of ¢  .ents (73
percent of all client vith later on-
set disability).

Among the 24 patients in the
program who were congenitally
disabled and dependent on alcohol
or other drugs, the majority had
been receiving prescribed medica-
tions with mood-altering effects
since childhood and lived in pro-
tective environments in which their
alcohol and other drug use was
controlled and external stressors
were minimized. When these pa-
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tients left the home environmemt
anc attempted to enter fully into an
able-bodied society, external stres-
sors increased. They may have in-
creased their alcohol or other drug
use in an attempt to cope with the
increased stress.

The majority of the program
participants have become depen-
dent on alcohol, usually in combi-
nation with marijuana or other
ilicit drugs. Prescription medica-
tions frequently are used as well.

OutcoMmEs: THE CRuCIAL ROLE OF THE
Sueport Grour

- 3ed on successful followup of 69
patients admitted through February
1988, there appears to be a direct
correlation between those persons
who stay active in the disability
support group and those who re-
port complete abstinence from
alcohol and unprescribed drugs for
a mirimum of 6 months after ad-
mission (see Figure 2). The follow-

up rate of 62 percent admittecly is
low, but results obtained from self-
reports of former clients are con-
sistent " h observations gleaned
from leading group sessions in the
Chemical Dependency/Physical
Disability Program.

Physi.ally impaired patients o.
ten resist participating in the group,
and most have had to be required
to attend initially. Denial is evident
when severely disabled patients
refuse to attend the group, stating,
“I"ve already adjusted io my dis-

ability,” “I’m not like those people,”

“It depresses me to be around those
people,’ or “What right do you
have to label me ‘disabled’?”” Those
persons who do readily attend the
group for the first time frequently
expect support for use of alcohol
and other drugs; they expect others
“understand” that their physic:1
im-airment “justifies” their use of
alcohol and other drugs. These
patients are often disappointed and

mzmnmnmdmm
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frustrated when, 1n conirast to their
expectations, they find understand-
ing of their feelings relating to their
physical impairment and support
for achieving « lifestyle free of alco-
hol and othicr drugs. Commitment
to the program comes with partici-
pating 1n the gro'ip and being
willing to address the physical im-
pairment and beg:nning to identify
with the group as whole.

Those persons who choose to
reniain free of alcohol and other
drugs and to become actively in-
volved in a recovery program gain
self-esteem and self-responsibility
and begin the process of accepting
their disabilities. They are experi-
encing better health and developing
alternative means of managing
chronic pain, sleep disorders, spas-
ticity, and stress. New social experi-
ences are replacing isolation, and
healthy relaticnships are replacing
abusive, dependent ones. Many are
developing more independent
lifestyles/living situations, are be-
coming involved in vocational-
avocational act.vities, and are
resolving financial and legal
difficulties.

The first 5 years of our pirogram
have been a formidable challenge
and :remendous learning experi-
ence. We would like to thank those
persors who have ailowed us to be
a part of their recoveries. @l
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California Responds

Changing Treatment Systems
Through Advocacy
for the Disabled

Advocates of institutionai change for
physically impaired persons with aicohol
and other drug problems have had a
significant impact on local services and
State policy in California durning the past 10
years

Gallaudet Universits Archives

JoHN DE MirANDA, ED M., dvocates for institu- and education. Events in California
AND LiNDA CHERRY tional change can have  during the past 10 years demon-
a major effect on pro- strate how individuals working

giam accessibility and through coalitions at the cc>amu-
the creation of quality alcohol and  nity level can have significant im-
drug abuse services ior persons pact on local services and State
with disabilities. Although institu- policy.
tionalized treatment sysiems often

appear lethargic in mecting the TrE DisariLiTy SUBSTANCE ABUSE

needs of the physically impaired, Task Force
such systems can be invigorated The acknowledged patriarch of the
through a process of activism, doc-  alcohol, drug, and disability move-
umentation of existing problems, ment in California is Pete Ander-
Q .
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son. While working in the Veterans
Administration (VA) hospital sys-
tem during the 1970s, Anderson
became concerned about the dis-
aoled veterans who experienced
serious, unaddressed problems with
alcohol and other drugs. His uneas-
iness with the status quo extenced
to the publicly funded recovery
system, wnich then appeared to be
largely unaware of the needs of
persons with mobility and sensory
impairments. Anderson’s frustra-
tion was fueled by difficulties he
encountered in attempting to con-
vince both the VA and the Califor-
nia Department of Alcohol and
Drug Problems that services were
grossly inaccessible to this commu-
nity. He recalls:

It was a struggle tc biing in AA
and NA {Alcoholics Anonymous
and Narcotics Anonymous). The
professional staff were very reluc-
tant to introduce significant
change into the program because
change involved risk-taking.

. . . Similarly, patients were not
really encouraged to leave the
facility and to learn to live in the
community. The program’s exter-
nal activities might include “roll-
ing” across the street to a store o1
a once-a-week bus excursion to a
museum. I was considered a trou-
blernaker because I believed the
patients ought to be living in the
community and taking a bus
once a week to visit the hospital!
{personal communication,
September 1, 1988)

Joun DE Miranpa. Ep M., 1s director
of the Califorma Alcohol, Drug,
and Disability Study. Linpa CHERRY
is director of the Bay Area Project
on Disability and Chemical Depen-
dency. Comments shouid be ad-
dressed to the authors at Peninsula
Health Concepts, 2165 Bunker Hill
Drive, San Mateo, California
94402.
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To remcdy what he saw as the
unjust exclusion from alcohol and
drug abuse services of peopls with
disabilities, Anderson and others
founded the Disability Substance
Abuse Task Force. He and Alan
Lowenthal, associate professor of
community psychology at Califcr-
nia State University-Long Beach,
also established programs at
Lowenthal’s institution to provide
educational workshops, technical
assistance, and legislative advocacy
(Lowenthal and Anderson 1980-
1981).

Lacking significant funding, the
Disability Substance Abuse Task
Force initially relied on the volun-
teer efforts of its membership, in-
%ind donations from community-
based programs, and occasional
government support. Anderson
describes this period as the “touch-
and-go years” because of the diffi-
culties encountered in sustaining
interest in the issue. The problems
were exacerbated by the lack of
widespread awareness of the provi-
sions of section 504 of the Reha-
bilitation Act of 1973 among
community-based alcohol treatment
programs. This legislation states
that individuals cannot be denied
admission to a federally funded
program on the basis of a disability.
Fuli compliance often requires con-
siderable financial expenditure for
architectural modifications, com-
mv ucation devices, sign language
interpreters, and other resources.

These initial difficulties graduaily
were overcome during the 1980s,
and the Disability Substance Abuse
Task Force—since renamed the
Congress on Chemical Dependency
and Disability—is now an effective
advocate for accessibility of treat-
ment services throughout southern
California. In part through the
efforts of the coalition, the Los
Angeles County Office of Alcohol
Programs, one of the largest pur-

chasers of treatment services in the
Nation, recently required all new
programs to be fully accessible to
persoris with physical impairments
(County of Los Angeies 1988). All
Los Angeles County alcohol service
delivery contracts now include spe-
cific language mandating that each
program prepare and annually up-
date a plan for increasing the acces-
sibility of its services to disabled
persons. These plans must include a
separate report on services to hear-
ing impaired clienis. In addition,

ali programs funded by Los Angeles
County must maintain participant
resistrgtion forms that include iden-
tification of clients with disabilities
other than alcoholism, including
sensory and mobility impairment,
developmental disabilities, and
mentally disabling conditions.

In 1987, neighboring Orange
County convened a Disabled Access
Coordinating Committee to ensure
alcohol treatment program compli-
ance with section 504 of the Reha-
bilitation Act of 1973. Activities of
the committee included a needs
assessment and facilities survey that
produced a series of recommenda-
tions to improve access. lity
throughout the alcohol abuse ser-
vices system. Susan Zepeda Ph.D.,
deputy directcr of county aicohol-
ism services, notes that the commit-
tee’s recommendation to develop a
southern California regicnal data-
base of disabled service recipients is
a first step toward the creation of
regional services:

In this age of fewer dollars, it’s
difficult for one county to sup-
port a special residential program
for the deaf [client with alcohol
problems}, for example. How-
ever, when a censortium of
counties cooperates and pools
resource« .t becomes quite feasi-
ble to create reality from our
drzams (personal communica-
tion, September 20, 1988).

ERIC

A ulToxt Provided by ERIC




California Responds

CDCD aND TIHE BAV»;}@A Prosect

Inspired by Anderson’s example,
Jim Bouquin, director of the Dis-
ability Resource Center at Stanford
University, organi.ed an ad hoc
volunteer task force in the San
Francisco Bay area. Bouquin hoped
to create a r.etwork of individuals
and agencies that would document
the need for appropriate treatment
services for the disabled in the area
and otherwise reinforce the percep-
tion that change was needed. The
resulting northern California coun-
terpart to the Disability Substance
Abuse Task Force is known as the
Coalition on Disability and Chemi-
cal Disability (CDCD).

With financial support from two
local foundations ana a county
government, CDCD and a local
independent living center under-
toox a year-long effort in three
counties, known as the Bay Area
Project on Disabilities and Chemi-
cal Dependency, to document the
incidence and prevalence of alcohol
and other drug prokiems among
adults with disabilities within a
metropolitan nopulation of more
than 2 million. During the spring
and summer of 1988, the bay Area
Project survey of public-sector alco-
hol and otnhe: drug abuse service
agencies received responses from 60
vercent of the identified putenuinl
respondents; 54 percent of identi-
fied disability service agencies also
responded to the survey. Among the
survey findings reported by Cherry
(1988) were the following:

o Uf the survey area’s estimated
62,927 individuals with disabili-
ties who may have experienced a
problem with alcohol or other
drugs, only 334 (0.53 percent)
were served by the responding
agencies during the most recent
reporting year.

¢ Sign language interpreters were
available in only 13 percent of the
responding alcohol and other
drug service programs.

Q
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Up to 50 percent of responding
alcohol and other drug service
programs prohibited use of one
or more medications required for
control of a physical disability.

o Among responding disability
service agencies, only 17 percent
conducted the equivalent of an
in-depth assessment of alcohol
and other drug use during the
intake process.

Only 15 percent of responding
disability service agencies offered
information on alcohol and other
drug abuse to their clients.

A second objective of the Bay
Area Project was to provide techni-
cal assistance that encourages crea-
tive coordination, cross-training
between professional staff from the
alcohol and other drug fields and
the disability professionals, and
networking among alcohol, drug,
and disability programs (CDCD
1988). In response to a need cited
by many teachers of special educa-
., the Bay Area Project also
supported plans to develop targeted
prevention materials for use with
disabled young people who may be
at high risk for developing alcohol
and other drug dependencies.

The Bay Area Project culminated
in a conference that included con-
current cross-training sessions,

county caucuses to nurture the
development of local advocacy
initiatives, and workshops focusing
on alcohol and other drug abuse
prevention among young people
wit't disabilities. Un=xpectedly, the
Bay Area Project al<o generated a
tremendous outpouring of support
and curiosity among professionals,
clients, and government officials.
Among those expressing an interest
were peop.¢ witli so-calied “hidden
disabilities,” such as epilepsy and
milder forms of mobility and sen-
sory impairment. A second year of
funding row is being sought for
projects derived from the Bay Area
Project’s final recommendations.

THE CALIFORNIA ALCOHOL, DRUL, AND
DisasiLiTy STUDY

The State of California recently
charged a special permanent over-
sight commission to investigate
criticism that the State Department
of Alcohol and Drug Programs has
not provided adequate services for
the disabled. In 1987, the commis-
sion convened a public hearing for
the purpose of ““. . . determining
if methods of enforcing the current
Federal and State mandates for
program access and non-discrim-
ination are effective, identifying
the size of the disabled, alcohol-
abusing population, and determin-

Figure 1 Presess of institwilenal Ohange Fellowed by Advecates for the
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ing if there are adequate methods
of coordinating information and
referrals to ensure the delivery of
services” (N. Shappell, personal
communication, May 1987).

In its report to the Governor
(N. Shappell, personal communica-
tion, May 1987), the commission
asserted that alcohol and other
drug abuse among people with
disabilities is more widespread than
is commonly beiieved. Although
the commission acknowledged that
C. lifornia has enacted ample legis-
latic". designed to ensure access to
publicly frndzd programs and facil-
ities by the disabled, :he report
indicated that neither the letter nor
the spirit of these laws has been
honored. As a result, the commis-
sion reportead that there may be
500,000 disabled Californians with
alcohol- or other drug-related im-
pairment who are unabie to obtain
treatment.

Responding to these a.ieged defi-
ciencies, the California Depar.ment
of Alcohol and Drug Programs
coatracted with the Coalition on
Disability and Chem;cal Depen-
dency to undenake an assessment
o1 treatment needs among Califor-
nians with disabilities. This 1-year
project, the California Alcohol,
Drug, and Disability Study
(CALADDS), is a joint effort of
experts from the fields of disability,
alcohol and other drug service de-
livery, survey research methodology,
and service delivery to hearing-
impaired and developmer.iaily dis-
abled persons.

CAILADDS focuses on accurately
documenting architectural, attitudi-
nal, and institutional barriers to
recovery, primarily for individuals
with mobility or sensory impair-
ment. The researchers also are in-
vestigating and documenting the
needs of the deveilopmentaily chal-
lenged and the mentally di<abled
with dual diagnoses. The study
findings will be reported to the
Department of Alcohol and Drug

Progrems during the summer of
1989. At tnis writing, it is <xpected
that the final report will include
recommendations to improve and
expand alcohol and other drug
treatment and prevention services
statewide.

The core of the CALADDS
needs assessment and documenta-
tion process is a series of key in-
formant surveys of disability service
programs throughout the St:te.
Program directors have been asked
to describe the alcohol and other
drug problems of their clients. in-
cluding difficulties experienced in
interacting with alcohol and other
drug abuse recovery services. A
subset of agencies has been selected
to administer a questionnaire di-
rectlv to clienis that will generate
data about levels of alcohol and
other drug use, experiences in ac-
cessing recovery programs, and the
perceived relationship between alco-
hol and other drug use and the
development of disability.

CALADDS also includes an
unusual “street outreach” comnpo-
nent that will attempt to determine
the needs of homeless disabled
individuals who experience alcohol
or other drug problems. Feld-
workers operating in selected urban
areas will conduct structured inter-
views with homeless disabled peo-
ple to provide data useful for the
design of specific approaches to
serve this population.

THE PROCLSS OF STATEWIDE
InsTITUTIONAL CHANGE.

Jim Bouaquin, founder and presi-
dent of the CDCD, recently sug-
gested a diagram that outlines the
process followed by advocates of
institutional change for disabled
persons with alcohol and other
drug problems (see Figure 1). In
California, the process began with
a few individuals who perceived
inequity in access to recovery ser-
vices. Organizing and collaborating
to increase awareness and to edu-

cate professionals in alcohol and
other drug abuse treatment resulted
in a network of advocates within
the service delivery system. To j 1s-
tify institutional change, however,
policymakers needed concrete docu-
mentation of the scope <f the prob-
lem and the potential need for
services. Initially, advocates and
philanthropies volunteered to pro-
vide re,ources for documentation.
These resources generated the data
that were used extensively in the
findings of the State oversight com-
mission. In response to these find-
ings, the State Department of
Alcohol and Drug Programs com-
missioned CALADDS, a study
whose resources come from the
public sector.

The next step, following “inter-
n2!” documentation of needs by
CALADDS, may be to develop
consensus among advocates and
policymakers on the nature of the
changes that will improve access. It
is hoped that this consensus will
lead to implementation ~¢ ‘stem
changes that will make ihe alcohol
and other drug abuse service system
accessible to individuals with
disabilities.
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Among the Disabled

The Medicare Experience 1985
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or a variety of reasons,
alcohol-related problems
among the physically im-
paired have been largely
ignored. The problems of alconol
and other drug abuse among people
with additional disabilities are often
overlooked or ignored. The health
care provider community may fail
to recognize the signs of alcohol
abuse or may look the other way.

Mary C. Durour, M.D., M.PH., is
chief of the Epidemiology Branch
of the Division of Biometry and
Epidemiology, NIAAA. DarryL
Berrorucct, M. A., is a mathemati-
cal statistician with the Division of
Biometry and Epidemiology,
NIAAA. CaroL CoweLr. B.A., is G
statistician with the Office of Fi-
nancing and Coverage Policy, Na-
tional Institute on Drug Abuse.
Freperick 8. Stinson, Pu D, is a
senior analyst with the Alcohol
Epidemiolugic Data System
(AEDS). Jorun NosLE, B.A., is the
Deputy Director, Divisio.1 of Biom-
etry and Epidemiology, NIAAA.
For additional information,
please contact Dr. Stinson at Alco-
hol Epidemiologic Data System,
C3R, Incorporated, Suite 600, 1400
Eye Street, NW., Washington, DC
200J5. Telephone: (202) 842-7600.

There have been few national
data collection efforts regarding the
nuraber of alcohol-related hospital-
izations among i1 dividuals with
additional disabilities. This bulletin
examines the alcohol-related mor-
bidity for disabled Medicare enroll-
ees for 1985. Two national data sets
were used in this study: one to de-
scribe the alcohol-related hospital-
ization experience of the U.S.
general population in 1985 and the
other to describe, for the same year,
the hospitalization experience of
those individuals who are disabled
Medicare enrollees.

THE NamionaL HospiTAL
DISCHARGE SURVEY

The first data set is the National
Hospital Discharge Survey (NHDS)
of the National Center for Health
Statistics (NCHS). Public use
NHDS tapes for 1985 were used in
this study. The NHDS randomly
samples discharges from non-
Federal hospitals with six or more
beds and an average length of stay
under 30 days (i.e., short-stay hos-
pitals). The hospital sample is stiat-
ified by size and geographic region
of the United States, and appropri-
ate weights are provided to calcu-
late national estimates (NCHS
1970).

.

Each record in the NHDS de-
scribes a hospital episode for an
individual patient. The following
items are provided for each hospi-
talization (or discharge):

e age, sex, race, marital status, and
length of stay for the patient

e size and regional location of the
hospital

* as many as seven diagnostic codes
and four procedure codes describ-
ing the patient’s diagnosis and
treatment.

The NHDS allows space for coding
from one to seven diagnostic catego-
ries on a discharge record. “First-
listed” refers to the diagnostic
category mentioned first on the
record. This code is presumed to be
the principal diagnosis—the main
reason for the hospital admission.
“All-listed” refers to diagnostic cate-
gories mentioned any place on the
discharge record, with or without
any all-listed set of diagnoses. It is
important to keep in mind that the
NHDS tabulates discharges rather
than patients. For example, if 10
discharges are recorded for a given
@"agnosis, this record may reflect
hospitalizations for 10 separate pa-
tients or one individual hospitalized
for the same problem 10 times.
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MEDICARE PROVIDER ANALYSIS AND
Ralew FiLe

The Health Care Fmancmg Admm-
istration’s (HCFA) Medicare Pro-
vider Analysis and Review
(MEDPAR) file is the source of the
Medicare hospital inpatient data
employed in this study. Information
available in this file includes: age,
sex, first-listed diagnosis and up to
four additional diagnoses, length of
stay, eligibility (aged or disabled),
and recimbursement data. The data
file used in this study is the 1985
MEDPAR file for the disabled.
Disavled individuals who are listed
in this file are those who meet the
criteria for the Social Security Dis-
ability Insurance Program (Lubitz
and Pine 1986). Although this data
set in no way captures the entire
population of disabled persons
under 65 in the United States, it
includes those so seriously disabled
that they cannot work. One partic-
ular strength of the Medicare data
set is that it is population based
(rather than a sample). Also, al-
though it resembles the NHDS in
tabulating discharges rather than
patients, another strength is that
the Medicare data provide patient
identifiers that can be used to ac-
count for multiple hospital ep.sodes
involving the same patient. In 1985,
there were nearly 3 million disabled
Medicare enrollees (HCFA 1988).

In general, NIAAA publications
on the NHDS provide data on four
age groups: 14-24 years, 25-44
years, 45-64 years, and 65 years
and older. However, since over 70
percent of disabled Medicare enroll-
ees are between 45 and 64 years of
age (HCFA 1988), NHDS discharge
rates for patients ages 45-64 were
used in this study for comparison
with the disabled MEDPAR hospi-
tal discharge records.

For the purposes of this study,
the discharge records information
was translated into categories based
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DIAGNOSTIC CATEGORIES USEL IN THE

MoreimiTY STUDY
For this. uudy demiledcoda o alcoholic gastritis [535.3]
from the International Classi- o pellagra (265.2)
ﬂamau qf M -9tk Revision,
Chronic Liver Disease and
Clrrhosis
Alcoholic Clrrhosis of the Liver
o alosholic fatty liver [571.0)
« agute alcoholic hepatitis [571.1)
o alcohplic cirrhosis of liver
B1n2
o alcoholic liver damage, unspeci-
o other ilenhoﬂcdunmm [291.2}  fied [571.3}
o akcohol withdrawal hallucinosis .
[291.3}F Cirrhosis, Other Specified
» idiosyncratic 2lcohol intoxica-  Without Meution of Alcohol
tion [291.4] « chronic hepatitis [571.4)
o alcoholic jealousy [291.5) o biliaty cirrhosis [571.6]
o other specified alcoholic psy- o other chronic non-alcoholic liver
chiosis [291.8] disease {571.8)
o unspecified alcoholic . ychosis e portal hypertension [$72.3}
[291.9)
| Clrrhosis, Unspecified Without
Alcokol Dependence Syndrome Mention of Alcohol
¢ acute alcobolic intoxication o cirrhosis of liver with mention
[303.0} of alcohol [571.5)
¢ other and unspecified alcohol » unspecified chronic liver disease
dependence [303.9] without mention of alcohol
o alcoholic polyneuropathy [571.9]
[357.5)
o alcoholic cardiomyopathy Nondependent Abuse of Alcohol
[425.5) o alcohol abuse {305.0]

on the International Classificition
of Diseases’ lists of alcohol-related
dicorders (CPHA 1978). The ac-
companying sidebar provides addi-
tional details on methods.

Resurrs: A DousLinG oF Risk ror
AvrLconol-ReLATED DiaGNOSES AMONG
T1HE DISABLED

According to the NHDS, in 1985
there were approximateiy 35.1 mil-

b

lion discharges (excluding newborn
infants) from short-stay hospitals.
In nearly 600,000 (1.7 percent) of
these, the principal or first-listed
diagnosis was alcohol related. In
order to take population differences
into account, this type of informa-
tion is more meaningfully expressed
as rates. In 1985, the discharge rate
for any diagnosis was 1,479 per
10,000 population age 14 and older
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(NIAAA, in press). Table 1 lists e —

discharge rates for several common, Teble, 1 Dissharges from U.8. Short-Stay Hospitals, 1985

well-known conditions in order to

provide a frame of reference for the | First-Listed Disgnosis Ratee/10,000 Population

discussion that follows. Any diagnosis 1478.9
Figure 1 illustrates that the Alcohol-related ' 312

alcohol:related‘ discharge ratgs were Females wih deliveries [ICD-V27] * 3148

dramatically higher for the disabled

than for the general population as Fractures, af sites {600-829] 476

represented by the NHDS, For most | Heert atiack (acute myccardial

alcohol-related diagnoses, discharge 1q 318

rates for the physically impaired Gallstones [choleithiasis-574] 200

sample are more than double those Lung cancer [malignant neoplasm of trachea,

in the NHDS. The pattern of bronctus, and lung162, 187.0, 197.3) 133

alcohol-related diagnoses among P 10000 b aeton age 14 and oldec

the disabled mirrors closely that of SOUACE Nalional Center for Heslth Statistics, 1966

the population as a whole, The vast

Quick Facts

FrRomMm NIAAA

For persons interested in up-to-date information on
the scope and consequences of alcohol use 1nd abuse,
the National Insutvte on Alcohol Abuse and
Alcoholism provides an electronic bulletin board
system called Quick Facts. The system currently
provides access to over 60 tables of data on alcohol
consumption. drinking patterns, alcohol-related
morbidity and mortality, other consequences of
alcohol abuse. and utihization and costs of alcohol
treatment. The informauon available through Quick
Facts 15 updated periodically and the scope of
coverage 1s constantly growing
Quick Facts offers the following features

= No fre for subscription or access.
e Online avatlabifity 21 hours each day (24 heurs on
weekends),

o Accessihility, by use of a modem with any computer
termmal ¢r microcomputer. and

o Euse of use. with online table ot contents and index,
help screens. ani written user's manual avarlable

Use Quick Fucts r.omediately by establishing the cor-
rect modem setiings (8 data bits, 1 stop bit, no panty.
fuil duplex or no local echo. and 2400 or 1200 o: 300
baud transmission speed) and by calling 202-289-
4112

Quick Facts 15 a service of the Alcohol Epi-
demiologic Data System. a contract operated for
NIAAA'S Division of Biometry and Epidemiology by
CSR, Incorporatew. For more iformation about Quic A
Facts or for assistance when using the system, contact
Fred Stinson at 202-842-7600
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Clearly, a significant
amount of
alcohol-related
morbidity exists in the
disabled community.

majority of first-listed alcohol-
related diagnoses for both groups
fell into the category of alcohol
dependence syndrome followed by
all cirrhosis.

The results of this study are strik-
ing. Clearly, a significant amount
of alcohol-related morbidity exists
in the disabled community. Pre-
vious research (Stinson and Wil-
liams 1986) has shown that first-
listed diagnoses account for a little
more than half of all the alcohol-

related morbidity listed in the
NHDS. Therefore, when only frst-
listed diagnoses are examine d,
alcohol-related morbidity in short-
stay hospitals is underestimated
substantially. This underestimation
undoubtedly holds true for the
MEDPAR data as well. Thus, the
true magnitude of alcohol-related
morbidity among the disabled is
quite likely to be even more pro-
no’'nced than reported in this
study. i
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HEARING-IMPAIRED
ALCOHOLICS—AN
UNDERSERVED
CoMMuUNITY

n the United States, more \han 20

million people suffer from ir1-
paired hearing (Wentzel 1986; U.S.
Bureau of the Census 1987). How
many of t} em have the dual prob-
lem of alcoholism and hearing loss?
Exact data are not available; how-

t T, a conservative estime.2, based

on the National Council on Alco-

holism’s assumpticns about the

prevalence of alcoholism in the gen-

era! population, suggests that at

least 600,000 men and women expe-
‘ence this double burden.

Given the state of the art of alco-
holism treatment services, how many
hearing-impaired persons can expect
to find help for their alcohol-related
problems? Resources available to
hearing people, from Alcoholics
Anonymous (AA) to professional
treatment facilities, are fraught with
barriers for those who cannot hear.
The resources depend on communi-
cation ainong individuals, communi-
cation between inaividuals and a
group, or the “simple” act of listen-
ing to a film or talking on the tele-
phorie.

Four years ago, my brother at-
tend>d AA meetings many times a
week for four months. . . . [He]
didn’t drink for four months but
he didn’t hear a word that was
said in meetings. My brother went
beck to drinking and is still drink-
ing. ...

[Ulsing standard treatment
methods [of a 28-day inparient
treatment program], I had to
struggle with the grou essions in
order to follow my fellow pa-
tients, and part of the strategy—-

the constant interaction with
people from moming o
bedtime—Ileft me exhausted ar.1
frequently frustrated. . . .

What is the explanation for this lack
of awareness and the relative absence
of measures to meet the needs of
hearing-impaired and deaf alco-
holics? And how can these problems
be corrected?

SocieTAL Responst To HEARING
IMPAIRMENT

Hearing impairment—the most com-
mon sensory limit~tion in the United
States (U.S. Bu-eau of the Census
1987)—is a brozd teqin embracing
degrees ¢f loss from mildly “hard of
hearing” to profoundly deaf. The loss
is measured in decibels (dB) that de-
scribe the ability of an individual to
hear sound, as depicted in Table 1.
The “profound loss” category in-
cludes persons who are deaf as well as
some in whom residual hearing is
retained. Deaf persons are those for
whom the sense of hearing is non-
functional for the ordinary purposes
of life. Deafn.ss refers to both the
congenitally deaf and the adventi-
tiously deaf—those in whom the sense
of hearing has become nonfunctional
through illness or accident.

A vanety of organic and erviron-
mental factors may be involved in
hearing loss. As a consequence, hear-
ing impairment includes various com-
binations of middle-ear dysfunction,
inner-ear dysfunction, bone dysfunc-
tion, and nerve damage. These condi-
tions are expressed in the quantitative
and qualitative differences in hearing
loss and in the responses and equip-

Graprs A, Kearns is executive director
of the Union County Council on
Alcoholism, 300 North Avenue E.,
Westfield, New Jersey 07090.
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Readers’ Exchange

ment required to address the loss or,
when possible, to enhance and am-
plify sound. When the condition or
the circumstances do nc permit en-
hancemes:t or amplificatior of sound,
a hearing-impaired individual may
attempt to rely on sign language,
interpretation, or lipreading. *Virhout
these aids, a hearing-impaired person
is consigned either to loneliness or to
a ceaseless struggle to function in a
world where verbal conununication is
the common method of social
bonding.

A general assumption in the hear-
ing and speaking world is that all
hearing impairments other than ~ro-
found deafness fit under the generic
umbrella of “hard of hearing.” All
hard of hearing people often are per-
ceived as similarly afflicted and
similarly able to cope with the envi-
ronment. In effect, hearing-impaired
individuals are viewed ss no different
from those who hear.

.+« I wear two hearing aids (only
since I was 20 cr so; I wouldn’t do
it as a kid for fear of em*z-rass-
ment) but so many do not under-
stand [that] they are just aids. They
don’t make us hear like other p2o-
ple. People expect that those of us
using hearing aids should be able to
hear like they do! It is so very frus-
trating and more so trying to ex-
plain . . . that I only hear better
with them than I do without them

X and [that] I still miss a lot!
o .

This inaccurate perception about the
nature of hearing .r.pairment may
result in the failure to respond to the
needs of hearing-impaired pesso-s,
compared with the responses offered
to those whose disabilities are more
readily observed and understood
(Buss 1985).

On an individual level, insensitivity
to the special needs of hearirg-
impaired persons may translat= into a
negative self-perception.

. . . It really hurts when a friend
ge.s angry at having to repeat
something for the 100th time and
rolls his head or his eyes upward; |
hate sesing them get as frustreted
aslam. .

Such experiences inadvertently may
impart a sense of social stigma.
Hearing-impaired persons may with-
J'raw from the hearing world or deny
the eustence of a hearing loss. These
behaviors at the L ast lay the ground-
work for isolation, and it has been
suggested that & high level of frustra-
tion may increase .he incidence of
alcoho’ 1buse among the hearing-
impaire.. population (Harris 1982).

Tue: Rorr. oF SERVICE PROVIDERS

[solation and denial of an impairment
are patterns familiar to the alcoholism
treatment community. Treatment
professionals recognize that these
traits decrease the likelihood of identi-
fying problems, minimize a client’s

P

acceptance of special needs, and re-
duce the probability of a positive
treatment outcome. Alcohnlism treat-
ment service providers forge a critical
link in the service delivery and recov-
ery chain for the hearing-impaired
alcoho.ic (Wentzel 1986).

Unfortunately, this role is not
adopte1 effectivcly by many treatnient
service providers. Alcoholism service
nroviders are not immune to inaccu-
rate perceptions concerning hearing
loss. The varieties and degrees of
hearing impairment and the effect of
a given loss upon an individual re-
main unexplored areas for most pro-
viders. When alcoholism treatment
providers succeed in penetrating the
barrier of self-protection raised by the
hearing-impaired alcoholic, neither
the alcoholism treatment service sys-
tem nor the network of service deliv-
ery for the hearing impaired offers
many resources designed to help inter-
vention with the client. As a result, a
hearing-impaired alcoholism client
may fall through the gaps in a service
delivery system (New Jersey Task
Force 1986). According to one recov-
ering author:

. . the biggest stumbling block
to recc =ry hinged on something
everyone miss=d: the reai emotional
acceptance of my hearing loss.
Outwardly I handled my hearing
lossin . . . a manner that did not
give evidence to the profound deat-
ness that I have. . . . I successfully
hid behind this “mask” for 38
years. | now realize that my intense
fight *~ be “normal” and my suc-
cess in so doing was the real “de-
nial” in my life. The professionals
missed in not steering me towards
the acceptance of my hearing loss
and the limitations it places on me.

As for life after treatment—profes-
sionals must recognize ¥ »w hearing
loss isolates us from people, and po-
ple are the key to one’s success in
Alcoholics Anonyn-us (Jesbrrger
1988).
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In 1984, the governing body of
Union County, New Jersey, contracted
for a survey on the appropriateness,
availability, and accessibility of alco-
holism and related treatment services
for county residents with mental and
physical disabilities. Through the end
of data collection in June 1986, a
total of 14 alcoholism treatment pro-
grams and 15 agencies serving the
needs of hearing-impaired people were
reviewed under the administration of
the author. Virtually all of the general
observations on the barriers 0 treat-
ment were confirmed by the survey
results. No treatment program or
disability service agency in this rela-
tively weaithy jurisdiction of more
than a half mition population was
prepared to offer the resources neces-
sary for treatment of hearing-impaired
alcoholics.

Specialists who serve hearing-
impaired people also face l: rge gaps
in information and resource; related
to the deaf alcoholic. The :nyth that
hearing loss “explains” alcohol depen-
dence is pervasive within the commu-
nity of service providers for the
hearing impaired, and such providers
may fail to recognize alcohol-related
problems among their clients. The
same denial that a hearing person
uses to mask alcoholisni can be read-
ily applied by a hearing-impaired
person to mask a dual problem, espe-
cial'y if alcoholism and hearing loss
ar ~~rceived us deviant social charac-
tenstics. In those rare cases in which a
specialist on hearing loss identifies
and attempts to meet the needs engen-
dered hy a dual problem, the specialist
often may experience a sense of help-
lessness. Resources are difficult to

-btain for someone who cannot hear

4 group situation, whe cannot use
the telephone, or who cannot hear at
all,

CoORRECTING THE PROB: EM

Three types of activities must be un-
Jertaken to correct the absence of
services for the hearing-impaired alco-

Q o
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holic. First, hearing-impaired people
must continue > work as activists,
exercising leadership in raising and
maintaining social awareness of the
issue of alcohol-related prcblems
among their population. Second,
society must 1espond to the dual dis-
ability cf hearing impairment and
alcoholism with the same caring con-
cern directed toward other impaired
populations. Finally, it is essential that
service providers responsible for inter-
vention among alcoholics and inter-
vention among the hearing-impaired
population move vigorously toward
mutual education to spur the develop-
ment of necessary services and
resources.

Among human service providers
and an increasing number of clini-
cians, 't is a truism that recovery is
most effective when the client be-
comes an active and knowledgeable
partner in the treatment plan. Active
participation recently was demon-
strated when deaf students at Gal-
laudet University in Washington, DC,
successfully protested the appointment
of a hearing president and obtained
the appointment of a qualified deaf
president for the national university
for the deaf. Society’s response to the
Gallaudet students’ action was imme-
diate. Television, radio, and newsprint
provided thoughtful, comprehensive
coverage during the week-long debate
between students and tF  university
board of trustees. As a result, many
people became sensitized to the sec-
ond class status that unwittingly may
be ascribed to hearing-impaired
people.

A less dramatic approach to self-
help leadership among hearing-
impaired persons is provided by Self
Help for Hard of Hearing People,
inc. (SHHH), based i1 Bethesda,
Maryland. According to founder and
executive director Howard E. Stone,
“SHHH was founded based on the
conviction that little progress can be
made until both those who can hear
well and those who cannot better

oy

(.-

understand the nature, causes, com-
plications, and possible remedies of
hearing loss” (Sione 1987). Member-
ship in such self-help groups may
assist hearing-impaired persons to
develop the confidence to insist upon
a response to their needs.

. . . Th=biggest problem I have
now is that although I have this
wonderful auditory trainer, people
don't like to use it and it is very
humiliating to ask/explain to the
members of the AA group about
it. . . . A few times I got ride
remarks about the mike and blew
up and told them I don’t like it
either . . . but I want to stay
sober too. . . . They don’t have to
use it but just pass it to the next
one who is willing to share with
me.

Sensitivity to such problems is
needed by communities that design
and fund programs to serve people
with alcohol-related problems. Several
years ago, for example, the lack of
community-based treatment resources
was cited as a contributing factor to
the suicide of a young hearing-
impaired alcoholic. The attention
focused by the incident enabled Paul
Rothfeld, executive director of Cape
Cod Alcoholism Intervention and
Rehabilite:ion Unit, Inc., to found the
Stephen Miller House in Pocasset,
Massachusetts, as a memorial to thir
tragedy. Now funded by the State 0~
N assachusetts, the Stephen Miller
program focuses jo:ntly orn the prob-
lems of hearing impairment and alco-
holism while offering information and
counseling to the families of its clients
and to the deaf community through-
out the region (Rothfeid 1980).

The process of sensitizing com-
munities to the . 2eds of hearing-
impaired alcoholics does riut require
the spark of tragedy. Alcoholism
Intervention for the Disabled (AID) is
a further example of social action in
the design of a helping mechanism.
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Founded by Alex Boros of Kent State
University, AID now publishes a
quarterly newsletter for national distri-
bution. Topics covered in the newslet-
ter include practical, state-of-the-art
information for consumers and pro-
viders ¢f alcoholism and other addic-
tion services.

Aithongh individuals and groups
may work for change, the agencies
and institutions responsible for serv-
ing people struggling with alcoholism
and with hearing loss must acknowl-
edge institutional needs for special-
ized, reciprocal education. Such
education may include sensitivity
traimng for both types of service
providers. At a minimum, education
must address the myths and biases
that affect service delivery to hearing-
impaired alcoholics.

In addition to education, alcohol-
ism treatment services must develop
awareness of the need to match spe-
cial equipment and services to specific
types of hearing loss. All hard-of-
hearing or deaf people cannot be
expected to benefit from the listening
potential supplied by a given piece of
equipment or communication tech-
nique. Louder, for example, is not
necessarily better. Hearing aids help
some individuals but not all. Personal
hearing aids, even when effective for
one-to-one communication, may
require reinforcement by auxiliary
equipment for us in groups, includ-
ing AA meetings (Cutler 1985).

Treatment facility operations also
may be affected by the requirements
for effectively responding to hearirg-
impaired alcoliolizs. For example,
background noise that merely distracts
a client with normaal hezring may
totally distort a message directed to a
client with assisted hearing. Visual
cues that are essential to many lip-
readers require good lighting. The
availability of alerting devices is im-
portant for critical functioning or
dangerous situations, particularly in
inpatient treatment: Think of traveling

Q

to an unfamiliar location without the
use of your ears! Service providers
should view rneeting such require-
ments as a prime determinant of
successful program outcome for
hearing-impaired alcoholics.

Above all, treatment service pro-
viders need understanding. People
suffering from hearing loss are shut
out from spoken language, our major
means of communication. Language
is a critical component of psychoso-
cial development because of its role as
a bearer of culture, a transmitter of
information, and the primary means
of presenting 2 self-image to the
world. Spolen language conveys
moods, needs, and many other shared
experiences among people. When
language acquisition i< preventad by
early, profound hearing loss or when
communication is diminished by later
onset of hearing impairment, hearing-
impaired people are distanced and feel
dis.c ace from their fellows (Harris
1€82). Helen Keller’s emphasis on her
hearing loss over her blindness ex-
pressed the sense of distance when she
said that blindness separated her from
things but deafness separated her
from people (Keller 1954). Some of
this separation must be closed
through understanding if alcoholism
services are to provide genuine recov-
ery for hearing-impaired people. i

Quoted passages in this article ure excerpted
Jrom letters recerved by the author in response to
the publi.urion of a recent article (Kearns 1987).

Res. ENCES

Buss, A. Alcohol use by persons with disabilities
A'D Brdlenn 7(1) 1-3, 1985.

Cur er, WB. Large Room Listemung, Systems for
Han! of Heanng People Bethesda, MD Self
Meip for Hard of Heaning People, Inc., 1985

Ha.s w15, R.I. Commurucation and menta! health
The Deqf Amencan 34(4) 8-12, 1982.
JesrerGer. C A hard of heaning alooholic finds
recovery. Shhh Journal %(2) 23, 1988

Kearns, G. Alccholism and heanng loss: A
sient conspiracy? Shhh Journal 8(6)'12-13, 1987

KELLER, H. The Siory of My Lyfe. New Yoik.
Doubleday, 154,

New Jersey Task Forre on Alcoholism and the
Hearing Impaired “Report to the New Jersey
Duvision of Alcohohsm.” Unpublished report,
June 1986.

ROTHFELD, P Alcoholism treatment for the deaf:
Specialized services for special people. CAFC.
Arlington, VA: H/P Publishing Co., 1980.

StonE, H E. Invisible handicap. Baltimore Sun,
Dec. 29, 1987.

US. Bureau of the Census. Stanisncal Abstract of
the Uruted States —198(. i08th ed. Washington,
DC: US. Bureau of the Cen. s, 1987. Table

174, p. 108.

WEeNTZEL. C An outhne for working with the

hearing impaired in an inpatient substance abuse
treatment program. AID ™ ‘zin 8(3)-'-6, 1986.

ALCOHOLISM AND
BuLrLous CHANGES OF
THE LUNGS

ome pulmonary patients are
diagnosed with bullous
changes of the lungs. This
diagnosis refers to the pres-
ence of blisters, known as localized
pneumatoceles or bullous formations.
Textbooks 62 cribe vhe origin of the
bullous changes as obstruction of the
bronchioles, ttie narrowest portions of
the bronchial tubes. According to this
view, air can be trapped within ob-
structed bronchioles, resu'ting in the
formation of blisters within the lung.
The following alternative hypothesis
to explain bullous changes of the
lungs is based on many years of ob-
servation of chest x-rays of alcoholic
patients, including over 100 cases
in which a diagnosis of bullous
changes was associated with alcohol
dependence.

Sioney L. Cramer. M.D., is a radiolo-
gist consuitant to the Veterans Home
and Hospital, Rocky Hill, Connecti-
cut. Correspondence to Dr. Cramer
should be addressed 10 his private
practice at 2] Woodland Street,
Hartford, Connecticus 06105.
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X-ray photogreph illustrating bullous changes

It is hypothesized that many people
have a physiological susceptibility to
pulmonary effects of alcohol con-
sumption. This population develops
subclinical destruction of cells in the
luny tissue, beginning in the upper
lobes, in respons¢ to repeated con-
sumption of large quantities of alco-
hol. Hyp ‘“hetically, this destruction
continues w. { the patient stops
drinking alcoholic beverages. The end
result of the cell destruction is upper
lobes with varying degrees of bullous
formations, ranging from a small
lesion measuring several centimeters in

, Na.2, 1989

diameter (as shown in Figure 1) 10
large areas characterized by fibrosis—
the formation of abnormal fibrous
tissue—ar:d the absence of normal
lung markings withip the air sacs.
Such permanent, irreversible changes,
can be observed in the lung tissue of
alcoholic patients. These changes are
not seen in chest examinations of
sn.okers or nonsn. “kers without the
complication of pre nt or former
alcohol abuse.

My observations suggest that the
effects of destruction of the lung
tissue may take one of two possible

7

courses. Among some patients, no
other significant changes in the lung
occur unless complicated by infection
or the presence of air or gas in the
pleural cavit;. These patients often
present neither symptoms nor altera-
tion in pulmonary function—the
presence of bullous changes usually is
discovered from routine chest x-rays
taken for reasons other than breathing
complaints. These patients can be
described as Group 1.

A second group of patients with
bullous formaticns also present clini-
cal symptoms of emphysema, along
with the characteristic x-ray evidence
of this "vell-known lung disease. I
have found these Group II patients in
large numbers in such institutions as
Veterans Administration hospitals
where care is provided for chronic
lung disease. These Group 11 patients
often are pulmonary “cripples”
receivirg treatment with alpha !
anti-trvesia subs itution.

The Group ! patients frequently
deny a histor of alcohol consump-
tion, but confirmation often is ob-
tained from such other sources as
relatives and friends. Through dili-
gence and persistence in elicitirZ the
nistory of alcohol use, over 90 percent
of 100 observed cases of bullous for-
mations confirmed the hypothesis.

Although these observations are
intriguing and potentially significant,
I believe that it will be very difficult to
confirm them empirically. Most indi-
viduals who drink at problematic
levels also smoke tobacco products;
bullous changes resulting from smok-
ing pose a potential barrier to analysis
of the relationship between alcohol
abuse and lung disorders. Further,
unless alcohol-induced bullous
changes can be separated fiom
changes affected by tobacco use,
specific mechanisms explaining the
relationship between alcoho! and these
lung disorders will be difficult to
establish. @
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Treating Patients with
Alcohol-Reilated Trauma—
A Report from the ARUS
Symposium

28-year-old man comes in with
basically normal vital signs,
semiconscious and vomiting,
some cuts about his scalp and
arnund his ears. He is rather
obnoxious, not a very pleasant
character to be around, and
smelling like a bottle of whiskey.

One of the residents says, “Oh.
he is just drunk.” And, indeed,
he is drur.k. But he also has a
major intercranial clot. . . .

There has been an unfortunate
tendency to get patients in the
emergency room who aire drunk

. and to label them. . . .

If you are medically oriented,
vov may have heard them called
“‘gomers.”

What does gomer mean?

It means “‘get out of my emer-
gency room.”

---Carl Soderstrom, M. D!
Earh year more than 140,000
Americans dic from travma, and 1
in 3 incurs an injury that requires
medical attention or produces tem-
porary disabili:y (Committee on
Trauma Research 1985). Trauma 1s

! The source of quoted materiul 1n this
article is the transcript of the June 1988
Alcohol Research Utilization System sympo-
stum “Post-Injury Treatment of Patients
with Alcohol-Related Trauma.” A synopsis
of the transcript is ovarlable from the Na-
tional C\zaringhouse for Alcohol and Drug
Information, PO, Box 2345, Rockville,
Maryland 20857. Also availab!: from the
clearinghouse is “4icohol and Trauma,” the
January 1989 issue of Alcohol Alert, a
bullerin for clinicians and alhed health
professionals.

ranked as the couniry’s fourth lead-
ing cause of dearh and the leading
cause of physician contacts {Rock-
ett and Putnam 1986).

Victims of serivus trauma find
medical help in over 5,000 hospital
emergency departments and 300
trauma centers throughout the
United States. It has been estimated
that 20 10 37 percent 0," ad.nissions
to these acure care facilizies involve
excessive alcohol use (Roizen 1985).
According to Julian Waller, M.D.,
of the University of Vermont’s De-
partment of Meaicine, contacts
between acute care physicians and
victims of alcohol-related trauma
“offer a unique window of oppor-
tunity . . . if the physician helps
the patient confront the [alcohol]
probler~ when the patient is no
longer under the influence . .
but is still hurting from injuries
caused by the alcohol abuse.” Con-
versely, failure to identify and inter-
vene with an underlying alcohol
disorder could result in medical
mismaragement ot the mjury, sub-
sequent injuries esulting from un-
treated alcohol abuse, or both.

Problems that phy. ..1ans encoun-
ter when addressing a [ e t’s
miury and an underlying a oho,
disorder were examined by p. ici-
pants in NIAAA’s Alcchol Res :arch
Utilization System (ARUS) sympo-
sium “‘Post-Injury Treatment of
Patients with Alcohol-Related
Trauma,” held in June 1988 in
Washington, DC.2 Clinicians an¢
researchers who attended the ARUS
workshop reviewed research on

? The ARUS sertes, initiated 1n 1980, 1s n
Jorum for the assessment of knowledge and
a limited number of high priority research
Sindings 1n a specific area of alcohol st idv

alcohol-related injuries and iuenti-
fied promising avenues for future
study. Participants also suggested
ways to exploit what Douglas
Rund, M.D., chief of emergency
medicine at G1  State University
Hospital, termed “that brief mo-
ment of care in the trauma event

. . when the alcoholic trauma
victim will accept treatment for
alcoholism” (personal communica-
tion, Fulton Caldwell, Ph.D.,
NIAAA, january 1989).

Chaired by Albert Lowenfels,
M.D., professor of surgery at New
York Medical College at Valhalla,
the 1-day workshop featured ple-
nary sessions on diagnosis of alco-
hol dependence in injured patients:
early management of patients with
alcohol-related injuries; alcohol-
induced physiological alterations :n
trauma victims; and intervention
and followup for alcoholic patients.
Obstacles that emergency physicians
encounter at each stage of patient
care were highlighted.

RECOGNIZING ALCO-101. DEPENDENCE

The World Health Organization’s
International Clas.ification of Dis-
eases, 9th Revision (ICD-9) de-
scribes the outward manifestations
of nondependent alcohol abuse as
frequent, excessive drinking suffi-
cient to adversely affect one’s
health or social functioning (WHO
1977). The American Psvychiatric
Association’s Diagnostic end Statis-
tical Manual of Mental Disorders,
Third Edition, Revised (DSM-I111-
R) describes alcohol abuse as an
inability to stop drinking until poor
health or depleted financial re-
sources prevents further drinking
(APA 1987).

At least vintil its late stages,
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alcohol dependence is identified
primarily by these same manifesta-
tions. DSM-III-R notes “marked

. impairment in social and
occupational functioning” (p. 172)
in alcohol dependent persons.
ICD-9 describes alcohol dcpend-
ence syndrome as ‘‘characterized by
behavioral and other responses” (p.
198). Because few of these re-
sponses are observable in clinical
settings, the diagnosis of alcohol
dependence often relies largely on
patient self-report of medical, so-
cial, or financial problems related

e .
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It has been estimated that 20 to 30 percent of admissions to acute care faciities involve excessive alcohol use

to alcohol use and on a diagnosti-
cian’s interpretation of that pa-
tient's self-report.

Instruments that are used for
screening alcoholic patients also
rely heavily on patient self-reports,
an assessment mechanism that has
been challengvd (Watson et al.
1984; Fuller et al. 1988). In addi-
tion, according o Kathryn
Magruder-Habib, of the Veterans
Administration Medical Center and
Duke University, most <.reening
instruments a-e long, cumbersome,

P
(‘t,

and ponrly suited to administration
in an acute care setting.

Trauma phvsicians suspect alco-
hol dependence largely on the basis
of what they s=e, which, in an acuvte
care setting, is less often the adverse
effect of alcohol on social or occu-
pational functioning than the more
obvious evidence of intoxication.
However, signs of recent alcohol
use du not justify a diagnosis of
dependence; in fact, alcoholics with
weil-developed tolerance often show
no outward manifestations of re-
cent alcobnl use.
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Correct identification of alcohol
dependence is further complicated
because visible signs of intoxication
may mimic signs of other condi-
tions. For example, patients who
are unconscious or display altered
corsciousnecs as a result of head
injury sometimes are misdiagnosed
as under the influence of alcohol.
Similarly, patients with altered con-
sciousness brought on by alcohol
abuse may be misdiagnosed as vic-
tims of head injury. The “gomer”
referred to by Soderstrom, of the
Maryland Institute for Emergency
Medical Service Systems
(MIEMSS), i~ one example of
misdiagnosis.

““Unless you actively seek out the
disease,” urged Waller, “,ou will
miss all except those individuals
with the most flagrant, late-stage
disease patterns. . . . and the only
way to know liow much a person
has been drinking is to do a quarnti-
cative test for the drug.”

MEeasuriNG ALconoL Ust

The quantitative test most fre-
quently employed is that for blood
alcohol concentration (BAC), some-
times measu:ed for legal reasons at
the scene ~f a highway accident,
but routinely measured 1 u..ly
about 50 percent of trauma centers,
according to Sod~rstrom.

As Walier poirted out, the leg-'ly
defined measui. of intoxication
actually captures only 18 percent of
intoxicated drivers. For this reason,
some States are taking action to
redeine the current measure of .10
milligrams of alcohol per deci'iter of
blood as evidence of intoxication.

Meacured in hospital emergency
departments and trauma centers,
the BAC has significant limitatinns
as an indicator of possible alcohol
dependence. According to Waller, a
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Given the limitations
of current testing
options, how do
emergency care
Physicians diagnose
alcohol dependence?

relatively low BAC may prevent
identification of elderly alcoholics,
whose typical alcohol consumption
is only four drinks a day. On the
other hand, high BACs are ¢ ym-
mon among teenaged alcoho
abusers, *vho usually have not con-
sumed sufficient quantities of alco-
hol over a long enough time to be
alcohol dependent.

However, the BAC does provide a
physician with informatior about
the amount of alcohol in a patient’s
syst2m at the t*.me of admission—
information that can prove essential
in determining a course of treat-

maont Oitine o cimilar racarmman
AT, anng A Sunnan aoCOIMMEN-

dation by the U.S. College of
Surgeons, symposium moderator
Lowenfels called on conference
attendees to recommend routine usc
of the BAC in ali trauma centers
and emergency departments.

Laboratory tests that may alert
trauma physicians to excessive alco-
hol use and to possible dependence
n their patients include ~lavated
liver function tests withow obvious
explanation, elevated triglycerides
with relatively low cholestero!, and
elevated blood glucose without a
family history of diabetes or, con-
versely, low blood sugar or reactive
hypoglycemia. None of these mea-
sures is routinely applied to all
trauma victims, and none indepen-

e

dently is indicative of more than a
possible alcohol-related problem.

Given the limitations of cuirent
testing options, how do emergency
care physicians diragnose alcohol
dependence? According to Woller
and to discussant Peter Fielding,
M.D., of St. Mary’s Hospital and
Yale University, the question is not
diagnosis but “screening and
yield.” “The job .€ a physician
who is not a specialist i this area is
to <now when and how to do ap-
propriate screening and to get the
patient iato the hands of the neces-
sary alcohol specialist,” said Waller.

Waller suggesied a BAC of .15
without clinic .l evidence of intuxi-
cation as indicative of high patient
risk of alcohol dependence. He also
recommended several short screen-
-ng instruments,’ of which the most
recently developed consists of only
two questions. Cyr and Wartman
(1988) reported that a positive an-
swer to the question ‘“Have you
ever had a drinking problem?” was
predictive for 70 percent of persons
with alcohol-related problems. Ac-
curacy was raised to over 90 percent
for persons who, when asned,
“When was your last drink?” an-
swered that they had consumed
alcohol within the past 24 hours.
As Woller noted, a positive BAC
obviates the need to ask the second
question

A'taough rielding and Walle.
concluded that patients who test
posttive 1n alcohol scieenings
should be referred to alcohc! s»e-
cialists, the reality 1s that acute care
physicians give priority to treating
the immediate trauma rathe: than
to its underlying cause

' Other short screening mechanisms consid-
ered appropriate for use in an acuze care
setting are the Kaupfer method (1934} and
the CAGE method (Ewing 1934)
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MANAGING ALCOHOL-RELATED
TrRAUMA

The results of bath laboratory teste
and ratient self-reports are critical
not only for identifying an underly-
ing alcohol-.elated disorder but alsc
for treating those presenti..g with
injuries, according to Soderstrom,
who discussed early patient man-
agement, and Paul Woolf, M.D., of
the University of Rochester Medical
Center, who discussed physiological
alterations that may resuit from
alcohol use or abuse.

In addition to the possible confu-
sion of head injury with intoxica-
tion, Soderstrom noted the
difficulty with identifying intra-
abdominal injury. “To us,” he said,
“if a paticit appears to be intoxi-
cated, that is a reason to do a peri
toneal lavage . . . [irrigation of
the abdomen] or a CT [computer-
ized tomography] scan to look for
internal injurics. Parients who seem
to be alittle drunk may have no
signs or symptoms pointing to 1n-
ternal injuries. Some of those pa-
tients may go into shock hours later
because of a fractured spleen or a
cracked liver.”

Soderstrom also noted problems
of thrombocytopenia (a decrease in
the number of blood platelets) 1n
patients who have abused alcohol
on an acute basis. With the cessa-
tion of alcohol use on admission, a
rebound thrombocytosis (2n unusu-
ally high platelet count) may occur
about | week after admission. Be-
cause both conditions may produce
surgical comglications, it is impor-
tant to monitor diligently a pa-
tient’s vital signs, cardiac function,
and serum electrolyte levels during
operative and postoperative care.
Complete blood counts (with plate-
let determinarions) and coagulation
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studies also should be a regular
part of patient care.

However, the most common sur-
gical complication among patients
who are intoxicated precedes actual
surgery, according to John Stene,
M.D., Ph.D. Stene, an anesthesiol-
ogist who works with Soderstrom
at MIEMSS, reminded symposium
attendees that alcohol potentiates
anesthesia, so that when a patient is
intoxicated, the level of anesthesia
should be reduced. Alcoholics who
are not intoxicated, on the other
hand, require much higher levels of
anesthesia. Stene also called atten-
tion to problems resulting from the
interaction of alcohol with other
drugs. He cautioned that most
toxicology tests are crude and fail
to detect all drugs of abuse.

Other common difficulties with
treating alcobolics include cardiac
and immune defense system prob-
lems, hypothermia, and, of course,
withdrawal, Soderstrom said. Delir-
ium *remens (DTs), the most criti-
cal form of alcohol withdrawal, has
a mortality rate ot 40 percent 1f left
untreated. Soderstrom described
the need for enrcrgency rooms and
trauma centers to make use of ‘“up
front” indicators of persons at risk
and defined the presence of any
two of three indicators as predictive
of the need to prophylax against
DTs: history of DTs or prior with-
drawal syndrome, liver cirrhosis.
and recent heavy drinking.

The problems encountered vy
physicians in dealing with pauents
who have used or 2bused alcohol
have heightened the interest of rc-
searchers in physiological altera-
tions resulting from various levels
of alcohol consumption. Woolf,
who addressed the ARUS meeting
on alcohol’s possible effects on

neuronal injury, suggested the use
of circulating hormones, or neuro-
humoral markers, to predict out-
come 1n biain-injured patients. To
explore this and other areas of
metabolic research, discussant
David Lewis Davies, Ph.D., of the
University of Arkansas, stressed the
ne 1 for clinicians to coordinat®
their research with that of basic
scientists. Davies raisec as an issue
for furthe; exploration the possibil-
ity that alcoholics are in some way
at greater risk for incurring trauma:
“Is there some sort of metabolic
dysfunction that predisposes them
to higher susceptibility?” he asked.

Whether or not alcoholics are at
greater physiological risk for incur-
ring trauma, they are at rick for
greater severity of injury. sympo-
sium presenters agreed. According
to Sod.rstrom, research findings
"ave disputed the widely held per-
ception that persons who are
intoxicated—and therefore relaxed—
are better protected against serious
injury at the time of an accident
(Wailer 1987; Roizen 1985). Waller
also stressed that persons with high
BACs are more likely to be alco-
holics and more hkely to die at the
scene of an accident than those
with low BACs, a pattern he noted
to be consistent across all types of
injury. “Cur concern, however, 1s
not wi:h identifying alcoholism per
se,” Waller added, “but with 1denti-
fying it among those who will live
and, therefore, who can benefit
from such 1dentification and
intervention.”’

INTERVENING Wilh INSURED
AICOHOLICS

“Every trauma expert must be an
interventionist,” stated Max Schneid-
er, M.D., past president of the
American Medical Society on Alco-
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holism and Other Drug Dependen-
cies. Schneider, ‘vho presented a
paper entitled “Intervention and
Followup of the Alcoholic Trauma
Patient,” lamented, ““. . . because
it is really a stigmatic disease . . .
we get the feeling [diagnosis of
alcohol dependence] is more an
accusation. . . . we become
enablers.”

Reporting on the medical student
education program at the Univer-
sity of California-Irvire, Schneider
added that 30 percent of the junior
and senior medica! students are
adult children of alcoholics. {This
figure conforms with an earlier
estimate by Waller that one-fifth to
one-third of all U.S. physicians
come from alcoholic families.) In
eiiher their junior or senior yea,s,
the California medical students
work closely with the addiction
education program, after which 3
percent enter treatment and 12 per-
cent request assistance for interven-
tions with family members. Efforts
of this sort, claimed Schneider, may
help overcome reluctance o screen
dud reier aicohoiic patients to
treatment.

Schneider 1eviewed four types of
interventi..., inciuding “self-
intervention,” which occurs only
rarely when an injured patient sud-
denly realizes that a mood-altering
drug such as alcohol has contrib-
uted to the traumatic event. Al-
though initiated by the patient,
self-intervention requires the medi-
cal team to stand ready to direct the
alcoholic to appropriate therapy.

The three other forms of interven-
tion may be initiated productivly by
acute care physicians. One-on-one
intervention by a physician, nurse,
or counselor may be performed in
the emergency room with both am-
bulatory clients and nerscns <dmit-
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ted to the inpatient umt, Schneider
said. The int:rventionist should
furnish dis~harged patients with
specific diagnostic infermation, such
as the written comment, “Your BAC
was [.15], indicating the likely pres-
ence of a treatable disease.” Discus-
sion of the diagnosis inay be held
with the patient’s family, and an
appointment may be made for the
patient’s retur.. On the return visit,
the patient is counseled to ths point
of referral to an alcoholism treat-
ment program.

Intervention patterned after the
Johnson Institute model (Johnson
1986) also may be performed in an
acute care setting. The Johnson
model convenes famiiy members
and others significant to the alco-
holic and results in a specific plan
for alcoholism treatment. Schneider
cautioned that even in the busy envi-
ronment of a trauma center or emer-
gency department, the intervention
must be conducted privately.

For patients with whom earlier
intervention and prior alcoholism
treatment have failed, reinterven-
tion 1s necessary, Schneider said.
“This is a ckronic disease with
exacerbations and remissions,” he
noted. “The seeds ar< sown [by
infervention] and may take weeks
or months or years to grow.”

Schneider emphasized that all
personnel in emergency depart-
ments and trauma centers should be
know!edgeable about the processes
for intervention. Physicians, crun-
selors, nurses, clergy members, and
social workers “. . . should be
aware that there is something that
not only can be done, but must be
done,” he said. Citing a program at
Brown University, Schneider recom-
mer «i~d a team approach. Brown’s
“A Team” consists of nurses and
vcunsclors who circulate thiough-

-
{

out all departments of the hospital,
alerted to patients with possible
diagnoses of alcohol dependence.
The A-Team, which includes recov-
ering alcoholics, actually conducts
the interventions. Nevertheless,
Schneider concluded, “It is the
physician in the trauma center, ths
physician in the emergency depart-
ment, who must take the leadership
and, historically, we have been re-
luctant to do so.”

UpDATING KNOWLEDGE AND ATTITUDES

The relationship between physician
attitudes and patient care was a
recurrent theme throughout the
ARUS workshop. In his opening
presentation on diagnosis of alco-
holism, Waller claimed that diagno-
ses are often overlooked or even
actively avoided because physicians
feel a “. . . sense of frustration
and futility 2hout the disease. They
do not know what resources are
available . . . and they errone-
ously believe that little can be done
for (ne alcoholic. . . .” Waller
attributed some of the deficits in
physician knowledge and attitudes
to alcohol-related problems in the
physicians’ own families.
Discussant Magruder-Habib
suggested that many physicians
remain unconviiced that alcohol-
ism 15 a disease at all, 4 position
that removes their responsibility to
treat it: ““The patient does not want
to admit that he or she is alcoholic.
It 15 a wonderful collusion. Nobody
needs to address the problem and
everybody comes out okay—except,
of course, in the long run.”
Referring to recent studics of
physician attitudes (see, for exam-
ple, Soderstrom 1987; Lowenfels et
al. 1989), Fielding speculated thzt
self declared aititudes may vary
substantiall:’ fro:a actual behavior.
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“In many senses,” Fielding said,
“the physician is in the same cate-
gory as the patient, a victim of

something . . . we do not
understand.”

Magruder-Habib called attentic.i
to a study in progress that examines
the behavior of physicians who are
supplied with screening results in-
dicative of likely alcoholisr. "1 their
patients.* This blind study is ex-
pected to examine physician atti-
tudes and behaviors in a manner
that removes the possible bias of
physician self-reports.

Even when physicians
are knowledgeable
about alcoholism and
its treatmer.t . . .
competing priorities
Jorce them to make
difficult choices.

kven when physicians are xnowl-
edgeable about alcoholism and its
treat:nent and have positive attitudes
toward alcoholic patients, compet-
ing priorities force them to make
difficult choices. According to one
symposium participant, when a
diagnosis of alcoholism is incorrect,
malpractice litigat.on present. a
formidable threat. When a BAC test
reveals substantial alcohci involve-
ment, medical treatment may be
complicated by legal procedures.
And when injuries are reported as
alcohol related, insurers may refuse

‘ Kathryn Magruder-Habib, Ph.D , may be
contacted concerning the study in progress at
the Veterans Administration Medical Center,
Psychiatry service, 508 Fulton Street, Suite
116-A Durham, North Carc'ina 27705
Q
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to reimburse fcr medical care. Con-
siderations of this sort confound the
decisionmaking of even the best
intentioned emergency physicians.

“What are the real solutions?”
asked Fielding. “We have to iden-
tify where the fixed points are
. . . 8o to the hospital governing
bodies, the medical executive com-
mittees. and ask them to draw up
departmental guidelines, temember-
ing that physicians may be criti-
cized if they do not identify
patients at risk. . . . Having iden-
tified patients with significant
blood alcohos ievels . . . they
need to allow the lay counseling
services, the paramedics, «, nave
the blood alcohol results on a daily
basis so they can get involved with
the physicians and take that infor-
mation to the bedside. . . . I think
we ought to be requesting that this

. . topic come into the quality
assessment of all institutions. Then
we can get on with education for
pauencs, physicians, legislators, and
the media.” Othier practical solu-
tions offered by ARUS symposium
participants included efforts to
inform the insurance industry of
the clinical significance of alcohol
testing ar.d improved networking
between acute care personnel and
community alcohol treatmen*
resources.

In addition to expanding and
refining basic, biomedical, and
epidemiological investigations,
svmposium participants recom-
mended continued inalysis of phy-
sician attitude-, with particular
attention to the specialties of sur-
gery and internal medicine. Urging
further research on physician atti-
tudes, Waller asserted, “The payoff
will be not just better treatment for
our patients, but better living of
our own lives.”

—ANNM. BrabLey

&0
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International
Perspectives

Alcohol-Related Trauma in
Mexico

The presumed relationship between
alcohol and tr.uma is an important
public health topic in Latin Amer-
ica because trauma is a major cause
of male mortality among severa!
countries of the region. In Mexico,
for example, “accidents, poison-
ings, and injuries” are the most
frequent causes of mortality amonrg
men aged 15 to 44 years (Rosovsky
and Garcia 1988). Until recently,
however, data documenting the
relationship between alcohol and
trauma in Latin Americat  been
scarce (Medina-Mora anc  nzales
1988).

During the last five years, Mexi-
can researchers have made rapid
progress in collecting these data.
Led by staff members of the De-
partment of Epidemiologic and
Social Research of the Mexican
Institute of Psychatry, research on
alcohol and trauma in Mexico has
advanced from field tests of data
collection techmques to interna-
tionai cofiaboration that compares
alcohol involvement 1n trauma 1n
Mexico City to findings obtained
from California emergency rooms.

Usk. OF STATE. ATTORNEY RECORDS ON
ALCOHOL AND TRAUMA

According to Haydee Rosovsky of
the Mexican Institute of Psychiarry
(1988), the earliest source of Mexi-
czu data on alcohol involvement 1n
trauma is the records of the State
Attorney in the Federal Districi of
Mexico—a jurisdiction similar to
the District of Columbia in the
United States. The State Attorn 'y
maintains field offices in emerg *ncy
hospitals (hospitales de urger-ics)
of the Federal District’s Medic 1l
Services, where a resident doct.r

ERIC
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documents the physical condition
of patients who may eventually
become involved in criminal prose-
cution. or accident investigations.
The physicians conduct clinical
examinations of these subjects,
similar to examinations performed
at police stations. The examinations
include determining alcohol in-
volvement in the patient’s injury or
illness. The office of the State At-
rorney thus records probable alco-
hol involvement in many emergency
room cases—but the documenta-
tion is limited by the lack of labora-
tory tests that provide objective
measurement of blood alcohol con-
centration (BAC) (Rosovsky 1988).
In 1985, a research team from the
Mexican Institute of Psychiatry
attempted to use the records of four
emergency hospitals to document
the scope of alcohol-related trauma
experience«. 1n Mexico City (Mas
Condes et al. 1986). The data sug-
gested that approximately 12 per-
cent of all cases admitted to those
hospitals 1n 1983 and 1984 resulted

from accidents occurring under the
influence of alcohol. The case re-
cords also indicated that approxi-
mately 5,000 victims of intentional
violence annually were admitted to
the four hospita's under the influ-
ence of alcohol. These victims
effectively increased the w..ohol-
related case load of the emergency
hospitals t¢ more “an one-sixth of
all admissions during 1984,

IMPROVING DATA COLLECTION ON
A1COHUL-RELATED TRAUMA

The epidemiologists of the Mexican
Institute of Psychiatry recogn.zed
the imitations of relying on data
from the office of the State Attor-
ney to investigate the re’.tionship
of alcohol and trauma. Their initial
efforts to improve data collection

b.

and analysis focus=d on the follow-
ing objectives (Rosovsky 1988):

e to describe existing means of
documenting (he role that alcohol
consuinption plays in acciden:s
and crimes brought to the atten-
tion of medical and law enforce-
ment authorities
to develop and test a methodol-
ogy to improve evaluatior of the
importance of alcohol co:sump-
tion in these cases
¢ to collect and analyze ('ata on
sociodemog:aphic characteristics,
drinking patterns, and previous
alcohol-related problems of the
population involved in these cases.

The last of these three objectives
was the topic of a study performed
at the Xoco Emergency Hospital by
staff members of the Mexican Insti-
tute of Psychiatry in late 1985 (Ro-
sovsky and Lopez 1986). For a full
month, they interviewed every pa-
tient who came to the atientior. of
the unsite office of the State Attor-
ncy because of probable alcol of
involvement in the presenting in-
jury. The interviews yielded a
wealtn of information on patterns,
of co- ption, history of alcohol-
related problems, and specific
drinking events prior to injury, as
reported by the patients. The re-
scarchers noted that most individ-
uals in the samole were young men
admitted as a result of injuries
sustained in fighting and that the
typical pattern of alcohol cc asump-
tion repcrted among those inter-
viewed following fights was
occasional binge drinkiny, rather
than more frequent consumption.

Rosovsky and Lopez (1986) ex-
pressed concern that dependence on
physician observation to determine
alcohol involvement was not suffic-
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ient to identify all trauma victims
whose injuries followed alcohol
consumption. In their study, they
reported that under present condi-
tions, a considerable nroportion o1
the admissions to an emergency
hospital and to a police station was
not examined by the physician to
assess the presence of alcohol: Only
61 percent of all patients at the
emergency room and 39 percent at
the police station were examined,
and the report of alcohol consurp-
tion in those cases was 7 percent at
the hospital and 15 percent at the
police station. Simultaneously, the
researchers interviewed all persons
and the proportion that reported
alcohol consumption prior te the
event was much higher: 18.5 per-
cent at the hospital and 39 percent
2 he police station.

In 1986, the Mexican Institute of
Psychiatry took a major step for-
ward in data collectior efforts on
alcohol and trauma by selecting
patients for study independent of
the official process of case identifi-
cation hy representatives of the
justice system. At eight hospatal
emergency rooms in Mexico City,
investigators from the Institute
selected subjects for breath sam-
pling and interviews at random
from mong all patients 15 years of
age and older admitted during a
single week. Breath samples were
taken immediately after admission
to obtain BAC measurement as
close in time as possible to the oc-
currence of the presenting trauma.
In October 1987, similar data -
lection was performed on all pa-
tients 15 years of age and older
admitted to three hospital emer-
gency wards in the port city of Aca-
pulco over the course of the entire

Q
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month. A significant component of
these data collection efforts was
adoption of a model for emergency
room data collection instituted by
Cheryl J. Stephens Cherpatel,
Dr.P.H., of the NIAAA-sponsored
Alcohol Research Group at Berke-
ley, California (Rosovsky and Gar-
cia 1988). The original Er.glish
language interview guide develuped
by Cherpitel was translated into
Spanish for use in Mexico, and the
model’s study design and analytic
definitions have been incorporated
in the protocols of the Mexican
Institute of Psychiatry’s research
(Cherpitel and Rosovsky 1988).

CoLLABORATION LEADING TO CROSS-
NATIONAL COMPA R1SON

Adoption of the standardized Cher-
pitel model and its associated data
collection techniques by researchers
in several countries, including Mex-
ico, will permit cross-national com-
parison of alcohol consumption
variables among emergency room
populations, using parallel methods
and data collection instruments,
Some of the first fruits of this col-
laboration were presented by Cher-
pitel, of the Alcohol Research
Group at Berkeley, and Rosovsky,
of the Mexican Institute of Psychia-
try, at the annual meeting of the
American Public Health Associa-
tion (1988). The presentation fea-
tured findings from parallel data
collection <7forts at emergency
rooms in Mexico City and Contra
Costa County, California. The
collaborative effort was funded in
part by NIAAA's [nternational
and Intergovernmental A ffairs
Program.

Cherpitel and Kosovsky (1988)
reported significant comparative

0

findings on the characteristics of
the trauma victims in the two coun-
tries. Some of these differences
were gender specific:

¢ In tae Mexican hospitals, the
ratio of all injured male patients
to injured female patients report-
ing alcohol consumption within 6
hours prior to the injury was
nearly 5:1. In contrast, among
the Contra Costa sample, the
ratio of injured males to femalcs
reporting alcohol consumption
within 6 hours prior to the injury
was less than 2:1 (p. 29).

While female emergency room
patients in California were more
than twice as likely as their Mexi-
can counterparts to test positive
on the breathalyzer (p. 28), among
male emergency r.om patients,
the injured in Mexico were more
than twice a» likely as those in-
jured in California to test positive.

-*

Other cross-national differences
were identified in patient seif-
renorte of the normal freguency of
alcohol consumption among
trauma victims—sigmficantly larger
proportions of abstainers and infre-
quent drinkers were found among
the Mexican sample than among
the Contra Costa sample (Cherpitel
and Rosovsky 1988, p. 12).

The collaboration between the
Alcohol Research Group ..t Berkeley,
the Mexican Institute of Psychiatry,
and investigators in other countries,
often aided by NIAAA, will contrib-
ute to further refinement of investi-
gative teciiniques. These techniques,
In turn, yield increasingly accurate
data on the extent of al~ohol-related
public health problems throughout
the world.
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DEPARTMENTS

Correspondence on alcohol epi-
demiology activitie, of the Mexican
Institute of Psy_hiitry may be ad-
dressed to Havdee Rosovsky,
M.P.H., Division de Investiga-
ciones Epidemiologicas y Sociales.
Instituto Mexic- 2o de Psiquiatria,
Antigvo Camir.o 2 Xochimilco No.
1016, Huipulco, Mexico 22 D.F.,
Mexico.

—MicraeL J. Ston, Pu D.
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Special
Populations

NIAAA Support for Studies
on ! ‘'ispanic-Americans .
Americans of Hispanic origin con-
stitute the fastest growing ethnic
group in the United States. Num-
bering over 14 million in 1980, the
Hispanic population will surpass
tne black American population
durin2 the 1990’s, according to
some ¢ mates.

Despite the growing numerical
importance of Hispanics, little is
known about patterns of alcohol
ust, abuse, and depend ice among
the Spanish-speaking communities.
There is consensus ¢ ai Hispanic-
Americans are uaderserved by treat-
ment and prevention efforts, in part
due to culturally based barriers
within the Hispanic commuprity.
The absence of epidemiological
data on the extent and consequences
oi -~ »hol-relate ! probleras among
Hispdanic-Amzricans also contrib-
utes to difficulties in providing
appropriate services.

... ong its other functions,
NIAAA’s Division of Biomeiry and
Epidemiology (DBE) disccts the
extramural research pro,ram in
alcohol epidemiology for the Insti-
tute. “Extramural” resez:ch con-
sists of studies performed by
investigators from universitizs and
other research institutions cutside
of the Federal Government. DBE-
awarded grants on drinking
patterns in Hisparic-American
communities respond to the impera-
tive to increase knowledge of
alcchol-related puvlic health issues.
DBE is sponsoring four investiga-
tions of Hispanic !cohol use,
which comprise 16 1, .~ent of the
Division’s active grants.

Explaining the importance of this
research, DBE program officer
David Sanchez sugge: :s that analy-

&

sis of the effects of acculturation
and assim‘lation on Hispa~ic drink-
ing behavior may have applicaticn
to understanding changing alcohol

sv patterns of many immigrant
groups. Additionally, Sar aez notes
that the stressful transition from
village life to the coniplexity of
large cities, experienced by many
adult Hispanics, also may affect
alcohol use.

The role of alcoholisra as a cop-
ing mechanism to reduce stress is
an explicit focus of the . tk of
James Neff, Ph.D., and colleagues
ia the Department of Psychology
of the University of Texas Health
Science Center at San Antonio. The
DBE-supported research employs
prospective methodology to com-
pare drinking patterns and motiva-
tions for drinking among adult
Mexican-Americans, blacks, and
non-Hispanic whites A major issue
i the study is the diff-rcntiation of
the effects of socioeconomic status
and subculture on the use of alco-
hol to velieve psychological and
emotional stress. In effect, the
study seeks to respond to such
questions as whether specific drink-
ing patterns, incluaing weekend
“binges,” are influenced more by
ethnic varitt*les or by the shared
valuee :t coworkers.

Interpretation of the findings of
the Neff study may benzfit from a
second DBE-supported analysis on
patterns of alcohol use among
M .ican-Americans, cenducted by
M. Audrey Burnam of the Rand
Corporation in Santa Monica, Cali-
fornia. Burnam is using an existing
data base (Hispanic Health and
Nutritinn Examination Survey) that
inc'ades alcohol consumption
pati~t s of Hispanic-Americans
(Christian et al. in press). An addi-
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tional source of comparison may be
an earlier NI AAA-supported study
of drinking patterns among
Mexican-Americans conducted by
the Alcohol Research Center at
Berieley, California (see Caetano
1986-1987).

Variable definitions used in the
Berkeley study have been adopted
by Gerald Gurin, Ph.D., and coi-
leagues at the Hisj anic Research
Center of Fordhain Universit'' in a
survey of drinking behavior, non-s,
and problems among Puerto Rican
adults in the New Yark metropoli-
tan area. T .5 DBE-supported
siudy, performed with the help of
Templ: University’s Institute of
Surver Research, is desigred to
produce basic enidemiolcgical data
on Puc, ..’ Ricans comparable to
that generated by previous surveys
of Mexican-Americans, blacks, and
non-Hispanic whites. In aduition,
Gurm proposes that the study find-

[MC: Na2, 189

Aruitoxt provided by Eic:

ings wi'l enable analysts to test a
theoretical model ¢. at r:lates
changes in the drinking patterns of
Puerto Ricans on the U.L. main-
land to general c.'tural effects of
migration and acculturation.

A more intensive methodology
employing a community sampling
procedure to select Puerto Rican

2n for structured interviews char-
acterizes the work of Merrill Singer,
Ph.D., and colleagues in DBE-
sponsored research at the University
of Connecticut at Hartford. In
addition to basic epidemiological
inform: n, the Singer stuay will
attempt to identify ihe “n~tural
history” of drinking among 2uerto
Rican men, including family drink-
ing histories, beverage preferences,
and changes in avantity and fre-
quency of consumption over time.

Sanchez selieves that the recent
increase in interest in Hispanic
alcohol patterns coupled with ex-

NIAAA Archives

Off , in press,

pected increases in budge ailcca-
tions ir DBE =xtramural research,
may accelerate the pace of new
rindings in tiis area of alcohol
epidemiology. One potential topi:
for new research is the identifica-
tion of patterns within the Hispanic
communities, including differences
in alcohol-related behaviu: among
Central American, South Aineri-
can, Mexican, and Cuban immi-
grants, and descendants of the
long-established Hispanic com -
munities of the southiwesters:
United States. Bec ase the home-
lands of these distinct Hispanic
communities are .,.ociated with
characteristic national patterns of
alcohol use, documentation of
differences in current use patterns
may provide important information
on the process through which
Americans in general become so-
cialized to consumption of alco-
holic beverages.

Information on future opportu.i
ties for DBE giant-supported inves-
tigations of Hispanic-American
alcobol epidemiology, including the
required application packages, may
be obtained by contac..ng David
Sanchez at the National Institute
on Alcohol Abuse and Alcoholism,
Room 14C-26, 5600 Fishers Lane,
Rockville, Maryland 20857.

—Micraer J. Sron, Pu D.
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Highlichts

JOANR. HARRIS, PH.D.
JAMES D. COLLIVER. 'H.D

Lhivar e s bused on the report enpitle d
‘Highlvehts f-om the 1987 Nanonal Dy and
Alcotolism Lreatment Ut Seoven (NDATT S
recently published by the Navonal bistitare on
Heohol Abuse and Alcoholism and the
Nanonal Institute on Dre Abuse A detanlcd
report of surves findingys 15 scheduled for

pu tcation later this xear and will e avarluble
from the Nantoral Clearmevouse for Al ohol
and Drug Information P 1) Boy 2345
Rockalle MDY 20852 Persons wishing 1o 1o
the surves data tape should cont o (v
Fredenck Stimvon at the Al choi Fprdemiotogi
Data Systemt CSR Incorporated 1400 1 v
Srecer AW Swire 600 Washuneton 3¢ 20003

BACKRGROUND INFORMATION

The Natienal Drug and Alcoholism
Treatment Unit Survey (NDATUS)
was first condueted i 1974 by the
National Institute on Drug Abuse
(NIDA) and has been conducted
every 210 3 years since then In
1979, NDATUS was expar 1o
include alcoholism as well as drug
abuse facilitie:: ~ince that time 1t ha
been sponsored jomtly by NIDA and
the National Institute on Alcohol

JOAN R HARRIS, PH D and TAME S
D COLLWER, PH D, are Senien
Analvsts with the Alcchol
Epidemioiogic Data Svstem,
CSR. Incorperated
Q -
ERIC

Aruitoxt provided by Eic:

from

Abuse and Alcoholism (NTAAA)
NDATUS 1~ a voluatary survey that is
destgned to oe a census ot all known
drug abuse ane alcoholism treatment
tacthties in the U ated States This
article s based on prelunmary data on
alcohoi .o treatment derived trom the
1987 NDATUS  The tull 1987 re-
port, which will include data trom
both druag abuse and arcoholism
tacihties, 1s scheduled to be pablis hea
fater this year  Data on chients
treatmem pertam to the point-
prevalence gate of Octoher 30, 1987

The purpose or NLATUS v 1e
identdy all drug avuse and . dcoholism
- atmient and preventon tacilities
throughout the nation and to collect
mtormation regardg their scope.
utilization, and other charas tenstics
Facilities 1n both the public and
private sectors are mchuded,

gardless o the source of tunding
support Unit identitication ond
descriptive mformation such as
owrarship and specialized programs
are collected from treatment and
nontreatment facthties  From
treatment urits, NDATUS also
collects data @ >out the types of
services provine 4, cliert capacity and
census on the poirt-prevalence date,
clieni demographic characteristios.,

5:

the 1987 National Drug
and Alcoholism Treatment
Unit Survey (NDATUS)

and funding amounts and sources,
The data are collected 1n
cooperation with the State Alcohol
and Drug Abuse Agences, which
assistm tdentfying programs to be
surveyed, dr inibuting forms to
individual tacilives, collecting forms
“griestion:,
'sub

and answering respondet
checking and ediing date
mitting completed question

In a departure trom previov
veys which required that taad L be
dentified by a unique Gosernnient-
issued wdentiticatton number, the
1437 NDATUS accepted the Statey'
rientihication numbers and tacn
detimiuon of what constitutes |
tacility for reporting purposes  In
some cases multiple-site tacthties
were reported as a smgle unit
(represeating the parent orga-
nization). m other cases cach nite was
reported as o separate taciliy
Although th:s variation may aitect the
number oi facilities, it has no etteci
on the total number nts te-
ported

Following a briet s :ction on the to-
tal number of tacthitics reporting,
mcluding both treatment and pre-
vention units, the remainder of the
report s restrnicted to data on facilitres
providing treatment service . Topics

ArLcoHou Hr ALTH & RESEARCH WORLD
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addressed indlude nimbers of clients
in treatment, hudgeted capacity and
utilization rates, numbers of ¢lients by
taciltty Tocation or envuonment and
type of treatment. chent demographie
characteristies, tactliiy court nd
chient census by tacihty location,
financial support for treatment ser-
vices by tundimg source, tacihty
ownership, intravenous drug users
treatn.nt, number ot clients 1 the 12
months ending with the powt-preva-
lence date, and numbers of facihities
More
comprehensive mtormatton including

and chent census by State

drug chient data will pe provided i
the 1987 mam timdimgs report 1o be
published later this vear

In most cases tabulations of treat-
ment data are pased on tacihties that
reported either budgeted chieat ca-
pacity or actual chients on the pomt-
prevalence date However tables
shown ¢ utihization rates e based on
data trom facthties that reported bud-
geted capaity, these tabies exclude a
few facihities that reported actual
clients but no bud-etea capaaity

It also should b nee ' hat data tor
ndnvadual ems g o netmes miss
g Inthe tables wmis o port the
total numbers of cheat ta fites
cle L vary becaus e ot fieendd aon of
observations tor which | w1
e were not reported

Table 1 vhows nunzher ot
factiities serving afcohol chients on
the pornt-prevdlence date of October
30 1957 While some facilities seve
only alcohel Chierts otiers sarve botb

e Table |
itmay be seen that a lager umber of

dlcohol and drug chients

ractltties (S360) serve both 1y pes ot
clrents 1 er than testrictimg services
to alcohohic chents onhy €2 132
Numerically s more facilities are
devoted to treatmens as o tacthity
tunction

As stated mthe toomote 1o the
table, tacilities may report more than
one tunction i regard to treament,

prevention/>ducatio. and other For

Q
E [C 13, No. 2, 1989

vacllity Alcohol-
function only
facilities
Treatment 7 1,708
Prevention/education 1,132
Other i 946
Number of facilities 2,132

Table 1 Total number of alcohol facilities rep~rting to NDATUS by facility
function and facility orlantation: October 30, 1987

NOTE ;A; fjaht\;s n-a§ noort rno;r than one function, columns do not sum o the total rumber of faciites
SOURCE NIDA and NiAAA, 1987 National Drug and Alcoholism Treatment Unit Survey

Combined All facilities
alcchol
and drug
facliities
4,083 5,791
3,476 4608
2,492 3,43
5,360 7,492

N

Table 2 Total numbers of al sohol clients in treatmeint and number of
tacilities according to facility orientation: Octcber 30, 1987

Alcohol- Comblined AN
only alcohol tacilities
facllities and drug
‘acilitles
Clents 136,917 213696 350,613
Number of treatrnent facilities 1708 T 4083 5,791

SOURCEZ NIDA and NIAAA, 1987 National Drug 2ad Alcohohsm Treatmant Un Survey

—_—

the NDATLUS sunvey, the following
detinmions hold tor tacthty tunctions,

« freatment tunctions refer to tor-
mal orgamzed services tor persons
who have abused alcohol  These

services are designed to alter spe-

e physicalsmental or socal

tunctions ot persons receivime care

Dieroxitir aion sery oo are consid-
cred o be treatment

« Proventioneducatior tunc,ons m-
ude activitie s mtended toreduce
o nmintmze the imaiderce of new
alcoholisnn probleme and the
nevafive conscguences of the dse ot

alcohol

FrivisintFacr s oy Ut
N EREAIMENS

As shown i Table 2 alcoholism
treatment was provided maoral of

S 791 tachiies mctudine 1708 taanl-
ties that provided onhy alcohot
treatment seivice s and 4083 that
provided services to both dimg and
alcohol chients These tacihines were

seinving atotal ot 350,617 dlcchol

5
2

chients w freatiment on the pomnt-
rrevalence date of October 30, 1987

Bunar i p Caraciny avp
Littizanion Raag

A comparison ot alcohol treatment
tacihiies chients m treanment, bud
scted capacny s aad utilization rate by
faacihty orrentation on the point-
prevalence date of October 30, 1087,
isshownan Table 3 Budgeted
capacity refers to the nuniber of beds
dllocated tor resideatial alcohol treat
ment o the number of nonresidentral
deohol chients who could be sernved
witivavatlable physical and statt re-
soutces  The utihzation rate reters 1o
the proporton of budzeted capadity
aemuse on the pomt-preva-
fence date Fvan nation of the tablc
hows hat alcoholism only tacilities
had the highestuuhization raie 83 4,
vor the number of Chients withm the
budeeted capaaity ot 1064 facihties
On the other nand, m combimed alco-
hol and drug taclities, the numnor ot

dlcohol clients refative to budgeted

179




nghhghts of NDATUS

capacuty revealed a utihization rate of =
79.8, a difference of 3 6 points Table 3  Nutader of aicohol treatment facillties, number of clients in
treatn.ant, hudgeted capacity, and utilization rate by facility

TREATVEN T CLIFN T DEMOGR \PHIC orientation: October 30, 1837

CHARACTERISTICS Number Number Budgeted  Utillzation
Facliity orlentstion  of facllities’  ofclients!  capacity  rate’

Tauole 4 presents data on the demo- Alcoholigm-ani {acilities 1,664 131,241 157281 B4

grapnic characterictics of alcohol Combined fac 3.963 206,687 559,058 98

chents Data for clients whose sex. Total pr—s 5627 357,928 216337 12

raceethnicity. or age we: : unknown
are ex uded. resulting in a difiering
total number of clients for these chai-
acteristics

The age distribution of alcohol

‘Emmmwmummmmmtywmm
SOURCE: NIDA and NIAAA, 1887 N.tional D: a9 and Alcohollem Treatment Uni Survey

S+ S

Table 4 Percent distribution of sic .10l treatment clients by s.x, race/ethnicity

and age: October 30, 1967

clieats 1s concentrated i the cate- Sex,, race/ Alcohol
gones of ages 25-44 years (55.6 per- ethnicity and age clionts
cent) “When the ag: percentages are Male 763
cumulated from ycunger to older. Female 227
$7 § percent of those in treatment on Number of clients 1 335,877
October 30. 1987. were under 35 White 715
years of age and 81 5 percent were g‘a‘* ; 133
under 45 vears of age Other race/ethnicity 32

It may be seen. however. in Table 4 Number of cliems’ 329,092
that almo-.t one-tourth of all alcohol Under 18 years 64
treatment clients on October 30. 18-20 years 6.4
1987, were female (23.7 percent) By 21-24 years 13.7

. 25-34 years 31.0
race/ethnicity. blacks were somewhat 35-44 yaars 24.0
ovencepresented i terms of their 45-54 years 1.7
composition n the general populatton gg’::;:aa':dw ?3
with 15 4 percent of total alcohol Number of clierits! 327,658

rreatment chients While all m: / -
red chients dal m nority NcrE Po- " P ——r— pra——

populatinns represertzd 28 5 pereent 1 Exciudes clents for whom sex, racesthriciy, onoovmnctmonod

of such clients. overall, almost fwo- SOURCE: NiDA and NIAAA, 1967 National Dru, and Alcohotism Treatment Lrit Survey

thirds (71 S percent) were white, a

shightly smaller percentage than in the Table 5 Number of alcohol ciients in treatment by type of care and facility

general population location: October 3¢, 1987 -
Facility location
Tyer oF Cage A\ Type of care Hospital Non'.ospital Tota!
ExviRosvent Facnnny Locsaion Innatier/residential i
Medic  detoxitication 4,955 237 6,492
The "type of care” »anable relates o Social detoxification 409 3.606 4015
- . Rehabilration/recovery 13,906 23,833 37,739
impanent/residential care with subcat- Custodialidomicifiary 488 2,200 2688
erories and vutpanent/nomesigential Total inpatieni/residential 19,758 31.176 50,934
care Sumlarhy  fachty focaticn” se- Outpatientnonresidontial 19,115 280564 299679
adtes to hospital and nonhospital cave Tome e {qu.Bbip;:_néﬁtsw - -38 873 — :‘3‘1_1_7;6"_ T 356’6—13‘“‘

As nught be anticipated. Table 5

C NIAAA, 1987 N € e
Jhows that clints m h()\plld]\ were SOURCE NiDA and 987 Natonal Drug and Alcoholism Treatnent Unit Survey J

evenly split between mpatent and

outpatient care (50 8 percer and 49 2
percent, respectively)  On the other
hand. clcohol chients 1n nonhospital
care settings show a distribution ot

settings as opposed to 90 () pereent in

outpaitent/nonresidential settings
These same results are consonant

with a1eview of ~ome ot the mpa-

al=10st or shghity more than three-
touths o, all sech chients wete mre-
hatilitation or 1ecovery programs
(which exclude detoxthicaton), there

10 0 percent 10 mpatient/residential uent/restdential subcategories While are difterences mtypes of detosifice

E MC : 1iCOHN1T HEATTH & RESEARCH WORLD
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~ .- - foumiiten: Octobar 30, 1967

Table 5 Mumber of sicohol treatment fectiities and number of clients by facility

Faciity womion Facilitios Cilents
Gonmunily:shitwat health center 842 50,945
1,163 55,770

60 2,945

698 12,838

701 21,705

173912

LX) - 179
48 530
for service - 78,830 46 805
Private donations i 26,906 T 1274
Food Sti, ; 27,778 1.6 887
CHANPUS, ) 145,746 8.5 1,368
Private T d Panty (0.0., Blue
 Cross/Blue Shield, HMO) 502,447 346 2,209
Cent feos 236,531 138 3,727
Other 64,752 38 927
TOTAL 1,712,060 100.0 4949

NOTE: Amounts iy funding S0UIDS CAN00NeS May NOt UM
funding irom mulliple sources

mmwwwwummmmmmmmhmm
SOURCE. NIDA and NIAAA, 1967 National Drug and Alcoholisr:: Trestment Unit Survey.

10 tota! beca....« of rounding. The numher of faciities

tion as appropriate tor the facility lo-
cation. One-fourth ot clients in hos-
pital/inpatic. .t settings were receiving
medical detoxification, which 1 the
use of medicatio under the superv
s1on of medical personnel 1 a hospi-
tal or other 24-hour-care taci'ny

\‘l
E [C;, No 2. 1989

Only 4 9 percent ot clients in non-
hospital settings were recev ing such
care At the same ime 11 6 pereent
{as opposed to 2 | percenty of dlients
in nonhospital locatior  1ecerved so-
cial detoxihication services, which in-
volve the « stemtic reduction or

’ 8’1

chimination of the ettects ot alcohol in
the body on a dreg-tree basis

Facin iy Locaaion

It may be scen from Table 5 that out-
patient fa_dities represented 34 6
percent of all alcohol treatment
facilities, but served 49 6 percent of
alcohol chients on October 30. 1987.

FinanciaL SUPPORT FOR
TREATMENT SERVICES

Alcohol treatment tacilities reported
$1 71 billion in total financial support
for alcohol services for therr ficcal
years including Getober 1987 {Table
7) Private third-party payers, such as
Blue Cross/Blue Shield and HMOs,
provided the largest share of financial
support for alcohol treatment
services, accouriting for 34.6 percent
of such funds. When these sources
are coupled with chent tees, the two
~ources account for 48.4 percent of
receipts for alcohol care  State qov-
ernment funding sources represent
only 20 2 percent of all receipts for
alcohol treatment

OwAERSKHIP OF TREATMENT
Fawnmns

Of the 5.791 alcoho! treatment tacili-
ties that reported 1o NDATUS. 65 5
pereent were privaely ov.ved, non-
profit taclities (Table &) These
facthties accounted tor §7 6 pereent
ot alcohol chients w treatment on the
point-prevalence date Facilities
owned by State and Local govern-
ments accounted tor higher propor-
tions ot alcohol chients than thetr rep-
resentation 1n sheer numbers, which
suggests that these tacthties had
latger numbers of such chients, on
average. than those i other owner-
ship categories

Crients Wao Wers
INtR VIO S DRUG UsERs

Commensirate with present concerns,
regarding qie spread of AIDS, treat-
ment facilities were ashed te eport
the pereentage of therr cients who

18




Highlights of NDATUS

were intravenous drug users (1IVDUs,
at the ume they started treatinent
This 1tem 1s relevant for data reporied
in the alcohol section of the survey
because of alcohot clLent viith wec-
ondary drug problems

A tota: of 14.464 alcohol clients
were reported to have been in-
travenous drug users at ihe time they

entered ireatment  This higure repre-
sents 4 | percent among alcehol
client, (14,464 1VDUs 1n 350.613
alcoho! chents)

Nt sBe® OF CrieNts TREATED IN THE
Pt 12 Monias

Historicaily. NDATUS has collected
client census information solely for a

Table 8 Distribution of aicohol trestment ‘ acilities and cllents by facliity

ownership: Ocwnber 30, 1967

Ownership Facllities Clients

Number  Percent Number  Percent
Private for-profit 900 155 42878 122
Private nonproft 3,784 65.5 201,789 576
State/Local gov_mment 934 16.1 £7,344 250
Federsl govemment 163 28 18,402 5.2
Total ' 5.791 100.0 350613 1000
NOTE: I diolributicns Ry not st 1p-F00 beosune of rounding.

w
SOURCE: NIDA and NAAA, 1987 Nalional Drug i Alosholiem Tresiment Unit Survey.

Table @ Number of sicohol trestment faciiities and number of clients in trestment by State: October 30, 19J7

partict’ . point-prevalence date
Starung with the 1987 NDATUS.
however. questiors regarding the
unduplicated counts of alcohol clients
treated in the 12-month peried ending
October 3(), 1937. have been added.
Data 1eported to NDATUS on this
new variable indicate that in the 12
months ending October 30. 1987. 4
total or 1.430.034 alcoholism chients
were treated at 5.582 facilities

Dary By S1a1¢

State-level data on alcohol tieatrnent
facihities and clienis 10 treatmient on
the point-prevalence date of October
30. 1987, are shown in Table 9 Cal-
ifornia and New Yok together ac-
counted tor slightly more than one-
fourth ¢f all chents in treatment at
the 5.791 reporting tacilines. 8

€. Faclitties Chents Stiate Facilities Clients
Alavama A4 1,491 Nebraska 107 4,435
Alaska 30 1,203 Nevada 40 m
Arizona 75 3,814 New Hampshire 53 2,401
Aansas 46 1,650 New Jarsey 155 8,857
Caliromnia 880 63,177 New Mesico 47 4,015
Colorado 161 8,681 New York 398 36,126
C winechicut 109 3,41 North Carolina 98 6,331
Delavare 17 1,393 North Dakota 20 1,671
Dist. of Columbia 13 1,244 Chio 22 12,813
Florida 197 11,783 Oklahoma §3 2,431
Georgla 52 5,932 Oragon 130 7,376
Hawaii 30 738 Pennsy*ania 328 14,884
idaho 28 1,332 Rhode ) o 41 2,760
tinois 201 12,523 South Carolina 51 10,299
Indiana 98 5,380 South Dakota 29 1468
lowa 94 3,398 Tennessee 55 3,116
Kansas 74 2,596 Texas 228 5414
Kentucky 130 5,106 Utah . 39 4,254
Lc Jisiana 77 5,146 Vermont 19 1,082
Mains 40 2,18 Virginia 80 7,501
Maryland 152 10,333 Washington 99 9,550
Massachusetts 166 12079 Waest Virginia 22 3,186
Michigan 208 12,031 Wisconsin 130 6,856
Minnesota 139 2,481 Wyoming 23 956
Mississippi 84 4,935 Puerto Rico 24 3230
Missourt 94 3,976
Me ana u 1,441 TOTAL 5,791 350,613
SOURCE. NIDA and NIAAA, 199~ Naonal [a, a1 Alooholem Treatment Unit Survey
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early a decade ago, the
National Institute on
Alcohol Abuse and
Alcoholism (NIAAA)
asked the nstitute of Medicine
(IOM), an agency of the National
Academy of Sciences, to review and

assess the status of alcohol research.

The resulting report, Alcoholism,
Alcohol Abuse, and Related Prob-
lems: Opportunities for Rese *rch,
provided the first comprehensive
review of alcnhol-related research
for scientists, planners, policy-
makers, and other interested
people.

The pace of alcohol research has
accelerated dramatically since the
report was released in 1980. During
that same year, as its first decad>
was drawing to a close, NIAAA
supported a total of 167 research
projects at a combined funding
level of $22.2 million. By 1987, the
number of NIAAA-supported
research projects had increased to
387 and the total funding to $71.2
million.

Because of the opportunities
provided by advances in alcohol-
related research since 1980, NIAAA
again asked the Institute of
Medicine to review new scientific
knowledge, ‘ ssess current research
activities. and identifv “he most
promising areas to pursue over the
next 5 years.

This assessment will result in twce
reports, one addressing the causes
and consequences of alcohol-
related problems and the other ad-
dressing prevention and treat-
ment. The first report, entitled
Causes and Consequer. ces of
Alcohol Problems: An Ag.n_.. for
Research, was issued in 1987. What
follows is a review of that report.
The second report is scheduled to
be .ompleted in the fall 1989.

The report on causes and
consequences was piepared by a
10-member group of scientists, the
Institute of Medicine Committee

Alcohol-related research has accelerated
dramatically and made many advances
mﬁr the past decade

Full Tt Provided by ERIC.
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1OM Report

for the Study of Alcohol-Related
Problems, chaired by Robert
Straus, Ph.D., of the College of
Medicine of the University of
Kentucky.

The review contains some tech-
nical terminology. As an aid to the
reader, a short glossary is included
at the end of the summary. Limited
copies of the full IOM Report are
available by -riting: Mary Dove,
Nadonal Ins  ate on Alcohol
Abuse and A.:oholism, Parklawn
Ruildin.g, Room 16C-14, 5600
Fishers Lane, Rockville, Maryland
20857.

MaJor ResearcH QUESTIGNS

According to IOM’s study of the
causes and consequences of alconu!
problems, “Ways in which people
respond to alcohol, varied capaci-
ties te drink safely, and relative
risks for development of alcohol-
related problems pose major ques-
tions for rescarch. The study of
drinking behavicr and the personai
and societal consequences of
alcohol use requires conceptual
approaches that accommodate
knowledge from many biological,
behavioral, aud cocial science
disciplines.”

The report summarizes what are
termed “‘exciting advances in
knowledge” in four areas:

o identification of areas of cell
membranes with differential sen-
sitivities to alcohol

¢ identification o: risk factors that
divide the alcoholic population
into subpopulations

o effects of the context of drinking
and the drinker’s expectations
on drinking behavior and
consequences

e clarification of the relationships
hetween alcoholism and other
types of psychiatric probleras

Altogether, these advances are
linked to the increase in support for
alcohol research. They provide
Urf:f”mf:mf:nts of the knowledge base
ERIC
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needed for progress in prevention,
treatmeni, and 1ehabiiitation.

PoLicy RECOMMENDATIONS

‘t he 1980 report emphasized the
costs associated with alcohol abu-e
and the n~ed to attract scientific
talent to alcohol-related research.
The new report recognizes the work
of researchers whose activities merit
further support. Several policy
points are highlighted:

e Special genetically developed (and
deeloping) snimal lines should
be made available to the alcohol
research community, and funding
for this activity should be
stabilized.

¢ Funding must continue for quali-

tative and quantitative social

science research. Retrcspective
data analysis or reanalysis should
continue to be encouraged.

The value of the computerizea

abstract service provided by

NIAAA should be enhanced with

a thesauruvs.'

¢ Diverse groups of investigators
should coordinate their stu.iies
incorporating registered subjec.s
" om the general population
and high-risk groups to permit
cost sharing and to correlate
observations.

¢ To interpret tiological and behav-
ioral science approaches and
knowiedge, thought should be
given to training a cadre of re-
searchers with the appropriate
»nalytic and critical skills.

e Communication and coordination
among Federal agencies interested
in research on alcohol znd its
impact on society should be
improved.

Following its two introductory
chapters, the report presents 10
chapters of reviews and recommen-
dations. These 10 chapters are sum-
marized below, highlighting the

' The NIAAA data base 1s now online with

BRS Information Technologies, In- , and a
thesaurus is being developed

3,

panel’s recommendations for future
research.

Quantifying the impact of alco-
hol (Chapter 3). Data on alcohol-
related morbidity and mortality
vary widely. For example, estimates
of the prevalence of alcoholism in
hospitalized patient populations
range from 9 to 55 percent. Such
extreme differences refl.ct varia-
tions in the reporiing methods. One
basic difficulty i» the lack of a true
consensus on the definition of
alcoholism.

In treatmernt settings, variations
in definitions give rise to diifer-
ences in diagnostic criteria. In addi-
tion, a physician may be reluctant
to enter alconol-related problems
on a patient’s record. In o.her
cases, health professionals may
need to be alerted to the role alco-
hol can play in the patient’s jllness.
It is not yet known, in fact, just
how large a role alcohol plays
in muitiple-cause diseases and
iwjuries.

Estimates of annual alcohol-
related mortality range from 69,000
to 20),000. The relative youth of
the vivams is underscored by data
on the years of liie lost. Reports for
1983 estimated that an average of
20 years of life was lost by those
who had died before age 65 from
alcohol-related causes.

Speciiis, quantified measuics ot
the full social impact of alcob
related problems are even more
difi cult to obtain than reliable
measures of morbidity and mortal-
ity. Alcohol abuse nas been esti-
mated to affect the families of 56
million American adulis.

An important aspect of alcchnl
abuse is its cost to society. NIAAA,
assisted by the Research Triangle
Institute, estimated that the social
cost of alcohol abuse in the United
States was $89 billion in 1980. The
projected estimate for 1983 was
nearly $117 billion.

The report contained the follow-
ing epidemiological research
recommendations:

ArLcoHOL HEALTH & RESEARCH WORLD




e study the bioiogicai and sociai
mechanisms leading to individual
and group d’ 'ferences in suscepti-
bility to alcohol-related problems

e collect more extensive and accu-
rate ‘nformation on the prev.-
lence and the role of alcohol in
accidents, especiall’y as alcohol
interacts with other drugs and
with other variables such as age

e develop more accurate estimates
of the prevalence of fetal alcohol
syndrome

e develop more accurate estimates

of alcohol’s contribution to a!!

causes of death and study the

extent to which alcohol’s contri-
bution is underreported

develop a consensus definition

and quantitative measurements of

the adverse impact of excessive
drinking on victims, especially on
children and spouses of alcu-
hiolics and on families of victimns
of alcohol-related acciderts.

Biochemistry of ethanol metabo-
lism (Ckapter 4). The starting point
for understanding indivicnal physi
ological responses to alcohol is the
study of th= enzymes that metabo-
uze ethanol. Thus far, variations in
the form and the activity of one
enzyme, aldehyde dehydrogenase,
have been linked with alcohol-
relaied behavior and problems.

The structures of ke’ enzymes are
known, and the DNA encoding
some of the subunits has been iso-
Iate¢ and cloned. Studies of en-
zyme expression will be advanced
b:" using the DNA. clones as probes
for new information.

The IOM committee .nade
the foliowing related research
recommendations:

« continue to study the genetic lo:
for alcohol dehydrogenase and
aldehyde dehydrogenase to ceter-
mine how these enzymes are
regulated

e study the hybrids of hepatomas
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and norma: human ceiis to fur-
ther delineate liver-specific gene
expression and to provide a poo!
of celis for noninvasive clinical
tests
¢ measure the expression of mes-
senger RNA or use antihodies to
cstimate protein levels to clarify
the control of enzyme synthesis
and the subunits’ activities within
cells
study mutant animal models
that lack ore of the ethanol-
metabolizing enzymes to discern
tieir responses to and metabolism
of ethanol and possible enzyme
participation in neurological
functions.

Animal models for research
(Chapter 5). Specially bred animal
models are a' ailable for research on
alcohol-seel.ing behavior, on sensi-
tivity to tl:e narcotic effects of
ethanol, on a tendency to develop
tolerance to ethanol, and on the
propensity for withdrawal scizures.
These developments confirm that
alcohol-related behavior 1s partly
contro'led by “constellations of
genes.”

Analysis of the behavior of in-
bred mice has revealed three sepa-
rate clusters of variables in nervous
system sensitivity to ethanol. Indi-
vidual differences can occur in one,
two, or all three of these areas.

Some researchers are using se-
lected animal models to learn which
brain regions are involved in spe-
cific behavioral effects of ethanol.
In other animal studies operant
conditioning techniques are heing
used to study the reinforcing effects
of drinking.

Research in the following arcas is
recommended:

e study the effects of ethanci: on
reward systems in the brain in
animal groups that differ :n their
alcohol-seeking behavior

¢ develop new animal medels to

' ~

‘\I .,' B

test the generaiity of previous
findings (possibly through recom-
binant DNA techniques, using
existing stable models)

study the interactions of ethanol
with vasopressin, opioid peptides,
and thyrotropin-releasing hor-
mone in animal groups that differ
in pehavioral responses to ethanol
study the effects of pharmaceuti-
cal agents on alcohol-seeking
behavior, on the development of
alcohol tolerance, and on tenden-
cies toward alcohol dependence
(if the results are promising, hu-
man studies should follow)
evaluate gains in knowledge
about aicohol-seeking behavior
for implications for humans (for
example, do reinforcing proper-
ties of alcohol differ between
children of alcoholics and chil
dren of nonalcoholics?)

use alcohol-preferring animals in |
studies of medical disorders asso-
ciated with chronic alcohol
consumption.

Neurosciences (Chapter 6). Un-
like othe, psychoactive substances,
etha..ol does not act by binding
with a specific set of receptor mole-
cules in the brain. Therefore,
neuroscientists must study the ef-
fects of ethanol on cell niembranes,
an pathways for transmission of
nerve impulses, and on p.«ticipat-
ing agents (e.g., calciun jons, cy-
clic AMP) withi'n cells. Scientists
are examining hoth vertebrate and
invertebrate sys:ems in the labora-
tory and studying il = physiology of
alcohol-related behavior in both
experimental animals and humans.
They are str.ving to relate ethanol-
induced changes in ncural activity
to observed changes in behan ‘or.

Acute doses of ethanol “fluidize”
cell membranes; however, after
chronic ethanol treatnient. the
membranes become more rigid.
Restricted regions of the membrane
are <=nsitive to ethanol. A prime
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area ..r research is a possible rela-
tionship between these meinbrane
effects and alcohol intoxication,
r¢inforcemer t, tolerance, or
dependen e.

Effec’ ve dou=s of ethanol appear
to in..uence events i some neural
pathways in the brair. In addition,
rapid gain. in understanding the
modulatiug roles of icns and other
agents within cells and cell mem-
branes have opened new avenues in
alcohol research. New techniques
are being used to study inter-
actions of ethanol with these cell
components.

Research opportunities 1n neu.o-
physiology iaclude electrophysio-
logical studies of brain activity in
human subjects and to complernent
other studies on specific brain re-
gions. O*her recommended strate-
gies would integrate behavioral with
physiological findings on tolerance
and dependence. One important
objective is to identify physiological
and biochemical markers of toler-
ance an4 gependence in humans.

The committee recommended the
continued use of “sophisticated
tools and techniques of neurophysi-
ology and neuroch.emistry” for the
following research =fforts:

¢ define the measured neural re-
sponses to ethanol and their rela-
tion to human behavior (to pave
the way for tesiing specific hy-
potheses about ethanol action on
the central nervous system [CNS])

¢ examine both acute and chronic
effects of ethanol on the CNS t
three lev=ls—simple neurophysio-
logical systems, animals, and
human beings

e explore the effects of ethanol cn
learning, memory, and tolerance
in simple system~ having large
neurons or well-characterized
neural networks

» use animal strains selected for
alcohril-related Leliavior to pair
high-response with lov esponse
groups and to studv CNS activi-

FRICss
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Direct methods for
studving inherited
tendencies . . . use
DNA technologies to
locate . . . specific
markers for
alcoholism.

ties related to ethanol reinforce-
ment, tolerance, and withdrawal
use brain-imaging techniques and
electrophysiclogical tests in con-
junction with neurochemical tests
of blood or urine to study indi-
viduals in withdrawal, high-risk
individuals prior to alcohol expo-
sure, and individuals experiencing
tolerance or dependence.

Heritable determinants of risk
(Chapter 7). Genetics researchers are
=xploring specific genetic compo-
nents involved in alcoholism along
with the predisposing effects of
environmental and experiential
factors.

Researchers now have access to
sophisticated computer techniques
and multivariate statistics. Through
factor analysis, they have found
that alcohol dependence and loss of
control, social problems, personal-
ity variables, family problems,
affective symptoms, and psycnotic
symptoms require separate
assessment.

Recently, longitud;nal studies of
famulies have enabled researchers to
distinguish antecedents of an 1llness
from sequelae of the 1liness.

According to one theory, alcohol-
1sm takes two basic forms: milieu
limited (Type 1) and male limited
(Type 2). For the Type | subgroup,
predisposing environmental factors
appear to be necassary for alcoiol-
ism to u.velop. Another study
suggests that a CNS enzymec, mo-

g

noamine oxidase (MAQ), ...y be a
biological marker that differentiates
these subgroups of alcoholics, be-
cause MAO activity is more inhib-
ited by ethanol in Type 2 alcoholics
than in Type 1 alcoholics. In addi-
tion, blood platelets of alcoholics
show lower levels of MAO activity
than do those of nonalcoholics.

Other studies use recordings of
brain electrical activity. The electro-
encephalograms (EEGs) of sons
(but not daughters) of alcoholic
males are likely to show excessive
high-frequency activity. Some re-
cordings of the brain activity of
alcoholics, sons of alcoholics, and
abstinent alcoholics have shown
reduction in the size of a brain-
wave component (P3) associated
with thought proces-as involved in
visual or avditery perception. Some
researchers think that these neuro-
logical differences may underlie
differences in drinking behavior.

Direct methods for studying in-
herited tendencies toward alcohol-
related problems use DNA
technologies to locate genes that
can serve as specific markers for
alcoholism. Data on the develop-
ment of alcohol abuse and alcohol-
ism across generations support the
hypothesis »f a ¢,znetic component
1n familial alcoholism.

The committee made the follow-
ing recomme- ations for genetic
research:

e seek explicit definit.ons of clinical

subtypes

conduct multilevel evaluations of

the proposed subtypes

e conduct prospective longitudinal
research to evaluate vanables
proposed as behavioral markers
for a predisposition to zlcoholism

e assess clinical, neurobiolog:al,

and psychosocial variations

across two or more generations to

learn about gene-ernvironment

interactions

study alcohol responses— initial

sensitivity, tolerance, and rein-
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forcement—in nonjuvenile sub-
jects at high risk for alcoholism

¢ use molecular genetics, brain
imaging, and noninvasive screen-
ing for enzymes to study suscepti-
bility in families

e conduc: parallel studies involving
cell lines from well-described
members of susceptible families,
clinical profiles of subtypes, and
quantitative modeling.

Social determinants of risk
(ChspZ>r 8). Social and epidemio-
logical research has demonstrated
that major changes occur in drink-
ing habits, both in whole popula-
tions and within the course of
individual lives. In additioa, the
focus of this research area has
broadened to include alcohol-
related beliefs, behaviors, and var-
ied problems.

Within this context, the commit-
tee drew attention to the need for
additional research on American
wome i, on the extent to which
couples function as social units in
their diinking, on differences when
2 2ple drink in s.me-sex or mixed-
sex groups, and on how individuals
ir.fluence each other’s drinking. In
addition, drinking among the gen-
eral, nonethnic population of the
country merits more attention, and
sectional differences require analy-
sis. Finally, age-oriented analyses of
drinking in the United States sug-
gest that different risks are encoun-
tered in different age groups. There
is a need fo» mapping out the life-
time course of drinking problems.
Emphasis on the incept:on of heavy
drinking may now need tc be bal-
anced by such factors as stress or a
spouse’s drinking, which may «n«.-
tain heavy drinking over a period ot
years. Research on raciat and ethnic
differences in drinking recently has
been aided by naiionwide surveys
of black and Hispanic populations.
Identifying variations in drinking
patterns and problems within, as
well as between, mnjor ethnic cate-

gories has provided important new
insights.

Social research that addresses
solving alcohol-related problems
gives considerable attention to pub-
lic efforts. For example, the U.S.
literature on the effects of changing
the legal drinking age and on
d,inking-and-driving countermea-
sures is strong. In the many studies
on the effects of alcohol on driving
and other performance tasks requir-
ing skills aud judgment, however,
knowledge gaps still exist regarding
such important matters as the ef-
fects of an alcohcl hangov=r and the
combined effects of alcohol and
fatigue.

Other countrics have led the way
in studying drinking-related policy
and cultural shifts. The IOM report
emphasizes th> need for interna-
tional comparative studies.

Social psychology in the United
States has been influenced by the
psychology of thinking. This cogni-
tive emphasis has led to research
showing that expectations about
alcohol consumption affect
drinking-related behavior—and
explanations of such behavior. Sim-
ilarly, a cognitive approach 1s being
used to develop strategies for recov-
ery and relapse prevention. In-
crea<cd attention to studies of
socia! and environmental correlates
of heavy drinking also 1s indicated.

The first IOM report called for
studies involving “natural experi-
ments,” such as changes in law,
policv or rircumstances :o effect
socral chai.ge. Such studies stil; are
iiceded. In addition. interest 15
growing for trend analyses and
historical studies of alcohol issues
“na patierns. The IOM panel spe-
cifically recommends th- applica-
tion of qualitative histerical
methods to major issues in the
causes and correlates of a'cohol
problems >

In the area of social research,
measurement issues are increasingly
important. Because of improve-

ments 1n measuring blood alcohol
levels, substantial progress can be
expected soon in reporting casual-
ties and other problems related to
acute effects of alcohoi ronsump-
tion. In addition, researchers
should measure more than one
dimension of alcohol consumption,
such as average daily ¢ unsumption.
No single dimension of drinking
behavior is adequate for measuring
the risks associated with a wide
range of multifactor problems.

The committee made the follow-
ing recommendations tor social and
epidemiological research:

¢ conduct both qualitative and
quantitative historical studies on
patterns of change and relations
e use population s -ys, s*qtistical
series, and other sources to map
patterns and covariations of alco-
hol use, covering the diverse sec-
tions of the U.S. population
conduct longitudinal studies ot
individual drinking practices and
problems, both immediate and
long term
conduct qualitative studies of
normative and behavioral pat-
terns at a given time and as
changes occur in the course of a
lifetime
conduct studies of natural and
r.anned policy experiments to
learn how policy interventions
and other social changes affect
drinking practi.es and problerr:s.

Psychopathology related to aico-
hol sbuse (Cnapter 9). A psychiat-
ric disorder can precede, accompany,
or follow alcohol abuse. The causal
relations are unclear, and this area
of alcohol reseaich abcunds with
unsettled 1ssues. Foremost among
these are the psychop “thology defi-
nitions and the psychiatric criteria
for alcohol dependence.

The cornmittee examined a num-
ber of areas, including disorders,
depression, drug codependency, and
withdrawal:

Q
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—Artisocial personality disorder
(ASP). Individuals with ASP
report dysphoric moods (anx-
ious, unhappy), demonstrate
impulsive behavie: rooted in
sensation-seeking attitudes, and
tend to have poor and unstable
object relations (associations
with other individuals, particu-
larly) and a history of under-
achievement despite normal or
above normal intelligence. Re-
search on ASP as a risk factor
for alcoholism would be ad-
vanced by longitudinal studies
designed to identify biolog;cal,
psychosocial, environmental,
behavioral, and genetic variables
related to childhood conduct
disorder {CCD), a history of
which is often required for a
diagnosis of ASP. Another ques-
tion for future study is a possible
relationship of CCD (with or
without adult ASP) to alcohol-
related aggressive or violent be-
havior in some individuals.

—Anxiety disorders. Althougl.
anxiety disorders are commonly
found in association with alco-
holism, very few patients appear
to have had anxiety symptoms
that antedate their alcohol-
related problems.

Clinical studies show that anxi-
ety symptoms increase during
heavy drinking or periodically
during abstinence of several
weeks. Interaction between alco-
hol dependence and the anxiety
disorder may complicate the
course of alcoholism and recov-
ery; it thus merits further investi-
gation.

—Depression. Cl. -cal depression
appears frequently in alcoholics,
predominantly in females. Depres-
sive symptoms 1n alcoholics prob-
ably have multiple causes, ranging
from the toxic effects of alcohol
to the presence of personality
disorders antedating the use of
alecchol. Such symptoms, often
present during drinking and the

ERIC?
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acute withdrawal period, tend to
clear over time. Some alcoholics,
however, report feeling depressed
over months or years.

It has veen reported that de-
toxified alcoholics may metabo-
lize some of the tricyclic
antidepressants so rapidly that
the usual therapeutic dosage may
not be optimal. Future studies in
aroholic patients should include
blood tevel measures.

Biological measures used in
studies of depression in nonalco-
holic subjects may be of limited
use in studies of recently detoxi-
fied alcoholics. This is particu-
larly true of the dexamethasone
suppression test and studies in-
voiving catecholamines, sero-
tonin, or sleep variables.

Future studies of depression
and its treatment in the alcoholic
call for addressing the question
of a separately diagnosable affec-
tive disorder; measuring the level
of cognitive function or impair-
ment; probing for a family his-
tory of affective illness, including
careful histories of alcohol use
and dependence and of depres-
sive symptomatoiogy; and assess-
ing life str.ss and the adequacy
of social supports.

—Drug dependencies. The prob-
lems arising from combined use
of alcohol and other drugs have
changed as “drugs of choic2”
have changed in the general pop-
ulation. Systematic data on drug
use and « ependence in alcoholic
patients would clanfy the preva-
lence and current types of drug
aependencies and potential im-
pact on treatment needs. Such
data can lead to hypotheses for
small-scale clinical research.

— Withdrawal syndrome. The acute
alcohol withdrawal syndrome
includes anxiety, agitation, irrita-
bility, and tremors, in addition to
abnormalities in body tempera-
ture, blood pressure, heart rate,
and seizure threshold. After

1
ucute v .drawal, many patients
compaain of persistent insomr ‘a
and feelings of depression or
anxiety.

Some of these symptoms may
indicate long-lasting physiologi-
cal changes, which may contrib-
ute to the risk of relapse. The
data on brain hyperexcitability
that persists after ces,ation of
aicohol consumption suiggest that
alcchol consumption by an absti-
nent alcoholic may elicit
withdrawal-like symptoms.

Research using animal models
is reccommended to dete.mine
whether latent hyperexcitability
(a tendency toward high excitabil-
ity in the brain) is associated with
a persistent tendency to consume
alcohol. Careful studies involving
long-term abstinent alcoholics
would also be of interest.

Also related to hyperexcitabil-
ity is a suggested study of
ethanol-induced changes in the
activity of gamn,a-aminobutyric
acid (GABA) in the brains of
animal models. G# BA, is the
principal transmitter of nerve
signals that inhibit activity of
other nerve cells in the brain.
Other studies could assess the
relationship between dependence
seventy and the electrophysiolog-
ical dimensions of long-term
abstinence.

The commuttee also made the
following psychiatric research
recommendations:

» conduct longitudinal studies to
identifv risk-related biological
and environmental factors

* compare in various settings the
results of specific psychopathol-
ogy diagnoses with assessments
based on more global or inclusive
observations

¢ examine 1n various settings the
distinction briween primary and
secondary psychopathologies
associated with alcoholism
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e study (in well-controlled treat-
ment trials as weil as in small-
scale labo. story investigations)
the subjective sympioms associ-
ated with subacute withdrawal
and post-withdrawal recovery in
relation to abnormalities in brain
function and thinking described
in alcoholic patients after
withdrawal.

Medica: consequences of alcohol
abuse (Chapter 10). The kidneys
and the lungs eliminate only about
2 11 10 percent of beverage alcohol,
cr ethanol, absorbed by the body.
The remaining ethanol may damage
both individual cells and the func-
tioning of organs and other tissues.
Direci cell injury by ethanol is
thought to be related to its disrup-
tive effects on cell membranes and
on structures within the cell. Tissue
damage from ethanoi is believed to
result either from biochemical
changes that accompany the metab-
olism of ethanol—in effect, the
body’s normal process of convert-
ing ethanol to other substances—or
from direct effects of alcohol as a
solvent. However, little is known
about the primary effects of etha-
nol metabolism in most tissues.

The primary target organs for
alcohol injury are the liver, pan-
creas, heart, and bo:.c marro.
Other important targets ¢  ..¢
endocrine (hormone), gastrointesti-
nal (digestive), and immune sys-
tems. Epidemiological studies
charting the development of result-
ing alcohnl-related disorders are
needed. Other research objectives
include nutritional studies and the
study of cardiovascular function,
pulmonary function, hyperiension,
and levels of white blood cells and
circulating hormones as related 10
levels of ¢thanol and other drugs,
espe y tobacco.

The committee recommended
specific biomedical research in a
wide range of areas. Several of these
recommendations are listed below.

Q
B ) No. 2, 1989
l

\
r

T

e Concentrate on humans in the
study of liver disease (in part
because no experimental ammals
have been found to develop a
condition analogous to the hepa-
titis found in humans) and con-
sider using magnetic rescnance
imaging (MRI), a technique that
produces x-ray-like images of soft
tissues, to help explain alcohol-
inducca structural changes within
liver cells.

¢ For cancer-related alcohol re-
search, use varicus approaches to
stucy growth regulation, cancer-
provoking enzyme changes in the
liver, and tumor development in
alcohol-preferring rodents.

The primary target
organs for alcohol
injury are the liver,
pancreas, heari, and
bone marrow.

e Conduct further research to ex-
plain the apparent relationship
between alcohol abuse and can-
cerous and precancerous condi-
tions, with possible emphasis on
congeners {alcoholic “everage
ingredients other than ethanol)
that may contribute to the growth
of tumors.

Continue to study the effects of
ethanol and its metabolism on the
biology of pancreatic functicn
and on the development of tech-
niques for the detection of pan-
creatic injury.

Examine how ethanol changes
gastrointesiinal functions, includ-
ing alterations in regulation of
the digestive pro~ess by the endo-
crine and nervous systems, effects
of ethanol on the cells that line
gastrointestinal organs, and the
onigin of nutritional deficiencies
ang the role that these deficien-
cies play in the development of
tissue injury.

G

cxamine nutrient deficiencies for
tissue repair in the wake of
ethanol-related injury and the
potential role of nutritional defi-
ciencies in such medical problems
as fetal alcohol syndrome, liver
disease, pancreatic disease, and
the development of cancer.

Study the mechanisms by which
ethanol induces hyperglycemia,
ketoacidosis, and other disorders
involving fats and carbohydrates.
For better insight into how alco-
hol consumption can disrupt
cardiac rhythms, increase hyper-
tension, damage the heart mus-
cle, and decrease cell populations
in the blood (causing clinical
anernia and other blood disor-
ders), concentrate on imjy..oving
methods for taking drinking his-
tories, design studies to identify
predisposing genetic factors,

and develop better diagnostic
techniques.

Look more closely at alcohol’s
effects on cholesterol metabolism,
with emphasis on the cholesterol
transported in the bloodstream in
high-density lipoprotein partic..s.
Conduct additional epidemiologi-
cal and prospective trials to
clarify the relationship between
alcohol use and heart disease.
Collect epidemiological details on
alcohol-induced brain damage,
especially as associated with
memory disorders.

Continue to examine the neuro-
logical damage to the fetus as a
result of alcohol and the possible
role of nutntion in brain atrophy
and cognitive loss.

Analyze the medical conse-
quences of alcohol consumption
on the endocrine system, espe-
cially as its hormonal functions
are complicated by interaction
with other variables, including
nutiition status and alcohol-
iclated stress.

Study in greater depth how alco-
hol can cause atrophy of the go-
nads, impotence, and infertility.
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» Determine the effects of chronic
alcchol abuse on estrogen-
responsive tissues and other target
tissues in women.

o Investigate the effects of plant-
derived estrogens in alcoholic
beverages.

¢ Conduct further work on the
ethanol-thyroid metabolism rela-
tionship and its effect on the
liver.

¢ Study the specific effects of
chronic alcohol intake on the
hypothalamic-pituitary-adrenal
axis.

¢ Determine the medical effect of
alcohol abuse on the immune
system in five specific areas: 1)
conduct epidemiological studies
to learn whether alcohol abusers

are especially susceptible to hu-
man immunodeficiency virus
(H'V) infection and progressive
discase. 2) study whether alcohol
affects the courze of the disease
in individuals already infected by
HtY, 3) study the prcportions
and che interactions of T4 and 7’8
cells in alcoholics who have
AIDS, 4) compare infectious
diseases and tumors in alcoholic
and nonalcoholic AIDS patients,
and 5) assess the effects of etha-
nol on the numbers and activities
of natural killer (NK) lympho-
cytes (because of the possible role
of NK cells in the immune re-
sponse to tumors).

Correlate data on tobacco smok-
ing and alcohol drinking with

data on lung infections.

o Aualyze the relationship between

infectious lung disease and socio-
economic status among alcohol
abusers.

Conduct epidemiological and
biomedical studies about alcohol-
related birth defects.

Study the complexities of drug-
and-ethanol effects with each
drug to learn about specific
interactions.

Study the relationship of trau-
matic injuries and alcohol in five
types uf research: 1) conduct
epidemiological studies on the
role of alcohol in accidents in
transportation, home, work, and
recreational settings; 2) study the
me “hanisms involved in shock

m;o_

nerve impuises to other nerves,
muscles, or slands.

) an mbynmmm

Gamma-aminobutyric acic

Hypergl:cemia and ketoacidosis.

Messenger RNA. Ribonucleic acid .

Morbidity. Ooammordinm.
Mortality. Occurrence of death. -

R

first, acetaldehydc and, second, *
acetate.

virus, the agent thought to be
responsible for AIDS and
AIDS-related syndrome.

Related disorders that result
from the body’s inability to .
metabolize carbohydrates (e.g., -
sugar) in & normal fashion. -

sages” fromr the cell nucleus to
the cell plasma, where they

guide the synthesis of specific
proteins. '
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from bleeding during acute tively low concentrations of blcod sate for the perceived alcohol ef-

intoxication and in cases of alco-  alcohol (BAC less than 35 mg/100 fects, personality type, and,

holism; 3) evaluate the patho- ml) can disturb visual perception, poss:ibly, heredity.

physiolugy of the drowning, muscle control, eye-hand coord:na- The committee made the follow-

intoxicated patient, to reduce tion, and visually guided movement ing recommendations for related

fatalities from nonlethal levels through space. research:

of blood alcohiol; 4) study the Promising areas for performance

effects of ethanol on bone metab- research are electrophysiological ¢ broaden the research already

olism; and 5) clarify the relation-  responses to visual stimuli, percep- conducted using motor vehicle

ships of alcoholism and acute tual style (that is, how one driving to measure performance

intoxication in burn patients. perceives the effects of one’s sur- deficits induced by alcohol con-

roundings), seiective auention. and sumprtion and begin to use so-

Conseuences of drinking on applied methods in human per- phisticated experimental dssigns
performance (Chapter 11). To per-  formance. involving many human factors to
form a task, a person must coordi- Factors other than the level of test a wider spectrum ¢ " alcohol
nate several processes—sensory, ethanol have been found to cause effects
perceptual, cognitive, and motor. variations in perception and con- « simultaneously analyze the skills
Alcohol impairs each of these, and  trol, including beverage type, involved in machine operation by
its use can result in traumatic in- expectation of an alcohol effect, a human beings, i.e., monitoring,
jury. Even in healthy subjects, rela-  driver’s apparent effort to ccmpen- interpretation, and intervention.

Prevalence and incidence. In epi-
demiology, prevalence is the
overall occurrence of a behavior

" or a condition (e.g., the preve-
lezce of alcoholisn is low in
some countries). Incidence is
the documented occurrence of
that bebmvior or condition
within 2 set time period and
population (e.g., the incidence
of new cases of malaria in Cuba
was 37 in 1970).

Psychoactive substance. Any sub-
stance taat affects the mind or
behavior.

Psychopathclogy. The branch of
knowledge that deals with men-
tal and emotional disorders.

Receptor molecules. In brain re-
search, receptor molecules are
the means through which nerve
cells (neurons) receive “mes-
sages™ in the form of chemicals
released from other nerve cells.
known as neurotransmitters.
“keyed” to receive specific
neurctransmitters.

Recombinant DNA. Deoxyribonu-
cleic acid (the genetic material

in all forms of animal life) that
has had a strip of DNA from
another organism inserted into
its structure.

Serotonin. O1 e of the substances
in the brei that transmits nerve
impulses.

Subacute withdrawal. Withdrawal
from the effects of an addictive
substance in which the symp-
toms are less severe than in
acute withdrawal; often occur-
ring as a lengthy phase of the
withdrawal process following
the more dramatic phase of
acute withdrawal.

Thyrotropin-releasing hormone. A
substance that signals the pitui-
tary gland to release thyrotro-
pin, which then stimulates
activity in the thyroid gland.

Tricyclic antidep~2ssants. A family
of drugs used to relieve depres-
sion; all have three-ring molecu-
lar structuzes.

Vasopressii:. A hormone produced
in the brain that is normally an
antidiuretic (inhibits urine
production) but also mnay be
involved in memory and in
responses o0 ¢thano!.
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Social consequences of alcohol
abuse (Chapter 12). Social prob-
lems associated with alcohol abuse
assume a varicty of forms and usu-
ally involve several factors other
than alcohol. The committee ad-
dressed both individi.al conse-
quences of drinking alcchol and
broader societal issues.

In addressing individual issues,
the committee included problems at
home and at work. The family
looms large as an agent for infor-
mal social control of drinking and
drinking-associated behavior. In
self-reports by drinkers, family
problems are the most frequently
acknowledged type of alcohol-
iclaied problem. The literature on
the role of drunkenness in family
violence is largely anecdotal. The
time has come for studies that are
sensitive to intimate relationships,
large in scale, and comprehensive in
scope.

The adult children of alcoholics
movement has been a catalyst for a
body of literature that calls for a
laige research agenda. Studies in
this area can be based on positive
as well as negative outcomes for
children, but most of the evidence
points to adverse effects.

Despite the importance of work
in human affairs, surprisingly little
research is being done on tne rela-
tion between drinking and working.
The current emphasis is on the
workplace as a case-finding institu-
tion. However, the sociology of
alcohol and occupation deserves
attention, Unanswered questions
include the contributions of the
occupations themselves, the predis-
positions of people in those occu-
pations, the availability of inex-
pensive alcohol in certain occupa-
tional environments, and the demo-
graphics of employees in the high-
risk occupations. In this context,
the committee recommended the
following:

RIC

Aruitoxt provided by Eic:

e conduct research on alcohol as a
fector in industrial accidents and
in unsound decision processes by
professionals in the workplace

o study systematically occupation-
related exposure to chemicals that
interact with alcohol and other
psychoactive drugs.

Among ihe broader societal is-
sucs, the committee considered the
many casualties that involve alco-
hol. Recommended are prevention-
oriented analyses of the role of
alcohol in the sequence of events
leading to a casualty, population
surveys on the relationship between
drinking and accidents, emergency
room and other epidemiological
studies of alcohol involvement in
injurie , and case studies that con
trol for environmental factors in
alcohol-related accidents. In case-
controi studies, research designs
might best seek an explanation for
how alcohol and the circumstances
of the casualty are related.

The impact of d. unkenness and
drinking history on trauma survival
and recovery also requires further
study to provide guidelines to
health care systems and profe:sion-
als. With regard to both individual
and societal issues related to the
consequences of drinking, the
committec made the following
recommendations:

e augment studies of the family
process and alcoholism with stud-
ies exploring the role of drinking
and the resulting changes in a
broad cross-section of Americar
families

e exai.ne further the effects of
alcohol on sexual functioning and
reproduction, particularly in
women

e focus on alcohol issues related to
rape and teenage pregnancy

e examine the possibility that alco-
hol may play a role in the trans-
mission of HIV and the develop-
ment of AIDS by facilitating ..sky

C
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behavior and/or by interfering
with normal immune responses
explore systematically the
alcohol-and-crime connection,
including consideration of recent
research that suggests that cul-
tural, rather than piarmacologi-
cal, factors link drunkenness with
violence and crime
investigate alcohol use as an ex-
planation (i.e., an excuse) for
domestic violence
evaluate the interaction of new
drinking-and-driving regulations
with the criminal justice and
treatment systems
reexamine drinking-and-driving
behavior with respect to the role
of alcohol in multiple-cause
sequences
examine drinking-and-driving
behavior with reference to risk
taking among voung men
reexamine the relationship be-
tween drinking and homelessness
with reference to the rapidly
changing home'ess po,. .lation of
the 1980s
collect survey data on alcohol and
drug use, specifically about quan-
tity consumed per drinking
occasion
study the consequences of com-
bined (simultaneous or consecu-
tive) use of alcohol with tobacco,
sedatives, marijuana, cocaine,
caffeine, and other drugs, includ-
ing over-the-counter and prescrip-
tion drugs
investigate the effects on drinking
of such factors as fatigue, social
context, the “street” lore, and
mutual enhancement (as in smok-
ing and drinking)
collect more epidemiological data
on both clinical and general pop-
ulations for such topics as the
even:s leading to emergency room
episodes involving alcohol and
other drug use and coinbined
drug use and its consequences in
high-usage groups.l

~THE EDITORS
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