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Foreword 

It is well known that alcoholism continues to be one of this country's major 
public health problems. This issue is carefully documented by Dr. Gerald 
Klerman, Chief of ADAMHA, in the second chapter ofthis volume. In spite 
of the major role that alcohol plays in the health care issues of internal 
medicine, neurology, and psychiatry, the subject continues to fall between the 
cracks of the various disciplines. For this reason, it has become almost a 
discipline of its own; yet there are no academic departments of alcoholism 
because academic departments are unidisciplinary and alcoholism is clearly a 
multidisciplinary field within medicine. 

In spite of the many disciplines involved in the study and treatment of 
alcoholism, psychiatry continues to have a special, albeit often neglected, 
relationship to alcoholism, and it is the articulation ofthat relationship which 
prompted the Department of Psychiatry at the Downstate Medical Center to 
organize the conference upon which many chapters in this volume are based. 
Particular emphasis in selecting the topics to be covered was placed on the 
interface between alcoholism and clinical psychiatry, including affective 
disorders, schizophrenia, suicide, adolescence, the special problems of 
women, and psychotherapy, to mention only some of them. 

The realization that psychiatric disorders cause as well as result from 
alcoholism has prompted the Residency Review Committee of the American 
Psychiatric Association to call increasing attention to the need for more 
training in alcoholism in psychiatric training programs. We hope that this 
volume will serve as a resource for trainees, clinicians, and other students of 
this area of medicine and health care. 

State University of New York 
Downstate Medical Center 
Brooklyn, New York 

EUGENE FEIGELSON, MD 
Chairman, Department of Psychiatry 
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Preface 

This book is composed largely of papers delivered at a conference held on 
October 24 and 25, 1980 at the New York Academy of Medicine. The decision 
to develop this conference and subsequent book was based on several events 
presently occurring in the fields of alcoholism and psychiatry. 

Alcoholism or alcohol dependence is now generally accepted as a 
psychiatric disorder and during the acute phase, alcoholism can manifest a 
wide range of psychiatric symptomatology. The course of alcoholism is 
acknowledged to be progressive and varied and psychiatric factors may be 
present at all points along the alcoholic pathway. Psychiatric symptoms may 
preexist the alcoholism and playa role in its development, may arise as a 
complication of chronic alcoholism, may be part of any phase of acute 
alcoholism, or may occur as an independent event in an alcoholic. Until 
recently, psychiatrists generally ignored the alcoholic or viewed him as 
morally weak, with a bad habit symptomatic of severe underlying psycho­
pathology which was substantiated by labeling it with psychoanalytic 
terminology. 

From the other perspective, the alcoholic community has been wary of 
psychiatry and its labels as well as the ability of psychiatrists to treat this 
popUlation. Medication was often inappropriately prescribed, groups such as 
AA were perceived as threatening, and patients spent years on the couch 
drinking their way through interpretations of preoedipal conflicts rather than 
directly addressing the problem. 

The rapprochement has been slow, but has been taking place neverthe­
less. There seems to be general agreement that psychiatric impairment is not 
the same in all alcoholics. Many, perhaps even most alcoholics can be treated 
without psychiatric involvement because their primary problem is alcohol and 
the medical and social complications which arise as a result. Other alcoholics 
clearly need the assistance of psychiatric intervention and withholding it may 
be ignoring a factor which perpetuates the alcoholism. 

Ix 



x Preface 

The relationships between the various psychiatric disorders and alco­
holism need clear delineation. It is hoped that this volume is of assistance in 
developing a better understanding of both conditions and, most important, 
their effective treatment. 

JOEL SOLOMON, MD 



Contents 

1. 

2. 

3. 

Foreword vii 

Eugene Feigelson 

The Bio-psycho-social Perspective in Alcoholism 

Benjamin Kissin and Meredith Hanson 

Prevention of Alcoholism 

Gerald L. Klerman 

21 

1 

Alcoholism and Psychiatry: A Cross-cultural Perspective 

Joseph Westermeyer 

4. Altered Use of Social Intoxicants After Religious 

5. 

6. 

Conversion 49 

Marc Galanter 

Alcoholism and Clinical Psychiatry 

Joel Solomon 

Alcoholism and Schizophrenia 69 

57 

Martin S. Kesselman, Joel Solomon, Malcolm Beaudelt, and 
Barbara Thornton 

7 A. Alcoholism and Affective Disorders: Methodological 
Considerations 81 

Joel Solomon 

35 

xl 



xII Contents 

7B. Alcoholism and Affective Disorders: The Basic Questions 87 

Donald W. Goodwin 

8. Alcoholism and Suicide 97 

Joel Solomon 

9. Alcoholism and Sociopathy 111 

Joel Solomon and Meredith Hanson 

10. Hidden Psychiatric Diagnosis in the Alcoholic 

Frederic M. Quitkin and Judith G. Rabkin 

129 

11. Psychiatric Aspects of Alcohol Intoxication, Withdrawal, and 

12. 

13. 

Organic Brain Syndromes 141 

Donald M. Gallant 

Alcohol and Adolescent Psychopathology 

Robert B. Millman and Elizabeth T. Khuri 

Psychiatric Problems of Alcoholic Women 

Sheila B. Blume 

163 

179 

14. The Contribution of Psychoanalysis to the Treatment of 
Alcoholism 195 

Austin Silber 

15. Office Psychotherapy of Alcoholism 213 

Sheldon Zimberg 

Index 231 



CHAPTER 1 

The Bio-psycho-social Perspective 
in Alcoholism 

BENJAMIN KISSIN, MD, and MEREDITH HANSON, MSW 

In the past several decades, a bio-psycho-social perspective has become very 
popular in psychiatry, most particularly in the field of psychosomatic 
medicine but elsewhere as well. I- 4 There is general agreement that certain 
behavioral disorders may involve several pathogenetic mechanisms at one 
level or another; however, in any given syndrome, there is wide disagreement 
as to the relative impact of these mechanisms. Thus, for schizophrenia, biolog­
ical psychiatry stresses aberration in biogenic amine metabolism, psychoanal­
ysis emphasizes defective ego structures and traumatic early experience, and 
social psychiatry describes pathological family constellations. Although each 
discipline tends to acknowledge the existence of the others and the legitimacy 
of their findings, little attempt is made to investigate possible interactions 
among pathogenetic mechanisms at different levels. Rather, each discipline 
tends to see its own explanations as paramount, with other influences either 
adding or substracting (in a purely arithmetic and linear fashion) to the critical 
mass necessary to achieve clinical pathology. This viewpoint tends to 
dominate psychiatry, which, like its parent discipline, medicine, recognizes 
that mUltiple explanations frequently signify only that the real etiology has 
not yet been discovered. 

In the field of alcoholism the situation is further complicated by the fact 
that many conflicting theories-often associated with different academic 
disciplines-exist side by side with only minimal efforts to integrate them into 
a unified approach to the study of alcoholism. Each of these theories is highly 

BENJAMIN KISSIN • Associate Chairman and Professor. Department of Psychiatry, State 
University of New York, Downstate Medical Center, Brooklyn, New York 11203. MEREDITH 
HANSON. Clinical Instructor, Division of Alcoholism, State University of New York, 
Downstate Medical Center, Brooklyn, New York, 11203. 
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2 Benjamin Klssln and Meredith Hanson 

resilient in the face of competing evidence. According to Gohlke et aI, there is 
good reason for this resilience: 

They all are necessary but insufficient, decriptions of reality. There is always some 
alcoholic whose crucial enzyme is missing, always someone who drinks to 
experience delusions of power, ... and always one who has an oral fixation. 
Unfortunately, however, the reverse is also true.5(pll-12) 

Given this wealth of contradictory information, the typical reseacher and 
practitioner follow a pattern similar to the one described by Pearson: 

Commonly all the busy practitioner can do is forget it and "get on with the job," 
and commonly all the researcher or academic can do is recognize that the 
conclusion of someone else's study is not his own conclusion .... All conclusions 
embody theories and ideologies, and no amount of conclusive evidence can sway a 
reader from a theory or ideology which he finds persuasive .... Men choose from 
theories what the~ find useful, and they ditch what they cannot use or what 
discomforts them. x-x.) 

It is highly probable that most syndromes are mUltiply determined and 
that they require a combination of biological, psychological, and social 
factors for their development. It is our contention that alcoholism represents a 
prototypical bio-psycho-social syndrome with influences operating at all 
three levels in the pathogenesis of the condition. As the alcoholic dynamic 
emerges, mechanisms at all three levels appear to operate sequentially and 
simultaneously so as to influence the development and course of the 
syndrome, its perpetuation, and its interruption. 

Before expanding on this concept, however, it is necessary to define the 
terms in the title of this paper. The word "biological" as used here is certainly a 
misnomer; it should probably be replaced by the term "physiological" since all 
behavior-physiological, psychological, and social-is in some respects 
biological. Nevertheless, we shall continue to use the original term in its more 
popular sense. "Psychological" behavior, in turn, is reciprocally determined 
by physiological (metabolic), experiential (psychological), and social in­
fluences so that its interpretation must also be qualified. Finally, "social" 
refers to the contextual and situational factors, such as culture, class, 
normative standards, and physical setting, which impinge on and influence 
the actions of individuals. 

The term "alcoholism" is equally indeterminate. As used here, alcoholism 
is best conceptualized as the last stage in a continuum of drinking which 
extends from social drinking to heavy drinking to problem drinking to 
alcoholism, where each population represents a subcategory of the one 
preceding it (Fig 1). Heavy drinkers, as defined here, are social drinkers who, 
often because of social influences, drink more than the average person. 
Problem drinkers are heavy drinkers who have developed significant 
psychological dependence on alcohol. Alcoholics are those who have 
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ABSTINENCE 

Fig 1. Progression of alcoholism. 

developed both significant psychological and physical dependence. It should 
be noted that according to this thesis, heavy drinking and problem drinking 
are frequently reversible, but alcoholism is probably not. Therefore, problem 
drinkers may revert to the heavy drinking or even social drinking conditions, 
but such a recourse mayor may not be possible for true alcoholics. 

The relationships hypothesized in Figure I are based upon clinical 
experience, sociological findings, and laboratory data. This model suggests 
that the alcoholism syndrome typically is an interactive phenomenon, realized 
in mUltiple forms and under the influence of multiple variables operating 
sequentially and simultaneously in its development. Although each of these 
factors-the sociological, psychological, and biological variables-may be 
more or less critical for different persons at different points in time and in 
different settings, an understanding of each factor is necessary for an accurate 
assessment of the condition. 

The sequence illustrated in Figure I may also be viewed as the interaction 
over time of a more or less susceptible individual with the psychopharmaco­
logical agent, ethanol, in a variety of social contexts. This paradigm is 
illustrated in Figure 2. At each point in the emergence of alcoholism, the 
individual's reactions are reciprocally determined by biological, psycho­
logical, and social influences which lead to increased or de.creased alcohol 
ingestion. At some point in this sequence (different for different persons), 
however, an "addictive cycle" develops, in which the person becomes 
physically dependent on alcohol. The emergence of physical dependence has 
major implications for the assessment and treatment of the alcohol condition. 
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At the point when physical dependence has been established the syndrome 
"alcoholism" may be said to have developed. 

Before discussing the variables lised in Figure 2 a final point must be 
made about the use of the bio-psycho-social conceptualization. This approach 
is more accurately viewed as an organizing framework or perspective from 
which to view the mUltiple factors which determine whether or not a particular 
person develops an alcohol problem or condition. Such a viewpoint insures 
that the professional will address equally those biological, psychological, and 
social factors which impinge on the alcoholic, helping him to avoid premature 
closure on anyone factor. 

To follow Minahan's distinction between perspectives and theories, a 
theory is "a coherent set of general propositions that are related or connected 
to each other in a way that explains phenomena." A perspective, on the other 
hand, does not explain phenomena; 

Perspectives are ways to think about and visualize situations .... Before applying 
theories to situations, we need to use a perspective for looking at situations of 
concern .... [The] perspective [we use] needs to be broad enough to help us 
identify and view all [the] pertinent interaction. 7 

Given these distinctions, the bio-psycho-social view presented here is a 
perspective within which we can organize our knowledge about alcoholism. It 
is not a comprehensive, explanatory theory. 

The influences which contribute to individual susceptibility are listed in 
Figure 2 under the heading "Predisposing Factors." They may be biological, 
psychological, and/ or social. These mechanisms are reviewed in depth 
elsewhere8 but will be touched upon here. The widely quoted study of 
Goodwin et al9 uncovered an increased incidence of alcoholism in the children 
of alcoholic parents even though they had been adopted shortly after birth by 
nonalcoholic foster parents. This study provided statistical evidence for the 
role of genetic factors in the development of alcoholism. Equally interesting 
was the finding in the Goodwin study that heavy drinking in the offspring 
correlated more highly with such drinking in the foster parents than with the 
drinking habits of the biological parents. 

The Goodwin study has been criticized for a number of methodological 
reasons,1O and it is well recognized that statistical significance alone does not 
guarantee that a study's findings will have clinical relevance and utility. 
Nevertheless, Goodwin's results which suggest that the level of heavy drinking 
is strongly influenced by social factors (a finding supported by the work of 
Robins, Bates, and O'Neal II), while the emergence of alcoholism may have a 
stronger biological basis,12 reinforce the perspective presented in this paper. 

The putative role of psychological factors in the etiology of alcoholism 
has been one of the most controversial issues in the field. The early 
psychoanalytic writings of Knight,13 Simmel,14 and Rado 15 stressed the 
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"alcoholic personality" as the most significant predisposing factor in the 
development of alcoholism: the emotionally immature, passive-dependent, 
impulsive personality disorder characterized by low frustration tolerance and 
latent homosexual tendencies. Recent evidence suggests that some of the 
characteristics of the "alcoholic personality" may actually be the product of 
prolonged alcoholism rather than the cause. For example, it has been 
demonstrated that alcohol-related brain damage may produce personality 
changes similar to those found in chronic alcoholics and that prolonged 
alcoholism of more than ten years in duration is almost always associated with 
significant brain damage sufficient to cause such personality changes. 16 On the 
other hand, the report of Morrison and Stewart17 that hyperactive children 
are subject to a significantly higher incidence of alcoholism in adulthood than 
average supports the thesis that at least certain types of personality disorders 
predispose to the development of alcoholism. 

The entire question of the alcoholic personality has been admirably 
reviewed by Barnes. 18-20 His reviews and studies suggest that the concept of 
"clinical alcoholic personality" as a consequence of prolonged alcoholism is 
demonstrably valid: "This personality pattern exists, no doubt, as a cumu­
lative result of a prealcoholic personality and the effects of a person's drinking 
history on that personality pattern."18(622-623) On the other hand, although 
some evidence supports the notion of a prealcoholic personality.21-22 he 
concludes that it appears that not all alcoholics show such tendencies prior to 
the onset of drinking. 

The role of psychosis in the etiology of alcoholism appears to be equally 
unclear. A significant number of persons suffering from schizophrenia and 
affective psychoses use alcohol, frequently during periods of agitation. 
Further, psychoses and alcoholism have several symptoms, such as hallu­
cinations, social alienation, and depression, in common. However, no 
unifying principal or simple relationship connecting the two conditions has 
been clearly established. 23 In a review of 24 studies on alcoholism and 
schizoprenia, Freed24 found that the range of alcoholic patients with 
schizophrenic diagnoses varied from I % to 33%, and the range of schizo­
phrenics who abused alcohol varied from 3% to 63% in the studies. These 
findings led him to conclude "that a not insignificant proportion of 
schizophrenics are intemperate and that many alcoholics suffer an under­
lying schizophrenia."24(P865) Although other authors have estimated that 
between 10% and 15% of all alcoholics fall within several major psychotic 
diagnostic categories, including schizophrenia, endogenous depressions, and 
manic-depressive psychoses,25-27 and there has been speCUlation that alcohol 
may be used as an antipsychotic tranquilizer by some persons,28 more 
empirical evidence about the points of convergence and divergence among 
the two conditions is needed before definitive conclusions can be drawn. 29 
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The critical role of social factors in determining the level of drinking 
which exists in a given setting as suggested by the research of Robins;l 
Goodwin,9,30 and Cahalan31-33 has influenced many investigators in the field 
of alcoholism toward the position that social factors may be the most 
important of all in the etiology of alcoholism. Since alcoholism does not 
develop except after a significant period of heavy drinking (Fig l) and since 
level of drinking appears to be most strongly determined by social influences, 
this position appears eminently rational. However, as Goodwin's research has 
demonstrated, there is by no means a one-to-one correlation between heavy 
drinking and the ultimate development of alcoholism; certain individuals 
appear to have resistance to the development of alcoholism while others, with 
a significantly lower level of intake, will develop both psychological and 
physical dependence on alcohol. 

Another type of interaction which correlates with the bio-psycho-social 
orientation has been described under the rubric of the "psycho-social 
equation.,,8 This concept hypothesizes that there is an inverse relationship 
between the acceptability of certain forms of drug use in a given subculture 
and the level of psychopathology exhibited by those subculture members who 
become alcoholics or drug addicts. For example, Kaufman34 reported that 
heroin addicts in the ghetto showed a low level of psychopathology, those 
coming from a blue-collar subculture showed moderate levels of psycho­
pathology, and those from an upper middle-class suburban society showed 
high levels. Similarly, studies in the field of alcoholism report that female 
alcoholics characteristically show either more or different patterns of 
psychopathology than male alcoholics,35-37 that black American women 
drinkers have a higher proportion of heavy escape drinkers (a measure of 
psychological involvement with alcohol) than do white American women 
drinkers, 33,38 and that Jewish alcoholics might be more "psychologically 
vulnerable" to alcohol than are alcoholics from other ethnic groups. 39 

It is interesting to note that in discussing their results several of the 
investigators in the aforementioned studies allude to processes that are 
consistent with those hypothesized in the psycho-social equation. For 
example, Cahalan and Cisin, noting that black women have higher pro­
portions of both abstainers and heavy escape drinkers that do white women, 
speculate that the higher level of abstention might reflect the life style and 
religious beliefs of this group, while the higher proportion of heavy escape 
drinkers might indicate (among other possibilities) a greater sense of 
alienation and! or unhappiness among mem bers of this subgroup. 38 Similarly, 
in discussing their review of the clinical records of 29 Jewish alcoholics 
Schmidt and Popham39 refer to Jellinek's acceptance-vulnerability hy­
pothesis,40 which postulates that in societies where there are social sanctions 
against consumption oflarge daily quantities of alcohol the risk of addiction is 
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higher for persons who, because of high psychological vulnerability, will be 
likely to go against the sociocultural sanctions discouraging heavy drinking 
!md drunkenness. 

Although the psycho-social equation may explain the development of 
alcoholism by some individuals, in other populations cultural influences 
o.ppear to be most important in determining the development of alcoholism. 
The age at which social drinking begins and the customary level of intake are 
most generally determined by the particular subculture in which the 
individual lives. The operating influences include nationality, ethnicity, race, 
religion, sex, socioeconomic status, peer group, occupational group, and a 
variety of other social factors. These influences are sometimes so conductive 
to the development of alcoholism as to override all other considerations. For 
example, in certain ghetto subcultures like the black inner cities early heavy 
drinking is so much a way of life for males that no special biological or 
psychological predisposition may be necessary for alcoholism to develop in its 
most virulent form. 

Robins' investigations41 - 43 of heroin addiction among Vietnam veterans 
is especially informative for the insights they provide into the interaction of 
setting and predisposition in the emergence of an addiction. In her studies she 
found not only that a higher than expected number of servicemen became 
addicted to heroin in Vietnam, but also that virtually all of them were able to 
discontinue addictive drug use upon their return to the United States. 
However, she also found that, although the majority of returning veterans 
were able to give up their heroin addiction upon returning home, (1) there was 
a significant correlation between the level of behavioral difficulties prior to 
entering the service and subsequent addiction and (2) there was a positive 
relationship between these factors and the persistence of addiction patterns 
after returning from Vietnam. 41 

In a related paper Robins notes that four predictor scales-parent 
behavior, preservice deviance, demography, and preservice drug use­
"together explained 6% of the variance in post-Vietnam addiction, with the 
Drug Use scale alone explaining slightly over 2%,,42(P30) In a third paper she 
clarifies her position to indicate that predisposing factors alone are not 
primary in predicting subsequent addition; rather, it is the role of the setting 
(social context) in interaction with predisposition that is predictive of drug use 
and addiction: 

We found that in a setting [ie, Vietnam] greatly facilitating narcotic use, pre­
existing differences in narcotic use were more fully expressed than they had been in 
a more inhibitory environment .... Rather than equalizing the drug experience 
of men from different social and behavioral backgrounds, easy access to narcotics 
seemed to increase their pre-existing differences. 43(p19') 

Despite the interaction of setting and norms and despite the existence of 
drinking norms which "demand" a certain level of drinking in various 
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situational contexts,44, 45 some individuals in each group tend to drink at either 
higher or lower levels than average. Apart from specific situational influences 
(eg, family pressure) and biological reactivities (eg, intolerance to alcohol), it 
seems likely that psychological responses to the effects of alcohol also playa 
major role in setting the individual level of intake. Each episode of alcohol 
abuse is associated both with elements of gratification (eg, euphoria, 
distinction, relief or anxiety, and depression) and with elements of discomfort 
(eg, nausea and vomiting, hangovers, etc). The susceptible individual 
apparently is willing to suffer the many discomforts (usually delayed) 
associated with problem drinking to achieve the more immediate gratification 
he gains from drinking. Some investigators have hypothesized that alcoholics 
may suffer fewer of the discomforts associated with drinking than do 
nonalcoholics; neither clinical nor experimental evidence appears to support 
this position. It appears rather that the alcoholism-prone individual achieves 
greater gratification than do others-either directly euphoric, or through the 
relief or some psychic discomfort (anxiety, tension, or depression), or in a 
transcendental need to escape reality. 

With continued drinking, for whatever reasons, a pattern emerges in 
which the person's drinking behavior is constantly reinforced through the 
repeated gratification of the "need to drink," and a feedback loop develops in 
which the more one drinks the more one needs to drink. This mechanism, 
primary psychological dependence, is one of several feedback loops that 
develop in the course of alcoholism. Neither the physiology nor the dynamics 
of the phenomenon are well understood but it is a well-established behavioral 
phenomenon. 

With the establishment of primary psychological dependence-a de­
pendence which is appropriately described as a socially acquired and learned 
pattern "maintained by numerous antecedent cues and consequent reinforcers 
that may be of a psychological, sociological, or physiological nature,,46(p5)_ 
the tempo of drinking increases and the stage is set for the development of a 
second major feedback loop, that of increased tolerance and physical 
dependence. As these physiological reactivities increase in severity, the 
alcoholic finds that he needs more and more alcohol to obtain less and less 
gratification, while each drinking episode is followed by increasingly severe 
withdrawal symptomatology. The emergence of increased tolerance, de­
creased gratification, and increased withdrawal symptomatology is illustrated 
graphically for heroin addiction in Figure 3; the picture in alcoholism, 
although somewhat less dramatic, would be essentially similar. After a 
sufficient period of drug-taking, the physically dependent individual is taking 
larger doses, yet obtaining very little gratification, except for relief from the 
withdrawal symptoms produced by the last dose. At this point, the alcoholic 
drinks both to relieve signs of withdrawal and to prevent withdrawal 
symptomatology. These physiological and psychological mechanisms are 
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Fig 3. Tolerance. physical dependence, and the addictive cycle. 

translated into the clinical symptomatology of craving, loss of control, and 
inability to abstain, and interact with social contextual mechanisms to 
produce the full blown picture of alcoholism (Fig. 2). 

The effect of high tolerance and physical dependence may be manifested 
either in a severe acute form as in the acute alcohol withdrawl syndrome (eg, 
delirium tremens) or in the low-grade chronic form of the "protracted 
abstinence syndrome." This latter syndrome consisting of tremulousness, 
anxiety, depression, and sleep disturbances, frequently follows an acute 
withdrawl episode and may persist at a gradually diminishing level for six 
months or more of abstinence. However, it may occur in the absence of an 
acute withdrawl episode during the regular course of chronic alcoholism, 
recurring each morning in the form of "morning shakes." In either case, it is 
associated with craving for alcohol and a relative inability to abstain from 
drinking. These low grade subclinical symptoms of withdrawl perpetuate 
drinking behavior when they are due to actual chemical withdrawl from 
alcohol (Fig 2) or as Ludwig47 has pointed out, even when they are simulated 
in episodes of anxiety. 

Still another type of physiological feedback mechanism which develops 
during the course of alcoholism is activated through brain damage. Neuro­
psychological testing and radiographic studies have demonstrated that the 
majority of alcoholics who have drunk heavily and steadily for at least ten 
years, show evidence of significant brain damage.48,49 It is still not clear 
whether such damage is due primarily to the toxic effects of alcohol, to the 
malnutrition typically associated with alcoholism, or to a combination of 
both effects; in any event, there is clear evidence of both anatomical and 
functional impairment. The kinds of neuropsychological deficits found in 
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alcoholics correlate highly with the functional pathology of the parts of the 
brain involved, namely the frontal and parietal lobes and the limbic system. In 
fact, there is at least the possibility that many of the personality variables 
characteristic of the "alcoholic personality" may be the behavioral correlates 
of the specific pattern of brain damage found in chronic alcoholics. These 
neuropsychological defects include impaired memory, impairment of spatial 
orientation, perseveration, and difficulty in planning ahead. Such reactivities, 
particularly perseveration and the inability to plan for the future, probably 
contribute to the perpetuation of drinking. 

Associated with these several physiological feedback loops are similar 
feedback cycles of psychological and social origin. At the most obvious level, 
the alcoholic's preoccupation with drinking leads to a deterioration in his 
personal and social relationships, as a result of which his problems increase 
while his overall ability to cope with them steadily diminishes. The loss of 
family support, friends, and job are associated with a loss of self-esteem for 
which a quick remedy is alcohol. Thus, the psychological and social 
consequences of alcoholism increase the need for alcohol and perpetuate 
alcohol-seeking behavior. 

The role of social-psychological factors in the maintenance of the 
addictive cycle is illustrated by several studies. Jackson's early work on the 
reactions of family members to a husband's alcoholism describes how the 
family system reorganizes itself as the husband's condition deteriorates. This 
may actually serve to deter the husband in his efforts to reenter the family, 
thus perpetuating his drinking cycle. so In a clinical study of two pairs of 
alcoholic brothers, Steinglass et al found that the brothers' drinking served 
system-maintenance functions: "Alcohol allowed for a controlled release of 
aggression by engineering a role reversal [between two of the brothers, and] 
... the end result was the stabilization of a dyadic system which might 

otherwise be expected to have been characterized by chaos."Sl(p408) 
Ray's investigation of the cycle of abstinence and relapse among heroin 

addicts suggests that a loose system of organizational and cultural elements in 
the addict's social world can act to perpetuate the addition cycle. The addict, 
having gained status and identity among his addict peers, is quite ambivalent 
about how he stands with addict and nonaddict groups in the early stages of 
abstinence. The tendency toward relapse, therefore, can develop "out of the 
meanings of the abstainer's experience in social situations when he develops 
an image of himself as socially different from non-addicts .... Relapse 
occurs when he redefines himself as an addict."S2(p170) As the abstainer reenters 
the social world of addiction, that world "places demands and restraints upon 
his interactions and the meaningfulness of his experience .... It demands 
participation in the old ways of organizing conduct and experience and, as a 
consequence, the readoption of the secondary status characteristics of 
addiction."S2(p173) 
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Viewing alcoholism (and addiction in general) as a condition in which 
increasingly severe feedback mechanisms develop is important to the 
understanding of the new "disease concept of alcoholism." In the old disease 
concept of alcoholism as promulgated Jellinek40 and expanded upon by both 
psychoanalysis and Alcoholics Anonymous, the alcoholic was seen as more or 
less preordained to become alcoholic and then to remain quintessentially 
alcoholic even after he became abstinent. The main difference in the two 
viewpoints was that psychoanalysis defined the stigma in psychological terms 
whereas Alcoholics Anonymous defined it in physical ones. With the entry of 
sociologists into the field, the thesis was presented that anyone could become 
alcoholic if social pressures were sufficient. Since, under those conditions, 
neither physical nor psychological susceptibility is obligatory, the old disease 
concept of alcoholism has largely been discarded. 

In the new approach to the disease concept a variety of influences­
physiological, psychological, and social-are seen as contributing to the 
development of problem drinking, a condition which emerges as an adaptive 
response (see Davis et al 53 ) to pressures from one or another of these 
influences. With the development of alcohol addiction/physical dependence 
(characterized by significant tissue tolerance, craving, and withdrawl symp­
toms), the syndrome takes on a more monolithic character and assumes the 
nature of a specific disease; that is, physiological factors assume an 
increasingly important role in establishing the parameters of the condition. 
Furthermore, as illustrated in Figure I, at this point the process tends to 
become irreversible, as evidenced by the questionable success which gamma 
alcoholics have in becoming social drinkers. 

The various feedback mechanisms described in Figure 2-physiological, 
psychological, and social-do not operate independently one from the other, 
but are all interrelated in a complex functional matrix. These intricate 
interactions would be impossible to follow more than superficially in a clinical 
setting, but they do lend themselves to computer modeling. Recently, Goliike 
et al5 have developed a computer model which attempts to take into account, 
in a mathematical way, the mUltiple physiological and social influences which 
are operative in the initiation and perpetuation of alcoholism (Fig 4). 

The central theme upon which the model is based is taken from the 
following quote from Kissin: 

It is truism that alcoholics cannot cope. They cannot deal with the normal 
frustrations and irritations ofthe external world nor can they deal with the anxiety, 
depression and sense of inadequacy which swells from within. Accordingly they 
drink, and by drinking they are able to ignore (although they do not reduce) their 
external prOblems. Thus alcohol becomes their method of coping with the 
problems of life.8(p31-32) 

Goliike translates this paradigm into the central feedback loop of Figure 
4, where alcohol consumption suppresses information (awareness of prob-
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Fig 4. Causal loop diagram of alcoholism. 

lems), thus reducing the level of recognized problems and, in the absence of 
adequate coping skills, permitting the individual to maintain psychological 
homostasis. This sequence constitutes a negative feedback loop since it 
supports homo stasis by decreasing the level of perceived problems and to that 
extent is essentially self-limiting. However, the long-term effects of heavy 
drinking bring about specific changes in the physiological, psychological, and 
social spheres, each of which serves to increase the need for more alcohol. Such 
mechanisms are called positive feedback loops (also known as vicious cycles) 
and are characterized by exponential growth or collapse of the process under 
consideration. In Figure 4 the four positive feedback loops are in the areas of 
tolerance and dependence, affective problems, coping skills, and social 
stability. Each of these is intimately related not only to the critical variable 
alcohol consumption but to all of the other bio-psycho-social functions as 
well. 

The various feedback loops in Figure 4 ultimately merge on two 
behavioral parameters, quality of social response and quality of individual 
response, which determine the dependent variable alcohol consumption. The 
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computer program developed by Goltike and his colleagues permits the entry 
of a variety of hypothetical stresses into the life history of a hypothetical 
subject; the computer then prints out what the qualities of social and 
individual response and the level of alcohol consumption will be over a period 
of 40 years. In these hypothetical cases, given a subject with normal ability to 
cope and with the usual stresses of adolescence and early adulthood, the 
computer print-out indicates a high quality of social and individual responses 
and a low level of alcohol consumption, that is, social drinking. On the other 
hand, given the same social and personal stresses in an individual who has 70% 
of the normal ability to cope, the computer print-out indicates a low level of 
"quality of social and individual response" and a level of sustained alcohol 
consumption 15 to 20 times higher than in the previous case. Tolerance and 
physical dependence develop and the individual is designated as alcoholic. 
With the development of alcoholism in the hypothetical subject, the 
introduction of a two-year treatment regimen with disulfiram (Antabuse) re­
sults in a temporary cessation of alcohol consumption but with only slight im­
provement in the quality of social and individual response. In this case, ac­
cording to the computer, with the cessation of disulfiram treatment, alcoholic 
drinking resumes. On the other hand, if disulfiram therapy is accompanied by 
individual or group psychotherapy, Alcoholics Anonymous attendance, 
family therapy and social supports, the individual will continue to do well 
even after disulfiram therapy has been discontinued. 

The potential clinical and experimental value of this computer model of 
alcoholism is apparent. At present this model is functional only at a 
theoretical level because it can predict the drinking patterns only of 
hypothetical subjects either prior to or subsequent to the development of 
alcoholism. It is still necessary to develop the critical software before the 
model will be applicable to actual clinical cases. 

The computer model does, however, illustrate the conceptual value of a 
bio-psycho-social perspective on alcoholism, although as yet it has no 
immediate practical application. On the other hand, implicit in the computer 
model is the concept that in different individuals mechanisms at one 
physiological or social level or another may predominate and produce 
clinically different pictures. Such indeed proves to be the case, as illustrated in 
Figure 5. On the three-dimensional matrix of social, psychological, and 
physiological influences, it becomes possible to distinguish among the various 
categories of alcoholics designated by Jellinek.40 The alpha alcoholic is 
psychologically impaired but relatively intact socially and physically, whereas 
the gamma alcoholic is physically impaired but relatively intact socially and 
psychologically. Similar differential descriptions can be given for the problem 
drinker, the ghetto alcoholic, the skid row alcoholic, and the delta alcoholic. 

A bio-psycho-social perspective in alcoholism not only offers a con­
venient method of describing alcoholics in their situational context but also 



The Blo-psycho-soclal Perspective In Alcoholism 

4+ 

.. ~ ... I 
.... ", 

~., 

0' /. 
,,'to r 

",'to 

,'to" 
0<" I 

., HEAVY DRINKER 
I+~~~~~~~~--------' 

pSYCHOLOGICAL MALADJUSTMENT 

... 
v 
Z ... 

I , 
PROBLEM DRINKER 

I 
I 
I 

Q 

:z ... ... ... 
Q r-----------c 
v 

'" ~ 
:z: ... 

/ 
/. 

/ ,,-
,,-

/ 
/ 

/ 

f 
4+~~ ______ • ____________ ~ b ··ALCOHOLIC" 

(SOCIALLY INTACT) 

15 

SKID ROW "ALCOHOLIC" 

"ALCOHOLIC" 
(SOCIALL Y DISRUPTED) 

Fig 5. The bio-psycho-social dimensions of alcoholism. 

has therapeutic implications as well. If a given individual's problems are 
identified as being a function of the interaction of physiological, psycho­
logical, and social variables, then it would seem reasonable to postulate that 
the assessment process should consider each of these areas and that major 
therapeutic interventions should be directed at the areas of greatest dis­
ruption. Figure 6 illustrates this general principal. A core therapy, applicable 
to all patients, attempts to deal with what has been defined as the core 
problem, that is, the use of alcohol as the instrument of choice for dealing with 
problems. The special therapies are designed to deal differentially with the 
special problems of specific alcoholic subpopulations-the medically ill, the 
alcoholic in withdrawl, the alcoholic with severe psychopathology, the 
indigent alcoholic, and the alcoholic with family problems. The emphasis in 
Figure 6 is of course not on the superiority of anyone treatment over another 
but rather on the importance of tailoring therapy to the special needs of each 
individual patient. 

In summary, a bio-psycho-social perspective on alcoholism is presented 
not as a purely theoretical concept but as a clinically significant paradigm 
which has descriptive and therapeutic validity. It may be that one day 
alcoholism will be demonstrated to be caused by some esoteric enzyme 
deficiency, but in the meantime, a bio-psycho-social approach appears to be 
most valid for an holistic understanding of the pathogenesis of this syndrome. 
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The perspective offers a valuable organizing framework which not only is 
broad enough to insure that all the factors involved in the emergence of 
alcoholism are considered in assessing the condition but also is specific 
enough to encourage the depth of analysis necessary to evaluate each variable. 
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CHAPTER 2 

Prevention of Alcoholism 

GERALD L. KLERMAN, MD 

The Scope of the Problem 

For many years, alcoholism was viewed as a moral defect. The problem was 
seen in drunkenness and not in drinking, in alcoholism and not alcohol. The 
focus was firmly entrenched on the individual. In spite of new research on the 
alcoholic personality and the probability that genetics determines thresholds 
of alcohol tolerance, alcoholism can no longer be viewed only in terms of the 
individual. Unfortunately, there has been a great reluctance to look at the 
broader economic and social issues. 

In recent years, however, there has been an impressive accumulation of 
data on economic and social factors as they affect alcoholism. I believe that it 
is within this sphere that our best hopes for prevention may lie. 

Ten million adult Americans-7% of those 18 years or older-are 
estimated to be alcoholics or problem drinkers. Alcoholism is now recognized 
as a serious public health concern. It has direct health consequences for the 
individual, and the social and economic burdens associated with it are 
enormous. 

Health Consequences for the Individual 

Alcohol abuse is responsible for a substantial amount of premature 
death, illness, and disability in the United States. It is estimated that alcohol 
and its related problems are associated with more than 200,000 deaths-or 
more than 10% of all deaths in the United States each year. Alcohol is 
implicated in half of all traffic deaths, many of which involve teenagers. 
Cirrhosis, which is among the ten leading causes of death, is largely due to 
alcohol consumption, and there is evidence now that liver cancer is 
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attributable almost exclusively to alcohol consumption and that people who 
drink and also smoke have greater increases in esophageal cancer rates. 

Less is known about the levels of alcohol intake associated with 
neuropsychiatric disorders, psychosis, and brain damage among alcoholics. 
But it is clearly documented that severe birth defects, including mental 
retardation, can develop among infants born to pregnant women who drink 
excessively. This has become known as fetal alcohol syndrome. 

Consequences for the Family 

Those who abuse drinking affect not only themselves but also their family 
members-some 40 million people-and the local community as well. From 
police, social service, and hospital reports we know that repercussions of 
alcohol abuse include family disruption, domestic violence, child and spouse 
abuse, crime, property damage, homicide, and suicide. 

Children can be particularly affected by having a problem-drinker parent 
or parents. Some of the possible problems they face are neglect, difficulties 
with normal development, trouble in school, juvenile delinquency, and 
juvenile drinking. 

The community at large is affected by the obnoxious and violent 
behavior of problem drinkers. They are also the victims of drinker-caused 
accidents, especially automobile accidents. 

Consequences for the Nation 

We must also consider the cost of alcohol abuse and alcoholism to the 
national economy. No exact figures can be extrapolated, of course, but we do 
know that alcohol abuse and alcoholism have a major impact which includes 
lost production of goods and services, motor vehicle accidents, violent crime, 
and losses from fire, among other factors. 

The economic costs of alcohol-related problems are manifested in two 
general ways. First, because problem drinking often makes people less 
effectively functional, society loses a part of the economic value of their 
normal production. Second, because certain goods and services such as health 
and social service resources and police and fire protection must be increased to 
cope with some of the consequences of alcohol abuse, the added costs are paid 
for by the general pUblic. 

A National Institute on Alcohol Abuse and Alcoholism (NIAAA) report 
estimated that in 1975 alcohol abuse and alcoholism cost the United States 
nearly $43 billion (Table I). 

The nearly $13 billion spent on health care for alcohol-related problems 
accounted for more than 12% of all adult health expenditures. Moreover, 
most of the health costs associated with alcoholism were for hospital care and 
accounted for almost 20% of all hospital care costs in the country (Table II). 
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TABLE I. Economic Costs of Alcohol Misuse 
and Alcoholism In the United States, 1975" 

Effect 

Lost production 
Health and medical 
Motor vehicle accidents 
Violent crime 
Social responses 
Fire losses 

Total 

Cost (billion $) 

$19.64 
12.74 
5.14 
2.86 
1.94 
0.43 

542.75 

"Third Report to Congress, US Public Health Service, Depart. 
ment of Health and Human Services, 1979. 
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TABLE II. Estimated U.S. National Health Expenditures for Alcohol-Related 
Problems In 1975, According to Type of Expendlturesa 

Expenditures Expenditures 
Total resulting resulting from 
adult from alcohol abuse 

population alcohol as a percentage 
health abuse of total 

Type of expenditure expenditures (billion $) expenditures (%) 

Health service and supplies 
Hospital care $ 42.3 $ 8.40 19.9 
Physician's services 17.9 1.30 7.3 
Dentist's services 6.2 
Other professional 

services 1.7 0.12 7.3 
Drugs and drug 

sundries 8.9 0.28 3.2 
Eyeglasses and 

appliances 2.0 
Nursing home care 8.8 0.19 2.2 
Expenses for 

prepayment and 
administration 3.9 0.78 19.9 

Government public 
health activities 3.0 0.33 13.1 

Other health services 2.5 0.39 13.1 
Research and medical 

facilities construction 6.1 0.78 13.1 
Training and education 2.3 0.17 7.3 

Total $105.6 $12.74 12.1 

Third report to Congress, US Public Health Service, Department of Health and Human Services. 1979. 
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Regardless of whether these estimates are too high or too low, the point is 
that alcohol abuse produces a highly costly series of chain reactions 
throughout our society. 

Public Health Approaches to Prevention of Alcoholism 

Given the magnitude of the problem of alcoholism, we must develop 
prevention strategies to deal with it. Classic public health thinking distin­
guishes among three kinds of prevention: 

I. Primary prevention includes actions or interventions designed to 
prevent or reduce a health problem. 

2. Secondary prevention is concerned with the early detection and 
treatment of the health problem. 

3. Tertiary prevention is aimed at rehabilitation. 

In terms of alcohol-related problems, we have had considerable success 
on the secondary and tertiary levels. 

On the tertiary level we have seen progress in rehabilitation efforts aimed 
at ameliorating the seriousness of alcohol-related problems and in reducing 
subsequent disability and dependence. Some indications of success with 
tertiary prevention programs are the decrease in the number of chronic 
inebriates in jail and in public mental hospitals and the reduction of chronic 
disability among alcoholics. 

We have also expanded efforts at preventing violent behavior among 
alcoholic drinkers, particularly relating to incidents of alcohol-related child 
abuse. 

On the secondary level, most people have been alerted by public 
education campaigns to the warning signs of alcoholism in an individual. This 
has resulted in increased numbers of people coming into the health care 
system for early treatment. Moreover, there is a greater a wareness of the need 
for early detection and treatment among health providers such as physicians, 
nurses, people working in emergency rooms, and social workers. The 
successes of these early interventions are reflected in the decrease of deaths 
due to cirrhosis, alcohol coma, and withdrawals from delirium tremens. 

As an example, until a few years ago the death rate in this country from 
cirrhosis of the liver had been increasing steadily for over 40 years. Now the 
data indicate that there has been a turning around of the curve and the death 
rate is down (Fig I). 

We have reason to be optimistic about alcohol prevention on the 
secondary and tertiary levels. 
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Fig 1. Trends in selected mortality rates in the US, 1949-1978 (from National Center for Health 
Statistics). 

Primary Prevention 

Primary prevention-or the attempt to reduce incidence, that is, new cases 
of alcoholism-remains a problem area. Since alcoholism is a public health 
problem, the traditional public health model-host, agent, and environment­
provides a useful framework for understanding and organizing primary 
prevention programs. Using this model for alcohol-related problems, 
the host is the individual and his or her drinking behavior; the agent is the 
alcohol-its content, distribution, and availability; and the environment is the 
community or setting in which drinking occurs (Fig 2). 

Traditionally, alcoholism has been viewed as a moral defect within the 
host. But now it is known that there are predispositions and vulnerabilities 
within the individual based on personality, genetic, and personal defects that 
are associated with alcoholism. Nevertheless, a prevention program that deals 
only with the host and not the agent and the environment is doomed to failure. 

Interventions focusing on these three factors need not be in conflict. In 
fact, they often overlap or complement work directed at the others. 

ETHANOL 

t 
INDIVIDUAL DRINKER 

II \\ 
FAMI L Y ~.'=====.~ ENVI RONMENT 

(COMMUNITY) 

Fig 2. Alcohol-related problems: Interactions. 
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Host. One of the prionhes in prevention dealing with the host is 
identifying high-risk groups such as women and youth. There is evidence of an 
increase in alcohol consumption among these two groups. Among women 
there is concern about the harmful consequences of the fetal alcohol syndrome 
and about the fact that the stigma of alcoholism may keep women from 
entering the treatment systems as readily as they should. Among youth, we are 
concerned especially about the dangers of automobile accidents and the 
unfortunate toll that abusive drinking takes on personal and family 
adjustment. 

Environment. Another component of a prevention program is inter­
vention in the environment setting, particularly in occupation settings. As 
many as 80% of individuals identified within occupation settings who come 
into employee assistance programs experience significant reduction in their 
alcoholism problem and improvement in their family and work adaptation. 
Early recognition and treatment of alcoholism must also take place within the 
general health care setting. If the health care system diagnoses alcoholism 
early, tragic and serious consequences can be prevented. 

Agent. The third component of any prevention plan is the agent, or the 
consumption of alcoholic beverages. Any comprehensive prevention policy 
should address the issues of consumption. To look at consumption does not 
mean that we are neoprohibitionist and advocate prohibiting the use of 
alcohol. But some attention must be paid to identifying the relationship of 
patterns of use to public health policy and possible preventive efforts. 

Relationship of Intake and Health Hazards for the Individual 

Alcohol has a pervasive effect on the body from its point of entry through 
the gastrointestinal tract, the liver, and the blood stream. The brain, nervous 
system, heart muscles, and endocrine system are also affected. There is general 
agreement and a good deal of research which indicates that consequences such 
as domestic violence and home and auto accidents are more likely to occur 
when an adult's blood alcohol level exceeds 0.10 ml%. In a ISO-pound person, 
for example, this point is reached with the intake of four drinks, each 
containing one half ounce of ethanol, consumed in one hour. 

There may well be different health consequences for different individuals 
and an upper limit of alcohol that can be taken in by each person. Some 
studies indicate that alcohol used in moderation-under 2 ounces a day-may 
actually decrease the risk of coronary disease. But this is not definitive data, 
and it should be weighed against the possible risk of other documented 
adverse effects. For example, it is known that alcohol is associated with the 
heart muscle disease cardiomyopathy, and diseases of the coronary arteries 
such as angina pectoris and myocardial infarction. Mental impairment, too, is 
a concomitant of alcoholism, and a high percentage of alcoholics are in 
psychiatric hospitals for brain damage. 
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The relationship between daily consumption, or doses of ethanol, and 
medical complications has been figured out for several diseases. The risk for 
serious liver damage begins at 80 to 100 gm of daily ethanol intake-or three 
2-ounce shots of whisky. Above 150 gm a day-or five 2-ounce shots-the risk 
rises rapidly. It has also been found that alcohol is implicated in chronic 
relapsing pancreatitis: Most patients with the condition have consumed 150 
gm of ethanol daily over a long period of time. 

The withdrawal syndrome has been documented at daily intakes of200 to 
400 gm. Less is known concerning the levels of alcohol intake associated with 
neuropsychiatric disorders, psychosis, and brain damage. 

Relationship of Intake and Health Factors for the Population 

According to many recent studies, aggregate health problems associated 
with alcoholism are closely related to per capita consumption of alcohol. The 
data have been worked out most thoroughly for cirrhosis of the liver; 
researchers consistently find a very high correlation between per capita 
consumption and cirrhosis. 

There are two methods of looking at this relationship: cross-culturally 
and longitudinally. 

Cross-culturally, we can look at the data across different nations. In 
countries where per capita consumption is low, cirrhosis mortality is also low; 
in countries where per capita consumption is high, death from cirrhosis is also 
high (Table III). 

In Norway, for example, the per drinker consumption is 5.9 liters, and the 
death rate from liver cirrhosis per 100,000 population is 4.7. In the United 
States, where per drinker consumption is 12 liters, the death rate from 
cirrhosis per 100,000 is 18.4. And in France, the country reporting the highest 

TABLE III. Annual Consumption of Alcohol and Rates 
of Death from LIver Cirrhosis by Nation 

(Random Selection) 

Per drinker Rate of death from 
consumption liver cirrhosis per 

Country (liters) 100,000 population 

France 25.9 45.3 
Portugal 19.5 42.7 
West Germany I West Berlin 16.0 26.7 
Luxembourg 12.5 34.2 
USA 12.0 18.4 
USSR 11.4 13.1 
England and Wales 10.9 3.7 
Netherlands 7.7 4.9 
Norway 5.9 4.7 
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annual consumption of alcohol, the drinker consumption is 25. 9 liters, and the 
death rate from cirrhosis per 100,000 is 45.3. Looking at the data longi­
tudinally, we also can see fluctuations that occur within a country, as this 
graph of alcohol consumption over two and a half centuries in England shows 
(Fig 3). 

A sharp decline in average consumption in a country also usually means a 
sharp decline in the nation's cirrhosis rates. This correlation held true in 
France during the extreme shortage of wine because of rationing during both 
world wars and in the United States during prohibition. Prohibition in the 
United States was a public health success. Not only was there a decline in 
cirrhosis, but also there was a decline in auto accidents and hospitalization 
from alcohol-related problems in general. But prohibition failed because of its 
adverse effects on the country, such as the undermining of the law 
enforcement system. 

Data from Finland provide a more recent example. In 1972, a strike of 
retail clerks closed the state alcohol stores for more than one month. These 
stores account for almost one half of all alcoholic beverage sales in Finland. 
What happened in Finland, when the availability of alcohol was drastically 
restricted, is indeed striking. There was a marked decrease in arrests for public 
drunkenness and in alcohol-related visits to hospitals, particularly visits 
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relating to injuries from accidents for fights. The effect of the strike on drunk 
driving were also noticeable, but not very remarkable. Researchers speculated 
that driving was likely to be highly correlated with drinking in restaurants, 
and, since these establishments were not affected by the strike, the low impact 
on drunk driving was predictable. 

The Finnish findings dramatically illustrate the impact of fluctuations in 
the general consumption of alcohol on alcohol-related problems. 

Availability and Price 

We have determined that per capita consumption is related to health 
hazards on individual and aggregate levels. But what determines consumption? 
We do not know all the factors, but two of the important factors are 
availability and price. Regulations have been relaxed concerning hours of 
sales and types of establishments selling alcohol products, and some states 
have lowered the drinking age from 21 to 18 years of age. 

The problems of access and availability are highlighted by statistics 
concerning drinking among college and high school students-and even 
among junior high school students. According to the report of the Surgeon 
General's on health promotion and disease prevention, I about 80% of 12 to 17 
years olds report having had a drink; more than half drink at least once a 
month, and nearly 3% drink daily. In a recent study of drinking among college 
students in New England, it was found that fewer than 5% of college men and 
women abstained from alcohol. Moreover, both men and women drink more 
frequently as they progress through their four years of college. 

A controversy over lowering the drinking age emerged not because of 
drinking per se, but because of drinking and driving. There is a considerable 
body of research suggesting that the increase in availability of alcohol in the 
18- to 20-year age group contributed to an increase in the alcohol-related 
crash and fatality rate. Some of these findings have been challenged, and it is 
argued that changes in police methods of recording crashes created an 
artificial rise in recorded crashes. Clearly, the issue of legal drinking age needs 
further study since it could have serious implications for consumption levels 
and the related social and health consequences of problem drinking. 

The price of alcohol is another controversial determinant of consump­
tion. It has been argued that one of the reasons why per capita alcohol 
consumption has not fallen-indeed, has increased among young people-is 
that the true cost of alcohol has dropped in the past 20 years relative to 
inflation and taxes have not increased proportionally. 

It is not clear why per capita consumption of alcohol is not influenced to a 
greater degree by price. Perhaps heavy drinkers are less susceptible to 
changing their habits because of price alone. There are three commodities for 
which we are attempting to change behavior through pricing: tobacco, 
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gasoline, and alcohol. In none of these areas, do we have as much evidence as 
we would like, but there is some suggested evidence that when price goes up, 
consumption of tobacco, gasoline, and alcohol goes down. Over the past 
decade, many international researchers have come to the conclusion that price 
and disposable income-or some measure that combines the two-seem to 
have some bearing on levels of total alcohol consumption in a society. 

While these findings are potentially important for public policy, they are 
very controversial. Nevertheless, psychiatrists working with alcoholic patients 
should be aware of the relationship of economic and social factors to 
consumption. We are not advocating a return to prohibition. But the 
alternative to prohibition is not necessarily unrestricted availability. However, 
as I have noted, recent trends have been more in the direction of increasing the 
availability of alcohol than in restricting it. 

Demographics of Consumption 

In the 1950s a French demographer, Sully Ledermann, published a study 
of the distribution of consumption among various Western nations. His 
findings were surprising. Normally, patterns within a community are 
represented by a bell curve, with the largest number of people representing the 
average, and fewer people representing the highs and lows-as with the 
standard bell curve for height, weight, or IQ. But Ledermann noted that 
drinking within a community follows a log-normal curve with one peak 
positively skewed. This means that consumption is distributed among a very 
large group who drink very little or seldom, a much smaller group who drink 
regularly but in moderation, and a very small group who drink heavily and 
compulsively. The distribution of alcoholic purchases, according to this 
curve, would show the largest number of purchasers buying small quantities, a 
smaller group buying somewhat larger but still moderate amounts, and a very 
small group purchasing still more (Fig 4). 

Ledermann's thesis has been confirmed in numerous general population 
studies. In the United States, for example, about 10% of the population 
accounts for more than half of the alcohol consumed. It is this minority who 
are most prone to health problems and who contribute to the major portion of 
social and health costs related to alcohol problems. 

Floyd Allport's model of conforming behavior, developed in the early 
1930s, followed a similar log-normal curve. It was heavily skewed toward 
conformance. Allport found that the great majority of people conformed 
rather closely to a rule-stopped at a stop sign, arrived at work on time­
while a smaller group committed minor deviations, and a very small group 
barely conformed or flagrantly ignored the rules. But when compliance was 
monitored-for example, by stationing a policeman at the intersection-the 
rate of conformity increased and the rate of nonconformity and violation 
declined. 

The implications of this for altering the consumption patterns of the 



Prevention of Alcoholism 
100 

Cumulat ive 
Alcohol 
Consumption 
(%) 

80 

60 

40 

20 

20 40 60 

Cumulat ive Population (%1 

80 100 

Legend: 

~ 
.1;t.1!((~~. 

31 

Fig 4. Cumulative distribution of alcohol consumption. Drinkers only. aggregated from 
several US national surveys. 1971-1975 (from Hanes I. 1971-1974 Medical History Questionnaire 
Microdata tape and Louis Harris and Associates. Inc. 1972-1974 [4 pooled surveys]). 

small monitoring of problem drinkers in this country are very controversial. 
Some people believe that in order to reach even that small population of heavy 
drinkers all members of the population will have to be reached. Others believe 
that it is possible to target efforts at the heavy drinkers in an attempt to 
identify them and to modify their behavior. The Alcohol, Drug Abuse, and 
Mental Health Administration has prevention programs that are aimed at the 
heavy drinkers but is also committed to helping the large majority of 
Americans who are light or moderate drinkers from becoming members of the 
minority of heavy drinkers. Either way, the per capita consumption should be 
affected. 

It is hoped that public education programs will help reduce the incidence 
and prevalence of alcoholism. Public education campaigns, so far, have been 
aimed at secondary and tertiary prevention-attempting to get people into 
treatment early and to reduce some of the adverse consequences of alcoholism. 
Primary prevention is more difficult. However, one of the best ways to prevent 
new cases is by identifying the population of heavy drinkers who are not yet 
suffering from the consequences of alcoholism or to reach high-risk groups 
such as youth and pregnant women and persuade them to reduce their levels of 
consumption. 

Conclusions 

Alcoholism is not just a problem of the individual. The social and 
economic determinants of consumption discussed above must be considered 
in an integrated manner in order to ensure the success of prevention programs. 



32 Gerald L. Klerman 

The analyses of data concerning consumption are controversial, and, 
although more research is needed to confirm findings, it is likely that the 
controversy will continue, much like the debate over smoking and health data. 

There has been progress in tertiary and secondary prevention of 
problems associated with alcoholism, and we in the public health field are 
heartened that our efforts are meeting with some success. 

The death rate in the United States from cirrhosis of the liver has 
decreased over the past few years for the first time in over 40 years. There is 
some indication that the combined efforts of prevention, early intervention, 
treatment, and public understanding are influencing this outcome of the late 
stage of the illness. 

Trends on consumption are less encouraging. Since 1971 per capita 
alcohol consumption has been the highest recorded since 1850, ranging from 
2.63 to 2.69 gal of absolute ethanol per person 14 years or older (Fig 5). And 
although there has been no significant change in the relative proportion of 
abstainers and heavier drinkers, heavier drinking has increased for males and 
women are showing a significant trend to increase their levels of moderate 
drinking. Statistics concerning the drinking levels of young people are also 
cause for concern: although they may drink less regularly than older people, 
they tend to consume larger quantities when they drink and are more likely to 
become intoxicated. 

Psychiatrists working with patients suffering from alcoholism-partic­
ularly psychiatrists who work in institutions-have seen some success with 
treatment and rehabilitation programs at the secondary and tertiary levels of 
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prevention. But the involvement of psychiatrists in primary prevention must 
be through participation in matters of public policy. 

There is much to be done in the field of alcoholism prevention. 
Psychiatrists must be aware of both the health and public policy aspects of 
alcohol-related problems. It is clear that a broad consensus involving both the 
public and private sectors is necessary to meet the challenges presented by a 
public health problem of such broad and potentially tragic consequences. 
But through cooperation and collaboration we hope to reduce the individual 
health and social consequences of the many alcohol-related problems in our 
country today. 
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CHAPTER 3 

Alcoholism and Psychiatry 
A Cross-cultural Perspective 

JOSEPH WESTERMEYER, MD, PhD 

What is Culture? 

Culture, a complex and highly abstract concept, does not have the same direct 
basis in reality as does a rock, a cloud, or sound. It is based upon a myriad of 
notions which are often in themselves abstract or even vague, such as norms 
and attitudes. Researchers concerned with cultural matters often expand or 
contract the meaning of culture to fit their own methods and purposes,just as 
psychiatrists and "a1cohologists" do in the study of psychiatric disorder and 
alcoholism. 

In its broadest sense, culture includes the technology of a people: their 
modes of transportation, architectural forms, food supply, tools, fuel, and 
clothes. All people have social units and institutions, which can be as simple as 
the nuclear family, clan, and village or band, yet can also include larger and 
more complex units such as the church, education system, guilds, industrial 
corporations, or nation-states. Culture as a concept is intimately bound to a 
people's mode of communications: their language, nonverbal behavior, 
clothing and grooming styles, their notions about behavioral conformity and 
deviance. And finally, culture includes numerous behavioral and psychosocial 
elements: world view, beliefs, values, attitudes, ideal norms, actual norms, 
role, prestige, ritual ceremony, symbol, ideas about recreation and "time 
out. ,,1-4 

"Ethnic group" and "subcultural group" are two more recent concepts 
which have particular relevance for North America. They often refer to people 
who are distinctive from others within a popUlation by virtue of race, national 
origin, religion, or languageY 
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Contributions of Cultural Studies to Theories About Alcoholism 

Pathoplasticity Between Alcoholism and Neurosis 

Family studies have pointed strongly toward a link between alcoholism 
and affective disorder.7- 12 More recently, relatives of patients with anxiety 
neurosis have also been shown to be at higher risk to alcoholism.13 Cross­
cultural data similarly point toward a link between alcoholism and neurotic 
disorders, including depression. In a clinical study done almost three decades 
ago,14 Irish-American patients were observed to present most often with 
alcohol-related problems, but none of them came with psychoneurotic 
disorders. Conversely, Jewish patients came frequently for psychoneurotic 
disturbances, but never for alcohol-related problems. Intermediate mixing of 
alcoholism and psychoneurosis was seen among the American patients of 
eastern and northwestern European extraction. My own experience with 
approximately 100 American Indian patients over the last dozen years 
parallels these early observations among the first and second generation 
American Irish. Of approximately 90 Indian patients with non psychotic 
disorders, only one woman did not have alcohol dependence as part of her 
problem (she had a severe phobic neurosis). All ofthe remainder had alcohol­
related problems, usually admixed with various personality, neurotic, and 
organic components. 

Epidemiologic studies also point towards an inverse correlation between 
alcoholism and neurosis. In areas of Africa and North America where 
prevalence of alcoholism is low among adults (ie., under 5%) Leighton found 
prevalence rates of moderate to severe psychoneurosis which ranged around 
one half of the population in large samples. 15 Where rates of alcoholism are 
high, there is a concomitant drop in rates of psychoneurosis. In a North 
American Indian community, Shore el 0/ 16 found 31 primary diagnoses of 
alcoholism and 18 diagnoses of psychoneurosis among 100 people-a 
combined rate of 49 per 100 people. My own clinical and research work 
among the Hmong in Asia, a poppy-producing people, indicates a similar 
relationship. In Asia, where the addiction prevalence among Hmong adults 
ranges up to 20%,17 neurotic disorders were present but less frequent than 
addiction. Here in the United States, where the Hmong have no access to 
opium, depression and neurotic disorders account for 90% and substance 
abuse accounts for about I % of mental health problems in a clinical setting. 

Another finding pointing toward a link between alcoholism and affective 
disorder is the high rate of affective symptoms among alcoholics in ethnic 
groups with high rates of alcoholism. Kelleher has remarked on this finding 
among Irish in comparison to London and New York patients 18 this is similar 
to my own observations among two groups with high rates of substance abuse 
(American Indian alcoholics in Minnesota and opium addicts in Laos). 
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This perspective suggests the presence of premorbid factors which are in 
part genetic and constitutional but which can be modified by childhood and 
current adult experiences. If alcohol use is well controlled by a society, its 
"members-at-risk-to-alcoholism-or-neurosis"-call them "dysphoria-prone" 
people-may manifest their dysphoria as neurotic disorders. If alcohol abuse 
is widespread in the society, alcoholism replaces neurosis among many (but 
not all) dysphoria-prone people. In societies between two extremes, it appears 
likely that the more impUlsive, antiauthoritarian, extroverted, and nonintro­
spective dysphoria-prone individuals in the society develop alcoholism. The 
more compulsive, conforming, introverted, and introspective dysphoria­
prone individuals develop a neurotic disorder. (This hypothetical dysphoria­
prone condition would probably not be an all-or-none phenomenon, but 
rather one that exists along a continuum and is sensitive to environmental 
events.) 

Rapid Culture Change and Alcoholism 

The usual stereotype about alcoholism and culture is that societies 
without traditional alcohpl use are at risk to alcoholism, while societies with 
traditional alcohol use are immune to alcoholism. Considerable data to 
support this view do exist. '9,2o However, the situation is becoming more 
complex. 

Rapid sociocultural change around the world in recent decades has been 
associated with increased incidence and prevalence of substance abuse. In 
some places, drug abuse increases rather than alcohol abuse. For example, the 
Moslem Malays have continued to observe their traditional stricture against 
alcohol use, while their rates of opiate addiction have increased markedly 
within the last decade.21 In another Moslem society, Kuwait, alcohol abuse 
has far exceeded drug use in recent years despite stringent antialcohollaws. 22 
Many other groups which traditionally have had non problematic alcohol use 
have developed increasing rates of problem drinking and alcoholism. These 
include the following: ethnic Chinese,23 Apache/4 and Jewish people25 in 
North America; Melanesians26,27 and Polynesians28 in the Pacific Islands; the 
Spanish,29 Italian/o and Israel;J2 peoples around the Mediterranean; and the 
Japanese33 in Asia. 

Migration and rapid culture change are often associated with a variety of 
increased mental health and social problems besides alcoholism. Increased 
rates of psychiatric disorder/4,35 drug abuse,36,22 juvenile delinquency/7 social 
dislocation and disruption,38,39 and psychophysiological disorders40 have been 
reported in association with cultural change. These sequelae of rapid change 
have been variously ascribed to such factors as the role of growing literacy in 
breaking down traditional beliefs and social control,41 industrialization with 
concentrated popUlations and the undermining of tradition,42 growing 
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adherence to secular or so-called Western attitudes and values,43 a widening 
gap between ideal norms and actual norms,44 weakening of family and 
community ties,45 and grief and mourning at the loss of previous identities, 
purposes, and lifeways.46 One author has argued that stress is directly 
correlated with the rate of change,47 whereas another believes that relationship 
between change and stress is highly complex and case-specific.48 

In the midst of rapid change and identity confusion, alcohol intoxication 
can be a symbol of new values or of opposition to new values. This symbolic 
use of alcohol has been suggested in various settings: for the Bougainvillians, 
who emulate their Australian plantation bosses27 ; for Chippewa drinkers as a 
means of rejecting white society while entering an all-Indian social context49 ; 
and as "retaliation drinking" for the vengeful person who "exploits the 
incapacitating power of alcohol in order to make himself a passenger on the 
system. ,,50 This modern day symbolic use of alcohol is not extraordinary 
because in many cultures over the centuries alcohol has frequently assumed 
symbolic importance similar to that of blood.51 

Blackout in Various Cultures 

"Blackouts" (amnesia for behavior while drinking) have been carefully 
studied in a North American group of alcoholics. 52 This work suggests that 
there is a spectrum of blackouts, from those which are primary organic 
(especially where amnesia is complete for a certain period of time) to those 
which are more functional (especially where the amnesia is incomplete or 
fluctuating over time). 

The cross-cultural data suggest that ethnicity can influence the rate of 
blackouts. Negrete in Canada53 found that Franco-Catholics had the lowest 
rate (45%, n=29), Anglo-Protestants were intermediate (74%, n=34), and 
Anglo-Catholics had the highest rate of blackout (86%, n=28). Rimmeret al in 
St Louis 54 observed that, while alcoholic men and women varied in their rate 
of reported blackouts, black and white alcoholics did not differ in this regard, 
especially within the same social class. In my own experience with Chippewa 
alcoholics (among whom intoxication and blackout comprise acceptable 
excuses for un-Chippewayan behavior), virtually all report having experienced 
blackout. It appears that blackout is more common among people who accept 
drinking as an excuse of deviant, antisocial, or problematic behavior. 

Effects of Alcoholism on Ethnicity 

Change in Attitudes, Values, and Behavioral Norms 

Certain values and attitudes are almost universal among ethnic groups, at 
least toward other members ofthe group. These include responsibilities to the 
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group, care of children and sick, respect for others and their personal 
belongings, participation in certain social or religious rituals, and adherence 
to cultural norms. Increasing time spent in an intoxicated state and increasing 
economic resources devoted to alcohol (and to alcohol-related problems) 
conflict with these values and attitudes by reducing the time and resources 
available for culturally sanctioned activities. 

Over time, the alcoholic person begins to place higher priority on the 
alcohol experience than on commitment to family or group. Less time is spent 
in the service of others and in ethnically related ritual or ceremony. For 
example, Chippewa alcoholics in Minneapolis spend less time visiting 
relatives, return to the reservation less frequently, gradually cease ethnic 
activities (such as powwows, hunting, fishing, wild ricing), and often sell their 
traditional Indian dress. 55 Similar events take plact' in the majority society. 
Substance abusers break ties with their families, have progressively fewer 
friends, stop attending church (if they have previously attended), and 
transgress both the informal taboos and the formal laws of their society.56-58 

Alcoholism Subcultures 

Many alcoholic people remain as social isolates. Physicians, housewives, 
teachers, and dentists are typical examples. However, many alcoholic people 
join together into bottle gangs, tavern culture, and cocktail lounge gro~s. 
These have been well described for various areas, races, and social classes5 -62 
and for other drugs.63 ,64 

The ethnic differences which alcoholic people bring to these subcultures 
begin to blur as they spend more of their lives intoxicated and more of their 
time with each other. There develops the classical description of the alcoholic 
seen in many texts on abnormal psychology. These include hostile dependency, 
lying, failure to keep commitments, narcissism, and self-injuring or self­
destructive behavior. 

By the same token, the social dynamics of these alcoholic subcultures 
often resemble those of other natural groups. Affiliation may be marked by 
special jargon, dress, and behaviors. Members may be expected to reciprocate 
in certain ways, such as buying drinks for each other, exchanging information 
(such as about jobs, treatment resources, police policies toward alcoholics), 
and supporting each other emotionally through crises. 

In many respects these groups tend to be rather fragile. They are more 
like a group of business people or fellow workers who share a specific common 
interest with narrow circumscribed commitments. Once a member becomes a 
liability to the group (ie, can no longer reciprocate in a symmetric fashion), 
loyalty rapidly disappears. Weaker members may be liable to parasitism by 
the needy strong. Consequently, alcoholic subcultures tend not to have the 
resources of persistence of extended families, stable neighborhoods, or ethnic 
groups. 
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Within some alcoholic subcultures there is considerable interethnic 
mixing. For example, Chippewa in Minneapolis who are heavy drinkers but 
still employed drink in a largely Indian neighborhood. Those with advanced 
alcohol addiction migrate to a Skid Row area inhabited by other racial and 
ethnic groups. 

Symbols and Ideal Norms 

Previous ethnic values and attitudes are not totally forgotten or 
irrevocably abandoned. Indeed, the ideal ethnic norms often persist, leading 
to remorse and shame at one's inability to behave in "the proper way." This is 
often symbolized in some fashion. For example, a Navaho woman had 
completely abandoned contact with her reservation, had stopped attending 
powwows, and spent most of her time with people from non-Indian 
backgrounds. However, she refused to sell or pawn some very valuable silver 
and turquoise jewelry which her grandmother had given her. Similarly, a 
Chippewa Catholic alcoholic had abandoned contacts with his family, 
church, and tribe but continued to wear a holy medal around his neck and to 
carry rosary beads in his pocket. These symbols can often be a guide to the 
therapist regarding fruitful strategies for treatment and rehabilitation. 

Social Networks 

Most adults can name about 1,500 acquaintances. Asked to report the 
people who are currently important to them, however, most normal people 
name 20 to 30 individuals.6s- 68 These people can be categorized into four or 
five subgroups or "plexus" based on such common features as the household, 
relatives, friends, coworkers, hobby group, or church association. Anyone 
member of the network usually knows 60 to 80% of the other members. 

People in the midst of neurotic disorders or active alcoholism report 
around 10 to 19 people, divided into three or four plexus groups. Often they 
report a solitary friend or coworker who does not know anyone else in the 
network. Hostile-dependent interactions mark their relationships with their 
household and relatives. Their one-to-one relationships with friends, co­
workers, and others tend to be short-lived, tenuous or relatively inactive. They 
may name a person whom they have not seen for years, someone who is dead, 
or a pet. 

Psychotic individuals or those in advanced stages of alcoholism tend to 
have fewer than 10 people in their network, with only one or two plexus 
groups. Instead of the symmetric reciprocity which prevails in the other 
networks, the individual primarily receives while returning very little. 
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Role of Ethnlcity In Treatment 

Anomie During Treatment 

In abandoning the familiar values, attitudes, and behaviors of the 
alcoholic lifestyle, the individual becomes enmeshed in a condition known as 
"anomie." This is a state of both psychological and social disorientation, with 
lack of reference regarding what is right or wrong, desirable or undesirable. 
The person struggling to maintain abstinence is faced with new social 
situations in which alcohol-related norms no longer apply. Confusion and 
depression commonly ensue, and sometimes even "anomic suicide. ,,69 MacI ver 
describes anomie as "the state of mind of one who has been pulled up by his 
moral roots, who has no longer any standards but only disconnected urges, 
who has no longer any sense of continuity, of folk, of obligation.,,70 

Recovery from alcoholism involves not only abstinence from alcohol or 
phychological resolution of dependency strivings. It also hinges on the 
evolution of values, attitudes, and behaviors which do not center on the 
alcohol experience. This may come about by reversion to a prior ethnicity or a 
move to a new ethnicity or, as probably occurs most often, some combination 
of these two. 

Ethnicity in Recovery 

Most recovering alcoholics gradually resume values, attitudes, and 
behaviors abandoned during their past. They may show even greater 
enthusiasm for their group's lifeways than they did in the past. For example, 
Euramerican alcoholics often become active with a club at church, coach 
sports activities among the young, or pursue philanthropic activities of benefit 
to the community. Recovering Chippewa alcoholics resume bead work or 
make a traditional costume, attend powwows, join a drum group, teach the 
Chippewa language to youth in schools, and/ or become active in Indian 
religious, social, or political organizations. Recovering people of all ethnic 
backgrounds begin again to attend rituals related to birth, marriage, and 
death, participate in annual ceremonies, and become interested in social and 
political matters. 

A few people (perhaps one in twenty) do not resume their earlier 
ethnicity. They may never have been enculturated into their own group, either 
because their alcohol and drug abuse began during childhood or adolescence 
or because their families did not provide an enculturation learning experience 
(perhaps due to parental neurosis or alcoholism). A few have such negative 
feelings about their own ethnic group that they do not wish to resume their 
ethnic affiliations. Development of new ethnic behaviors and affiliations is 
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not a brief or easy process. As experience with therapeutic communities has 
shown, it requires a few to several years. 

There is, of course, a spectrum between these two extremes, so that some 
people resume aspects of their previous lifeways at the same time that they 
adopt new behaviors and outlooks. 

Social Network Reconstruction 

Recovering alcoholics can be helped in bringing about the social 
engineering of a supportive network. They must be prepared to accept 
rejection, either because of past problems or because other people have full 
networks and cannot add to them. (There appear to be reciprocal inhibitions 
to enlarging the intimate social network beyond a certain maximum,71 
probably because the burden of reciprocity becomes too large.) Simply taking 
a history of past and current ethnic affiliations can help recovering alcoholics 
to assess their current status and set goals for themselves. 

Membership in Alcoholics Anonymous (AA) can facilitate network 
regeneration in two ways. First, attendance at AA meetings can temporarily 
substitute for more natural group affiliations in the community at large. It is 
not unusual for AA members early in their recovery to attend two to five 
different AA meetings each week. Secondly, four of the AA Twelve Steps can 
involve social network reconstruction. These are as follows: 

Step 5. Admitted to God, to ourselves, and to another human being the 
exact nature of our ways. 

Step 8. Made a list of all persons we had harmed, and became willing to 
make amends to them all. 

Step 9. Made direct amends to such people where possible, except when 
to do so would injure them or others. 

Step 12. Having had a spiritual experience as a result of these steps, we 
tried to carry this message to alcoholics, and to practice these 
principles in all our affairs. 

Role of Ethnicity in Treatment Programs 

Ethnicity strongly influences access to treatment. In a Massachusetts 
study, white drivers were more apt to be reached by drinking driver programs 
than were black drivers.72 Alcoholics having minority status, including 
Hispanic, black, and Indian alcoholics, have been less likely to enter white-run 

73-78 L . f f ·1·· I· fl treatment programs. ocatlOn 0 treatment aCI Itles can a so In uence 
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placement outside of an ethnic enclave. 81 Ethnic community attitudes may 
also influence treatment-seeking. It has been suggested that the great stigma 
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against alcoholism in Jewish communities25 and the continued support for 
heavy drinking in some black communities74 may inveigh against entry into 
treatment. 

For those minority individuals admitted to treatment in a white-run 
program, the treatment outcome appears to be good. In one white-run 
program, the treatment outcome among black and white patients at six 
months was the same.74 Analysis of treatment modalities, length of stay, and 
post-discharge referral have not shown ethnic bias.74,75,82,83 Despite favorable 
outcomes and absence of demonstrated bias during treatment, many ethnic 
minorities still choose not to enter majority facilities. 

This reluctance to enter treatment has been overcome to a considerable 
extent by establishing minority-run treatment programs, to which minority 
alcoholics come in large numbers.81 ,84 Indigenous or "folk" treatment 
modalities are sometimes included in such programs (such as sweat baths 
among Plains Indians). While long-term, careful, independent evaluations of 
these programs have not yet been widely done, early findings indicate that 
outcomes are comparable to those of majority-run programs.85 The advantage 
of ethnically oriented programs appears not so much that something 
particularly efficacious happens in treatment, but rather that the attraction to 
treatment is greater when one can join peers in a familiar setting. 

In the context of cross-cultural treatment, both transference and 
countertransference issues loom more important than with intracultural 
treatment. Minority patients often categorize the physician along with 
teachers, social workers, bosses, police, or judges at whose hands they have 
received unfair treatment. In the same way, the physician may label resistance 
as a character disorder although the patient's life experience may suggest that 
it is foolish to trust or be open with an authority figure from the majority 
society. In order to understand what transpires in this particular doctor­
patient relationship, the physician may be aided by attending to what 
anthropologists call the "emic" perspective: that is, seeking to understand the 
problem from the patient's point of view. This involves gaining some 
comprehension of the patient's world view, his or her attitudes toward 
alcohol, and the day-to-day problems and decisions which the patient must 
face. 

Culture and Primary Prevention 

Genetic and childhood loss studies on alcoholism have contributed 
greatly to our understanding regarding the etiology of alcoholism. But they 
have done little for prevention. Given the high prevalence of alcohol and 
neurotic disorders and their incomplete penetrance (ie, the influence of 
environmental factors over them), family planning or genetic engineering do 
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not appear to be likely alternatives. Moreover, since virtually all people may 
be prone to at least transient neurotic or alcoholic disorders at some time in 
their lives, genetic tinkering would not seem a panacea. 

What about cultural tinkering? Over history, two social strategies have 
proven successful in reducing or eliminating alcohol abuse. One of these is the 
abstinence model, as practiced by the Moslems and certain other religious 
groups. The other is the social learning model, as practiced by many para­
Mediterranean, Asian and African peoples. This includes the following: early 
family ensocialization into drinking during childhood or preteen years; 
drinking in a context of ritual or ceremony, with both sexes and multiple 
generations present; drinking while sitting and eating; taboos against solitary 
drinking and use of alcohol for self medication (eg, for "nerves," insomnia, 
colds); absence of facilities established primarily or solely for drinking (eg., 
taverns, bars, cocktail lounges). In recent years both the abstinence and the 
learning models have become progressively less effective in preventing 
alcoholism as secular values replace religious values and as people have more 
opportunity (especially with occupational and geographic mobility) to leave 
their original ethnic group and live among other peoples. 

Investigation of families with an alcoholic parent suggests that identity, 
taboo, and ritual can significantly influence the transmission of alcoholism.86 

They have found that families which abandon their rituals or passively accept 
interference in family rituals by an alcoholic family member are more apt to 
produce alcoholic children. The reverse is true in families which persist in 
ritual activities (eg., evening meals, celebrating holidays), actively limit the 
drinking or interference of ritual by the alcoholic member, have visitors, 
maintain discipline, take vacations and otherwise maintain continuity and 
identity as a family despite the alcoholism. These data may have preventive 
implications. As family members seek to deal with their disturbed and 
disturbing member, they may be able to adopt strategies which avoid the all 
too common repetition of this disorder in subsequent generations. 
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CHAPTER 4 

Altered Use of Social Intoxicants After 
Religious Conversion 

MARC GALANTER, MD 

A patient's positive attitude and his commitment to therapy goals are of 
central importance to the treatment of alcoholism. Denial of the illness, on the 
other hand, leads many alcoholics to drop out of treatment. It is, therefore, 
important to improve the means by which we may achieve a successful 
transformation in the alcoholic's attitudes. This chapter reviews material from 
a number of studies l- 6 conducted in two religious sects. It examines the 
marked transformations reported by sect members regarding social intoxicant 
use, as achieved through religious conversion. These findings are then related 
to the social psychology of altering patterns of intoxicant use. 

A number of new religious sects have arisen in recent years which appeal 
primarily to late adolescents and young adults. Many of these groups offer a 
life style which is closely organized around group norms and is relatively 
austere. Most discourage the use of drugs among their members. In order to 
gain some understanding of the role that large, cohesive groups such as these 
can play in altering drug use patterns, levels of drug use among sect members 
were examined on the basis of systematic self-reports. 

This work was conducted over the course of five years. Extensive 
interviews within two sects, the Divine Light Mission (DLM) and the 
Unification Church (UC), were used as a basis for developing self-report 
research instruments, which were then applied to large cohorts of members 
and potential members. Our initial report on this workl - 3 dealt with the 
effects of membership on an individual's psychological and social adjustment. 
In addition, however, these studies were also directed at patterns of social 
intoxicant use, that is, alcohol and marijuana. The following experimental 
subject groups were studied: long-standing members of the Divine Light 
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Mission and the Unification Church and persons undergoing recruitment into 
the Unification Church. 

Members of the Divine Light Mission, the first sect studied, are followers 
ofthe Guru Maharaj Ji. The Guru arrived in the United States in 1971, at the 
age of 13. His father had been a religious leader in India, and he was first 
accorded a position of respect and leadership shortly after his father's death; 
at that time the boy was only six. Upon coming to the United States, he soon 
developed a sizeable following. 

Americans in the sect employed many of the public relations techniques 
which have been developed in the West. For example, they soon produced a 
mass-circulation magazine and undertook extensive media pUblicity to bring 
out a large showing at one of their religious gatherings at the Houston 
Astrodome in 1974. Commitment to such organizing techniques set the DLM 
apart from certain smaller groups which also drew their ritual origins from 
India and which emphasized relative isolation and exclusiveness. The DLM, 
however, like such smaller groups, did place strong emphasis on meditation. 
Most members also maintained communal residences, with some living in 
Ashrams under the more strict religious regulations. 

At the time of the study, the DLM was philosophically opposed to drug 
use, but strict constraints were applied only to the minority of members who 
lived in Ashrams. The remainder were encouraged to understand the value of 
achieving spiritual enlightenment through meditation and religious expe­
rience, rather than through the use of external agents. 

The Unification Church, the second sect studied, is better known as the 
"Moonies." This religious group is organized around modifications of 
traditional Christian theology. The Reverend Sun Myung Moon is believed 
by members of this group to have a divine mission. 

Virtually all full members of the UC in the United States lived in close­
knit communal residences which place strong emphasis on extramarital 
sexual abstinence and abstinence from illicit drugs, as well as on conformity to 
behavioral norms and work assignments. The latter involve solicitation of 
charitable contributions and charitable sales, as well as recruitment for the 
sect. In addition, a certain number participate in small industries and sales 
operations run by sect members, and most spend some portion of their time in 
maintenance of the physical plant of church-owned buildings and in cooking 
or office work. Many of the new members are brought into the sect through 
organized workshops which have been established throughout the country. 

The subject groups were studied by means of interviews with members, 
conducted by the author with colleagues, followed by questionnaire admin­
istration. The studies were undertaken with agreement of the respective 
national organizations which conduct administrative matters for each of the 
sects. Because of this, assistance was available during administration from 
members, who were trained and supervised by the author. Respondents were 
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specifically instructed by the assistants to answer frankly and factually. 
Because ofthe willingness of members to cooperate with officially sanctioned 
activities, questionnaires were carefully filled out and items which were 
unclear were individually reviewed. 

Members of the DLM were surveyed at a national religious festival in 
Florida in 1975. A sample of 119 initiated members were selected in a random 
fashion at the time of registration for the festival. In 1977,227 American-born 
UC members were studied in large church residences in the New York area. 
Because of the residential policies of the UC, these members originally came 
from all parts of the United States. The third population studied consisted of 
104 nonmembers who in 1978 began three-week residential workshop 
sequences which can lead to joining the Uc. 

As indicated in the reports cited; members of both sects had a mean age in 
the mid-twenties and were predominantly white, with a majority of males. A 
majority had attended college, and of these about half had been graduated. 
The mean duration of membership was 21 months for the DLM and 34 
months for the UC members. The UC members had been introduced to the 
Unification Church at about the same age as had those in the sample of 
current workshop registrants. 

Questionnaire items addressed a number of demographic, psychological, 
and social issues. Subjects were also asked to assess their level of drug use 
during different two-month periods, along a five-point quantity-frequency 
scale ("not at all" to "more than once on most days") as indicated in Table 1. 
The drug categories which will be discussed here are marijuana (or hashish) 
and alcohol (wine, liquor or beer). The four two-month periods addressed 
were: "the most you ever took this drug during a two-month period before first 
contact with the sect," "the two months right before first contact," "the two 
months right after joining," and "the last two months [right before admin­
istration of the survey instrument]." 

TABLE I. Heaviest Use During Any Two-Month Period Before Joining the 
Sect: Divine Light Mission (DLM) Members, Unification Church (UC) Members, 

and UC Workshop Participants (UCW) 

Reponse distribution (%) 

1-3 1-2/ >1 per 
Sect None times week Daily day x2 p 

Marijuana DLM S S 20 21 ~} 36.13 <.001 
UC 21 22 23 12 
UCW 13 9 15 12 39} 

19.75 <.001 

Alcohol DLM 14 22 47 9 !} 2.51 uc 10 27 46 II 
ns 

IS} 
19.60 <.001 

UCW S 16 30 14 
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The long-standing members were also asked to respond to a series of 
eight items which reflected their feelings of social affiliation toward different 
groups of people inside and outside the religious sect. These were derived from 
items originally developed by Schultz7 for studying feelings of group 
cohesiveness. Responses were given on a five-point scale ("not at all" to "very 
much"). Typical items were (a) "They care for me," (b) "They are suspicious of 
me (scored in reverse)," and (c) "I like being part of their activities." The three 
groups which they were asked to evaluate with these items were (a) "the ten 
members you see most (in the sect)," (b) "all members (of the sect) the world 
over," and (c) "the ten (non-sect members) whom you see most." The 
differential responses on these items for each of the three target groups were 
examined to ascertain differences in affiliative feelings toward the respective 
groups. 

As indicated, long-standing members in both groups were asked to report 
on the two-month periods prior to contact with the sect during which they 
consumed the most alcohol and the most marijuana. Their responses are listed 
in Table I. Members of the DLM and UC workshop members reported higher 
levels of marijuana use than did their UC counterparts. For alcohol 
consumption, however, DLM and UC members had similar levels of use, and 
the workshop respondents had higher levels than the long-standing UC 
members. 

The incidence of any use at all of alcohol and marijuana among members 
of the DLM was calculated for each of four two-month periods to ascertain 
the effects of membership on social intoxicant use, and a decline in incidence 
was found, as indicated in Table II. This decline persisted up to the time of 
questionnaire administration. A similar decline was observed in "moderate to 
heavy" drug use. 

Affiliative feelings toward the sect were considered in relation to the 
decline in use of alcohol and marijuana. First, reported levels were examined 
in the DLM for the two two-month periods immediately before introduction 

TABLE II. Social Intoxicant Use Relative to Joining the Divine Light Mission 

Respondents using drugs (%) 

Most Right Right Last 
before before after two 
joining joining joining 

Q 

months QValue 

Marijuana ever used 92 82 44 42 129.7 
daily use 65 45 0 7 154.2 

Alcohol ever used 86 71 29 33 140.9 
daily use 17 13 0 47.7 

a 
Cochran Q Test, all comparisons significant P <.001 
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to the sect and immediately after joining. Using the quantity-frequency rating 
scale given in Table I, the mean decline in scores on this scale was 43% for 
marijuana and 32% for alcohol. Second, responses on the social affiliation 
scale were then examined to demonstrate relative affiliative ties of members 
both inside and outside the sect. Members' mean responses to affiliation scale 
items reflected closer ties toward both the members they saw most often (mean 
4.31) and the membership overall (4.07) than toward the nonmembers they 
saw most often (3.31). These comparisons of group means were highly 
significant (P < .001). Finally, the declines in scores on the alcohol and 
marijuana scales were used as dependent variables in two stepwise multiple 
regression analyses. The cohesiveness items served as independent (predictor) 
variables. The resulting mUltiple correlations showed that cohesiveness items 
were significant predictors of decline in alcohol and marijuana use (accounting 
for 15% and 14% of the variance, respectively). 

With regard to contemporaneous use, UC members were also polled for 
marijuana and alcohol consumption at the time ofthe study. A small number 
used some marijuana or alchol during the most recent two-month period, and 
each of the two drugs was used on a daily basis by only one (0.4%) of the UC 
members during the most recent two-month period. 

It is possible to compare the DLM and UC for relative decline in 
intoxicant use. The ubiquitous incidence of any marijuana use at all among 
the DLM members declined by a half from 92% to 42%, after joining. The 
decline among UC members, however, was more precipitous (79% to 3%), 
probably reflecting a more restrictive attitude in the UC toward the use of an 
illicit drug, albeit a social intoxicant. 

Use of alcohol, a licit intoxicant, is less restricted among UC members 
than use of marijuana. The incidence of alcohol use for the same periods did 
not decline as precipitously (from 90% to 13%) as did marijuana use. In 
addition, daily use of marijuana continued for a significant portion (7%) of 
DLM respondents, although daily use among UC members virtually disap­
peared (0.4%). Relative to the UC, the DLM is somewhat more permissive 
with marijuana, a drug closely associated with the counterculture, and 
perhaps more compatible with the group's accepting attitude at that time 
toward positive aspects of altered states of consciousness, as expressed in the 
sect's openness toward transcendental experiences during meditation. It would 
appear that the nature of atypical or deviant drug use in the sects, as well as 
normative patterns of use, is also colored by informal social norms. 

Let us now consider some implications ofthese findings. The mechanisms 
by which society exercises control over social intoxicants may be divided into 
two types: formal social controls, which reflect explicit social regulation and 
legal codes, and informal social controls, which operate by consensus and by 
the pressure inherent in social relations. In our own society examples of 
formal controls include laws against unlicensed liquor production, legal 
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restraints on the sale of marijuana, and codes involving physicians' prescribing 
of certain drugs subject to abuse. Informal controls include parental pressure 
on teenage children, disapproval by strangers of public drunkenness, and 
pressure from coreligionists to conform to codes for proper behavior. 
Significantly, the second group are generally conceded to carry the principal 
weight of the regulation of drug use. 8 In a setting in which religion is 
influential, religious norms may then assume a primary role in the network of 
informal social controls. 

A cross-cultural perspective on this issue is useful here. DeRios and 
Smith9 reviewed patterns of drug use in nonindustrial societies. They conclude 
that drug use is generally a means to a socially approved end, such as 
contacting the supernatural. They observe that drugs are used to reconfirm 
the values of the culture. In most cases, drug use is controlled by rituals rather 
than by legal means. 

It is interesting to note that even when rigidly applied formal controls are 
the principal means of regulation, the components of an informal network are 
still important. An interesting example of this existed among the pre­
Columbian Aztecs, where mUltiple offenses of drunkeness comprised a capital 
offense, part of the system of formal social controls in that punitive society. 
Concomitantly, however, the Aztec culture had a mythology which described 
alcohol as a potentially dangerous drug and had specific myths involving the 
difficulties experienced by Aztec gods in relation to excessive drinking. lo 

These components of the informal control systems served to support the 
formally defined behavioral norms. 

Alcohol, because of its ubiquity, also offers the opportunity for study in a 
large number of cultures. Horton was able to study the incidence of drunken­
ness in primitive societies and ascertained that it "is determined less by the level 
of fear in society, than by the absence of corporate kin groups with stability, 
permanence, formal structure, and well-defined functions."ll We therefore 
find that the interplay between drug use and the informal social structure may 
have to be understood as an interaction between behavioral phenomena with 
complex cultural antecedents. Either one may affect the form which the other 
takes. 

The large-group phenomena described here apparently exerted consid­
erable influence in altering members' behavioral norms. A related model may 
provide assistance in gaining a better understanding of the considerable 
potency and cost-effectiveness of Alcoholics Anonymous (AA). Given the 
observations reported here, the following traits of large-group therapy for the 
alcoholic may apply both to self-help groups and religious sects: large-group 
size vs. small therapy-group size (such as large chapter meetings); high level of 
social cohesiveness and a shared support system; intense, nonrational or 
antirational belief system; members' psychological well-being correlated with 
cohesiveness and a consensual belief system5; major behavioral norms, such as 
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those for drinking, determined by the group; and an explicit system of rituals 
(such as the Twelve Steps of AA). 

Some of these traits have already been studied in relation to large-group 
phenomena which contribute to diminished drinking. For example, the 
development of cohesive social relations within the AA membership has been 
emphasized by Trice and Roman for its importance in stabilizing membership 
and conformity to group norms. 12 In addition, ascription to the norms of 
traditional religious groups has also afforded changes in attitude toward 
alcohol consumption. Examples range from Christian conversion expe­
riences 13 to peyote ceremonies of the Native American Church. 14 

Our understanding of the psychological forces which lead to behavior 
and attitude changes in charismatic religious groups may therefore have wider 
application. Perhaps professional approaches to group treatment of the 
alcoholic may in time incorporate some of these large-group principles. 
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CHAPTER 5 

Alcoholism and Clinical Psychiatry 

JOEL SOLOMON, MD 

The association between alcoholism and psychiatric disorders has been the 
subject of many studies, reviews, and myths. Alcohol has been implicated as 
the agent responsible for a variety of psychiatric disturbances, and psychiatric 
factors have frequently been described as underlying all cases of alcoholism. 

Various descriptions of the behavioral effects of alcohol abuse have 
changed over time. This was probably a function of the various cultural 
climates in which the effects occurred and their acceptance or rejection in that 
culture. In some ways the history of alcoholism is not unlike that of 
psychiatry; at times the alcoholic lunatic was accepted as a pathetic yet 
tolerated part of society and at other times was banished to the fringes or 
asylums. Our understanding of the relationship between alcoholism and 
psychiatry has advanced slowly, partly because of the moral issues which have 
so heavily permeated both fields and have frequently been thought to be 
responsible for excessive drinking and the problems which arose as a result of 
it, particularly the behavioral ones. 

It was a psychiatrist, Dr. Benjamin Rush, who in 1786 first defined 
alcoholism as a disease. Rush, the founder of modern psychiatry, contributed 
in several ways toward developing an understanding of alcoholism. 

First, he identified the causal agent-spirituous liquors; second, he clearly 
described the drunkard's condition as loss of control over drinking behavior-as 
compulsive activity; third, he declared the condition a disease; and fourth, he 
prescribed total abstinence as the only way to cure the drunkard.' 

As might be expected, he also strongly supported the temperance movement 
which saw the alcoholic as a weak-willed sinner and degenerate who did not 
possess the inner strength to abstain from intoxicating beverages-an early 
expression of the ambivalence toward the alcoholic by the psychiatric 
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community. In fact, many of Rush's writings about alcohol were concerned 
with the harmful effects of alcohol, including "insanity.,,2 

Until only recently, psychiatric problems in alcoholics were thought to 
result almost exclusively from the excessive use of alcohol on either an acute 
or chronic basis, and there was little attempt at evaluating any other kind of 
relationship. Among the acute changes were those first described by Krafft­
Ebbing (quoted in Banay3) as a pathological alcohol reaction, later called 
acute alcohol insanity and finally pathological intoxication. 

As an example of the chronic effects of excessive alcohol use, Bowman 
and Jellinek4 described a variety of psychiatric syndromes which resulted 
from the chronic ingestion of alcohol. Many of them, as we know today, are 
mostly neurologic in origin, but, since they become manifest behaviorally, 
they were classified as psychiatric. In Bowman and lellinek's historical review, 
many of the acute and chronic psychoses occurring in the alcoholic are 
described. 

The historical relationship between alcoholism and psychiatry is an 
interesting one. Unfortunately, many aspects ofthis relationship were used for 
purposes not entirely scientific and probably led to much of the confusion that 
currently exists, since both alcoholism and mental illness have been ascribed 
to a variety of negative attitudes, values, and social stigmata. For example, 
many apocryphal stories regarding the acute and chronic behavioral effects of 
alcohol were used by the fundamentalist groups to support their moralistic 
position concerning alcohol and the people who consumed it. 

Much of the so-called scientific literature of the time attempted to prove 
that most cases of insanity were the direct result of alcohol use and that if 
alcohol were banished insanity would disappear as well. It is clear that this 
type of prohibitionist-era thinking was successful in retarding research 
concerning the abuse of alcohol and psychiatric illness. Unfortunately, some 
of these moral attitudes vis-a-vis alcoholics have not fully disappeared from 
our current thinking in spite of repeal of the Eighteenth Amendment. 
However, with time, the sin and vice that were alcoholism became replaced 
with the disease, which, although more socially acceptable, nevertheless 
carried many of the stigmata of other social diseases. 

As the movement toward prohibition continued, the recognition that 
alcoholism represented a serious health problem was also taking place. At the 
urging of social organizations, a number of public institutions for the 
treatment of alcoholics were established. The first such institution, The New 
York State Inebriate Asylum, was opened in 1858.5 This effort, however, was 
short lived, and in 1879 this institution was converted into an insane asylum. 
Other facilities that had been established for alcoholics also closed and the 
residents were placed in these converted insane asylums or almshouses. The 
general level of care and understanding of alcoholism is described by 
Rothman: 
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Since local officials institutionalized not only the needy but the drunks and public 
nuisances as well, and since these structures did not permit any degree of 
classification, a motley assortment of people mingled about. No one regulated the 
daily routine of these institutions. There was little attempt to keep inmates at work, 
except perhaps forthe occasional superintendent who held out the reward ofliquor 
to those who would labor.6 
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Although Rush's primary concern was that of abstinence, his concept of 
alcoholism as a disease continued to flourish and develop into a combination 
of medical, moral, and social attitudes and responses towards alcoholism. 

As the prohibitionist movement was gaining strength in the United 
States, another movement which was also to have an effect on our 
understanding of alcoholism was beginning to develop in Europe. In some 
ways equally orthodox, this movement, psychoanalysis, did not try to 
prohibit alcoholism and its psychiatric sequelae, nor assign moral value to it. 
It attempted, rather, to understand it from a particular perspective. Although 
relatively little about alcoholism was known from the psychoanalytic 
perspective, there were a number of analysts who did take an interest in it, 
such as Fenichd and Rado. 8 Knight,9 for one, felt that the small number of 
articles on psychoanalysis was due to the few alcoholics who were seen in 
treatment. On the other hand, this may be due to the reluctance of 
psychoanalysts to identify alcoholics. From Knight's perspective, 

Alcohol addiction is a symptom rather than a disease-because the excessive 
drinking is the outstanding presenting complaint. In spite of the conviction of most 
alcoholics that they would be quite normal if only they could stop drinking, one 
never finds an alcoholic who is a psychologically healthy person when sober. There 
is always an underlying personality disorder evidenced by obvious maladjustment, 
neurotic character traits, emotional immaturity or infantilism and often by other 
neurotic symptoms. I n some cases, if not in all, thinly veiled psychotic trends­
especially paranoid and schizoid features-are discovered. In symptoms of 
excessive drinking, one sees both the regressive acting out of unconscious libidinal 
and sadistic drives and the progressive attempt at solution or cure ofthe conflict by 
means of ingestion of a pharmacologically potent substance, which is thus 
exploited both as a means of obtaining forbidden gratifications and carrying out of 
otherwise repressed hostilities (ego-alien impulses) and a dissolver of inhibitions 
and anxieties (ego-protective impulses).' 

Rather than addressing the acute or chronic psychiatric complications of 
alcoholism, the psychoanalysts looked for causes. They generally agreed that 
psychiatric problems which occurred in alcoholics were not necessarily moral 
shortcomings, but rather oral ones. This psychoanalytic perspective continued 
to be developed, but in a somewhat different context. As will be described, it 
was Winokur and his group who attempted to classify alcoholics according to 
whether there was an underlying primary psychiatric disorder or whether the 
alcoholism itself was primary. 10 

This psychoanalytic position, whereby all alcoholics were thought to be 
on a regressive flight from reality through alcohol, was balanced by yet 
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another group who saw the problem in neither moral nor oral terms but rather 
felt the problem of alcoholics was alcohol. Alcoholics Anonymous, founded 
in 1934, took the position that not all alcoholics were psychiatrically disturbed 
and that once the alcoholic achieved sobriety he could once more become a 
responsible member of society. They felt that sobriety could be achieved not 
through lengthy psychoanalysis for the oral problems, but rather through 
reorganization of one's life-style with help from the fellowship to exclude 
alcohol from the individual's psychosocial system. 

A variety of models of alcoholism have been developed to explain the 
etiology and pathogenesis of alcoholism and to justify how the alcoholic 
patient has been treated. More recently, there have been attempts not to 
search for the cause of alcoholism in disturbed morals, frustrating mothers, or 
uniquely in the drug (alcohol) itself, but rather to view alcoholism as a 
common behavioral pathway in a process that may have several origins-one 
of which may be psychiatric in nature. 

Although the diagnosis of alcoholism as a psychiatric disorder and the 
generalization of all alcoholics having severe psychopathology have been the 
subjects of much controversy, recently a more enlightened psychiatric 
position has begun to emerge. This position was concretized with the 
publication of the Diagnostic and Statistical Manual of Mental Disorders 
(Third Edition).!! The position acknowledged the normal and appropriate use 
of alcohol under recreational circumstances. From this point of nonpatho­
logical use, changes associated with pathological patterns of use and impaired 
social or occupational functioning of at least one month's duration were 
designated as alcohol abuse (see Table I). If tolerance and withdrawal upon 
cessation occurred, tt>'! diagnosis then became alcohol dependence (see Table 

TABLE I. Diagnostic Criteria for Alcohol AbuseD 

A. Pattern of pathological alcohol use: need for daily use of alcohol for adequate functioning; 
inability to cut down or stop drinking; repeated efforts to control or reduce excess drinking 
by "going on the wagon" (periods oftemporary abstinence) or restricting drinking to certain 
times of the day; binges (remaining intoxicated throughout the day for at least two days); 
occasional consumption of a fifth of spirits (or its equivalent in wine or beer); amnesic 
periods for events occurring while intoxicated (blackouts); continuation of drinking despite 
a serious physical disorder that the individual knows is exacerbated by alcohol use; drinking 
of nonbeverage alcohol. 

B. Impairment in social or occupational functioning due to alcohol use: eg, violence while 
intoxicated, absence from work, loss of job, legal difficulties (eg, arrest for intoxicated 
behavior, traffic accidents while intoxicated), arguments or difficulties with family or friends 
because of excessive alcohol use. 

C. Duration of disturbance of at least one month. 

'Source: American Psychiatric Association (DSM-I1I), 1980. 
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TABLE II. Diagnostic Criteria for Alcohol DependenceQ 

A. Either a pattern of pathological alcohol use or impairment in social or occupational 
functioning due to alcohol use: 

Pattern of pathological alcohol use: need for daily use of alcohol for adequate functioning; 
inability to cut down or stop drinking; repeated efforts to control or reduce excess drinking 
by "going on the wagon" (periods of temporary abstinence) or restricting drinking to certain 
times of the day; binges (remaining intoxicated throughout the day for at least two days); 
occasional consumption of a fifth of spirits (or its equivalent in wine or beer); amnesic 
periods for events occurring while intoxicated (blackouts); continuation of drinking despite 
a serious physical disorder that the individual knows is exacerbated by alcohol use; drinking 
of non beverage alcohol. 

Impairment in social or occupational functioning due to alcohol use: eg, violence while 
intoxicated, absence from work, loss of job, legal difficulties (eg, arrest for intoxicated 
behavior, traffic accidents while intoxicated), arguments or difficulties with family or friends 
because of excessive alcohol use. 

B. Either tolerance or withdrawal: 

Tolerance: need for markedly increased amounts of alcohol to achieve the desired effect, or 
markedly diminished effect with regular use of the same amount. 

Withdrawal: development of alcohol withdrawal (eg, morning "shakes" and malaise relieved 
by drinking) after cessation of or reduction in drinking. 

'Source: American Psychiatric Association (DSM-III), 1980. 

II). By definition, alcohol abuse and dependence were now psychiatric 
disorders. It is important to note that issues of predisposition, social 
implications, and the temporal process of alcoholism were also addressed. 
Psychiatry was finally beginning to pay attention to the complex nature of 
alcoholism. 

Psychiatric symptomatology may be present in many ways and at many 
points in time along the alcoholic pathway. It is, therefore, obviously essential 
to evaluate any symptoms in the context of the entire dynamic process. For 
example, the questions that could be asked when evaluating a hallucinating 
alcoholic patient might be: Are these hallucinations those of a schizophrenic 
patient and unrelated to any drinking? Are they hallucinations of alcohol 
withdrawal, or acute intoxication, or an organic brain syndrome? Halluci­
nations are but one of many symptoms common to alcoholism and a variety of 
other psychiatric disorders. As with any psychiatric patient, attempts to 
evaluate the alcoholism on the basis of one symptom is bound to be 
misleading at best. There may be psychiatric factors which predispose some 
individuals to develop alcoholism and, conversely, alcohol may playa role in 
the development of psychiatric disorders. Just as psychiatric symptoms may 
arise as a result of both the acute and chronic effects of alcohol, any 
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psychiatric disorder may independently coexist in a person with alcoholism; 
and just as there are psychiatric patients who never develop alcoholism, there 
are also alcoholics whose psychopathology is basically alcoholism. 

Many alcoholic patients have concurrent psychiatric illness, and many 
psychiatric patients are also afflicted with alcoholism. The association 
between these two conditions has been well documented by many authors in a 
variety of clinical and research settings. Crowleyet al 2 looked at problems of 
alcohol and drug abuse in 50 consecutive admissions to an adult psychiatric 
inpatient ward and found that alcohol contributed to over one fourth of the 
admissions. Fowler, 13 at a Veterans Administration Hospital, found that 53% 
of admissions to the psychiatric inpatient service met the diagnostic criteria 
for alcoholism. In this group of alcoholic patients, 33% were diagnosed as 
only having alcoholism, while 67% had another psychiatric diagnosis in 
addition to alcoholism. 

Alcoholic patients are also overrepresented in psychiatric emergency 
rooms and clinics. Idestrom/ 4 in an extensive study carried out at the 
Karolinska Hospital Psychiatric Emergency Service, found 35% of the 
patients seen there to be alcoholic. 

In another study of alcoholics who arrived at a psychiatric emergency 
room, Schwarz and Feldls found that during an eight-week period, of the 305 
patients who were diagnosable as alcoholic, 116 were admitted to the hospital; 
alcoholic psychosis was diagnosed in 28%, personality disorder in 54%, and 
chronic brain syndrome in 35%. 

In a similar type of study, of 4,086 outpatients seen in several psychiatric 
clinics during a one-year period, 435 or 10% were also diagnosed as excessive 
drinkers. The psychiatric diagnosis for these excessive drinkers ranged from 
40% who had personality disorders, 18% with either mental deficiency or 
organic brain syndromes, 15% with no mental disorder or undiagnosed, 9% 
with a diagnosis of psychosis, and 6% with a diagnosis of neurosis.1 6 

From the other perspective, Tyndall? found that 100% of 1,000 patients 
who were hospitalized for alcoholism could be psychiatrically diagnosed 
according to criteria in the Diagnostic and Statistical Manual of Mental 
Disorders (Second Edition). The psychiatric diagnosis for these patients who 
were hospitalized primarily for alcoholism were: 58% neurotic, 6% psychotic, 
36% personality disorders, 4.2% affective psychosis, 1.3% schizophrenia, and 
0.5% paranoia. 

Other authors have also looked at groups of alcohol patients, and, 
although a diagnosis was not applicable to all patients as Tyndal found, it was 
present in many. For example, Halikas et al 8 recently reported on the results 
of structured psychiatric interviews in 71 women alcoholics. Among their 
findings was that 56% fulfilled the criteria for a psychiatric diagnosis in 
addition to alcoholism. 

Other authors have looked at the familial associations between alco-
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holism and psychiatric disorders. Pitts and Winokur!9 interviewed 748 
consecutive patients admitted to a psychiatric service and found there was 
significantly more alcoholism among the immediate male relatives of the 
entire psychiatric patient group as well as the affective disorder, schizophrenic, 
neurotic and alcoholic subgroups, than in a control population. 

From these reports and others, there is little doubt that alcoholism and 
psychiatric disorders coexist in many patients, and there are many studies in 
which demographic, epidemiological, and diagnostic data are reported upon. 
There are, however, very few reports which examine the interaction of these 
two conditions and the particular relationships which may exist between 
them. The fact that a specific psychiatric disorder occurs more frequently in 
alcoholic patients and vice-versa, although important to recognize, sheds little 
light on whether it predisposed the individual to alcoholism; predated the 
alcoholism, but yet was independent to its development; or arose as a result of 
an individual's alcoholism. 

As mentioned previously, Winokur and his co-workers iO were particularly 
interested in this question of the temporal relationship between alcoholism 
and psychiatric disorders. In a study of259 alcoholic patients, they found that 
they were able to group them on the basis of the primacy of the alcoholism or 
of the psychiatric disorder. For example, an individual who by history 
fulfilled the diagnostic criteria for affective illness and who recently began 
drinking in an alcoholic fashion would be considered to have a primary 
affective disorder with secondary alcoholism. On the other hand, a patient 
who has for many years had several areas of his life complicated by the effects 
of alcohol and who has recently developed a depression would be considered 
as having primary alcoholism with a secondary affective disorder. The 
authors found they were able to delineate three major groups of alcoholics: (I) 
primary alcoholics, (2) depression alcoholics, and (3) sociopathy alcoholics. 
Males tended to predominate in the first and third group while women were 
more common in the second. They also found that in first-degree relatives, 
alcoholism was seen more frequently in primary alcoholics, depression in the 
depression alcoholics, and sociopathy in the sociopathic alcoholics. 

Rimmer et apo followed up on this concept of diagnostic differences 
among alcoholics based on history to see if there were any clinical differences 
among these groups. They did indeed find significant differences in both 
alcoholism histories and demographic variables. Additionally, they hypoth­
esized that the failure to establish a diagnosis and then base treatment upon it 
may be responsible for much of the ambiguity and conflict in the literature 
concerning treatment. Obviously, the making of a psychiatric diagnosis in an 
alcoholic patient should have more than just theoretical value. 

In 1970, Kissinet a12! postulated that the overall efficiency of alcoholism 
treatment was related to three major patterns of patient characteristics: (I) 
general prognostic factors-those patients who are socially stable, intel-
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lectually superior, psychologically intact, and well motivated will tend to do 
better regardless of the treatment to which they are assigned; (2) patterns 
related to acceptability-although this seems rather obvious, no matter how 
appropriate a modality may be considered for particular patients, they must 
accept the treatment in order for it to be considered effective; (3) specific 
prognostic factors-that is, the array of patient characteristics which make 
them most appropriate for a given treatment modality and consequently most 
likely to succeed in it. 

With this outline serving as a hypothesis, 405 patients were randomly 
assigned to one of three different treatment modalities: (I) a medical model, 
(2) a psychological model, and (3) a social model. Patients were followed for 
one year after intake and evaluated on a 4-point scale of improvement. Those 
patients who could not be contacted for follow-up were considered as 
treatment failures. Success was determined by abstinence or near abstinence 
plus significant social and vocational adjustment during the six months prior 
to evaluation. 

Based upon the results of this study, three groups of patients were 
identified and matched to three specific treatment modalities. One of these 
groups was found to be those patients who carried in addition to alcoholism a 
psychiatric diagnosis. When assigned to a treatment modality specifically 
designed to address the psychiatric problem, these patients did significantly 
better than a similar group of patients who were offered other types of 
treatment or nonpsychiatric patients who were offered this type oftreatment. 

Not only can psychiatric diagnosis act as a prognostic factor; Panepinto 
et aP2 showed how it might also act as an indication of participation in 
treatment, if indeed the treatment was based upon it. They found that patients 
who were diagnosed as schizophrenic and put into treatment employing 
primarily a medical model had more doctor visits over a longer period of time 
than did patients with various personality disorders. Clearly, the defining of 
psychiatric characteristics of alcoholic patients, and developing a treatment 
based upon them, is an approach which can affect the outcome in a positive 
way and which should obviously be explored further. 

In addition to primacy of the alcoholism or the psychiatric disorder, there 
have been several attempts to develop a typology of alcoholism based upon 
psychopathology and early familial history of alcoholism. For example, a 
recent report by Frances et aP3 found that among a large group of men 
admitted to the naval residential alcohol treatment program those who 
reported at least one family member with a possible drinking problem also 
showed more antisocial behavior and worse academic, social, and employment 
performance. This group might be related to the "essential" alcoholic as 
described by Knight,9 who thought it to be more severe and, therefore, more 
difficult to treat. He likened this form of alcoholism to process schizophrenia 
and thought both had a generally poor prognosis. Tartar et aP4 hypothesized 
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that there was a subgroup of alcoholics who as children displayed symptoms 
of minimal brain dysfunction and as young adults began to consume excessive 
quantities of alcohol. They did not, however, reveal the presence of other 
major psychiatric disturbance. These patients were described as primary 
alcoholics. They also raised the possibility that the secondary alcoholics were 
normal children who as adults became psychiatrically disturbed and turned to 
alcohol for symptomatic relief. 

Another area if interest is the recent discovery of a variety of neuro­
transmitters which are thought to playa role in the development of mental 
illness.2s Several of these neurotransmitters may also be of importance in the 
field of alcoholism, since they have shown alterations with chronic alcohol 
consumption which might account for some ofthe psychiatric syndromes seen 
with prolonged alcohol use. The question has also been raised as to whether 
the lack of or excess of a particular transmitter may predispose an individual 
to develop alcoholism. 26 The endorphins are thought to interact in particular 
with a dopaminergic neurotransmitter system, and although their role in the 
actual development or perpetuation of psychosis is unclear, the dopamine 
system was also found to be altered by the chronic exposure to alcohol.27 The 
whole field of neurotransmitter pharmacology has been moving extremely 
rapidly and may soon offer new insights into alcoholic subgroups and 
drinking behavior. 

The issues of subgroups of alcoholics is particularly important in terms 
of treatment. Now that alcoholism is being more clearly defined and 
understood, we are seeing that different groups of people may develop 
alcoholism at different rates and in different patterns-patterns which mayor 
may not include a psychiatric disorder. The specific psychiatric disorders are 
covered in depth in each of the subsequent chapters and consequently will not 
be discussed here. 

There is no evidence to substantiate a general theory of alcoholism and 
psychiatric disorders. Alcoholism can mask, mimic, precipitate, or inde­
pendently coexist with the gamut of psychiatric disorders. These psychiatric 
symptoms or syndromes may predate the alcoholism and playa role in its 
etiology. They may result from the acute effects of alcohol such as 
intoxication and withdrawal, or they may develop as a consequence of 
longstanding, chronic, compUlsive alcohol abuse. They may also indepen­
dently coexist in the same patient with no causal relationship but may in some 
way influence the course of the other condition. 

Treatment for alcoholism is no longer only the treatment of the 
underlying pre-oedipal causes as described by Knight,9 since we now 
understand that psychiatric of psychological factors are not the only ones that 
may precipitate and propagate alcoholism. In some patients, however, they 
may playa role which requires equally careful attention, since they may be 
causal in the development of alcoholism. On the other hand, they may develop 
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as the result of chronic alcoholism and in this case, too, will need careful 
evaluation and attention. 

Psychiatry and alcoholism have a long and confusing history. This 
history is replete with moral, religious, legal, medical, and psychiatric nuances 
which have made clarification of the relationship ambiguous and frequently 
difficult. Consequently, the role of the psychiatrist has also been unclear. 
Better understanding of this relationship will begin to shed light on some of 
the most confusing yet potentially important aspects of both conditions. 
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CHAPTER 6 

Alcoholism and Schizophrenia 

MARTIN S. KESSELMAN, MD, JOEL SOLOMON, MD, 
MALCOLM BEAUDETT, BS, and BARBARA THORNTON, RN 

Clinical experience indicates that the concurrence of alcoholism and schizo­
phrenia in the same individual is a far from unusual circumstance. Clinicians 
generally attribute a poor prognosis and stormy course to the combination 
and it is not uncommon to find alcohol treatment programs which reject 
patients with the stigmata of functional psychosis, or so-called schizophrenia 
treatment units which prematurely discharge or refuse to accept patients with 
a history of serious alcohol abuse. 

In view of the commonplace and vexatious nature of the problem, one 
would expect to find an ample literature on this sUbpopulation. One would 
like to know, for instance, how their clinical course differs from patients with 
the separate diagnoses of alcoholism or schizophrenia. Would treatment for 
schizophrenia or alcoholism alone sufficiently ameliorate the level of 
pathology so that the need to treat the other diagnosis is affected? Or, if not, 
should the alcoholism or the schizophrenia be treated first, or should both be 
treated concurrently? How does treatment outcome for this group differ from 
that for patients with alcoholism or schizophrenia alone? Unfortunately, the 
published literature on this subject is scanty. For example, there are no joint 
citations in the index of the most recent three-volume edition of the 
Comprehensive Textbook of Psychiatry. 1 Similarly, the five-volume compre­
hensive review of alcoholism by K.issin and Begleiter2 contains only a single 
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page on the topic. It is clear, therefore, that a major area of clinical 
investigation remains to be explored. Confronted with what were apparently 
large numbers of patients in the category of this combined diagnosis, the 
Department of Psychiatry at the State University of New York Downstate 
Medical Center has sampled a small group of about 40 patients from both 
inpatient and outpatient services with combined and separate diagnoses. (In 
the course of this paper the phrase "combined diagnosis" refers to patients 
who bear the diagnosis of both schizophrenia and alcoholism.) This group has 
served solely as a "benchmark" against which to measure some of the 
impressions gleaned from the literature and to generate several hypotheses of 
our own. Clearly the group is too small and uncontrolled to serve as the basis 
for firm conclusions. It is important to note, however, that the patients were 
assessed in terms of the diagnostic criteria of the Diagnostic and Statistical 
Manual of Mental Disorders-III (DSM-III), and therefore we are provided 
with a major advantage in diagnostic stringency over earlier reports. (See, for 
example, Freed, who felt that a methodological flaw in many studies was 
based upon flexible diagnositc criteria. 3) Patients in all our groups were drawn 
from an inner city ghetto popUlation in which the diagnoses of chronic 
alcoholism and schizophrenia of all types is heavily represented. 

Incidence 

It has been argued that in some cases alcohol abuse may characterize the 
behavior of patients in the elated phase of a bipolar psychosis. If a parallel 
situation should exist in the case of schizophrenia, one might expect a higher 
incidence of alcoholism among schizophrenics than among the popUlation 
group from which they are drawn. Similarly, if alcoholism serves as a defense 
in some patients against further devolution into the psychotic process, one 
might expect a lower than anticipated incidence of schizophrenia among 
alcoholics. Psychotic patients whose drinking is deeply enmeshed in their 
disordered behavior are not uncommon, and the development of a schizo­
phrenic picture during alcohol withdrawal has also been described.2 It would 
be hoped, therefore, that population studies might help to elucidate some of 
the assumptions which underlie our understanding of these illnesses. 

Unfortunately, a comprehensive historical review of prevalence studies in 
both the alcoholism and schizophrenia literatures fails to clarify this issue. 
Freed's paper3 is a major contribution to this field. It is clear from his 
extensive review that there is a wide range in the reported incidence; for 
schizophrenia among alcoholics, for example, figures range from t% among 
797 inpatients in a short-term alcoholism treatment unit to 33% of t, t 7 t 
patients in a V A Hospital. From the other perspective, the prevalence of 
schizophrenic patients abusing alcohol varies between 3% and 63%. On the 
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state hospital ward from which we drew our experience, approximately 33% 
of the patients admitted with a diagnosis of schizophrenia are identified as 
alcohol abusers. Clearly, it is impossible to interpret these figures without 
knowing the prevalence of alcohol abuse in the population from which our 
schizophrenics were drawn, data which we do not have at this time. 

Some studies have been published which investigate the prevalence of 
alcoholism in thefamilies of schizophrenics. As one might expect, it appears 
that the families of schizophrenic pro bands will display higher rates of 
alcoholism if the family members themselves come from populations afflicted 
by that disease. For example, in his comprehensive review of the schizophrenic 
disorders,4 Manfred Bleuler cited three large studies which report the 
prevalence of alcoholism among the fathers of a combined sample of 408 
schizophrenics. His figures range from 3.2% to 24.2%. In these studies, it was 
clear that this range reflected the provenance of the sample rather the effect of 
the schizophrenic diagnosis. 

A recent study of Rimmer and Jacobsen5 used a more sophisticated 
design. They compared schizophrenic adoptees and their biological relatives 
with control adoptees and their biological relatives. They concluded that 
"neither schizophrenics nor their relatives had higher rates of alcoholism than 
did controls." 

In our own sample, the alcoholic/schizophrenic group lay between pure 
alcoholics and pure schizophrenics in giving a positive family history of 
drinking. Sixty-two percent of the patients with the combined diagnosis and 
100% of the patients with alcoholism gave such a history. None of the 
nonalcoholic schizophrenics did. Although we do not fully understand the 
determinants of drinking behavior, it appears likely that schizophrenics learn 
to drink the same way nonschizophrenics do. 

The data, therefore, fail to support the implication that schizophrenia 
and alcoholism are anything but unrelated entities, although with the possible 
exception of the Rimmer and Jacobsen study, the published studies may be 
faulted on the basis of diagnostic adequacy or methodological design. This 
does not mean that the clinician treating a patient with the combined 
diagnosis can afford to ignore the presence of both diagnoses or their effect on 
each other. 

Interaction of Alcoholism and Schizophrenia 

The ways in which patients with the combined diagnoses may present a 
more complicated treatment picture may arise from several issues: the 
diagnosis may be confused at least temporarily because the two clinical 
pictures may consist of similar symptoms; the patients' drinking behavior may 
modify the patient's schizophrenic course or vice versa; the long-term 
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prognosis may be affected by the concurrent illness; one may have to modify 
one's psychopharmacological treatment regimen to take the other diagnosis 
into account; one may have to modify the nonpharmacological aspects of 
treatment; and finally, the high incidence of medical complications in 
alcoholism may significantly affect one's treatment plan for the patient's 
schizophrenia. The foregoing considerations serve as a basis for review of 
several salient points in the diagnosis and treatment of this population. 

Diagnostic Issues 

It is likely that some of the conflicting impressions concerning the 
combined occurrence of alcoholism and schizophrenia have their source in the 
shifting diagnostic criteria which have been adopted in these conditions. The 
third edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-III),6 utilizes more objectifiable and reliable bases for diagnosis. 
Borderline conditions, schizophreniform disorder, and schizoaffective schizo­
phrenia have been more precisely defined. There is some evidence that these 
conditions overlap the affective disorders.7 In light of recent evidence linking 
alcoholism and affective disorder ,8.9 one might expect that if these speculations 
are sustained, patients with these less typical schizophrenia-like disorders may 
resemble patients with affective disorders in their patterns of alcohol use. 
Certainly, among patients with borderline disorders who evince transient 
psychoses, a history of alcohol or drug abuse is quite common. In our clinical 
experience, it is not uncommon to find a similar history of alcohol abuse in 
patients in the excited phase of schizoaffective schizophrenia. 

It has long been common experience that chronic schizophrenic patients 
may show deterioration and a general failure of self-care, salient features of 
which may be an increase in impulsivity and alcohol abuse. These patients, 
however, seldom present diagnostic difficulties, since their psychosis will have 
antedated the heavy drinking and classic schizophrenic symptoms will have 
been well documented. 

The most vexing diagnostic problems are presented by the nonde­
teriorated patient who presents with the acute (or subacute) onset of 
hallucinations and delusions. Writing in 1911, Bleuler commented: 

The differentiation between delirium tremens and the agitated state of schizo­
phrenia is so simple that it is hard to understand how it is possible that so many 
schizophrenics are referred to institutions with a diagnosis of delirium tremens.'o 

A psychiatrist working in a contemporary emergency room or consultation 
service must be equally impressed by how many patients with alcohol 
withdrawal psychoses are referred with the diagnosis of schizophrenia. 

The symptoms of schizophrenia are prominent but not very discrim-
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inating. Hallucinations and delusions, which often provide the most striking 
features in the clinical picture, occur across many psychiatric illnesses; yet, 
when marked clouding of the sensorium is not present, hallucinating patients 
are almost automatically diagnosed as schizophrenic. Gross and his 
colleaguesll have emphasized that, contrary to the rather stereotyped pictures 
presented in textbooks, delirium tremens presents a rather variable clinical 
picture in the formation of which personality and cultural factors playa major 
pathoplastic role. These workers have emphasized that the presence of 
hallucinations cannot be accounted for entirely on the basis of clouding of 
consciousness. Hallucinations occur only in approximately 50% of schizo­
phrenics, and their presence must be explained on the basis of additional 
factors, for example, an inherent propensity to strong imagery.12 On the other 
hand, hallucinations are very common in alcoholism. Ninety percent of the 
patients in the Downstate series with combined diagnoses reported them, but 
then so did 100% of the outpatient alcoholics who reported having at one time 
experienced a withdrawal syndrome. In our series, schizophrenics suffered 
mostly from auditory and visual hallucinations. The alcoholics, on the other 
hand, tended to report hallucinations that involved a combination of 
auditory, visual, and tactile modes. The "pure" alcoholics tended not to be 
delusional, however, while patients with both diagnoses tended to be as 
delusional as did patients with schizophrenia alone. 

There are conflicting views as to just how sharply the phenomenology of 
hallucinations differs in these two groups. Alpert and Silverl3 found a 
difference in the quality of hallucinations which alcoholics and schizophrenics 
subjectively reported. For alcoholics, hallucinations could be localized in 
space, had a greater frequency of occurrence, and were relatively independent 
of emotional state. Schizophrenics' hallucinations had a more cognitive 
"taint" (they are sometimes referred to in classic psychopathology as 
"thoughts made audible"), were poorly localized, and showed a sensitivity to 
emotional arousal. Other workersl4 failed to find differences in the quality of 
hallucinations between diagnostic groups. The important heuristic point is 
that the presence or quality of hallucinations may make some difference but 
not a sufficient one upon which to base a diagnosis or choice of treatment. 

The clinician may find that a more useful source of information is close 
attention to the timing ofthe onset of hallucinations in relation to the patient's 
medical and alcohol history. For example, it is common to find that patients 
who become paranoid or hallucinated two or three days after hospital 
admission, particularly after a surgical stress, will bear close scrutiny for the 
diagnosis of alcohol withdrawal psychosis, even though the other stigmata of 
delirium not be present. 

One is also sometimes troubled by the sort of patient who presents with 
chronic hallucinations or delusional thinking, apparently precipitated by 
alcohol, but long outlasting the stimulus. This remains a controversial issue. 
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We have seen several of these patients presenting a hallucinosis but without 
clear symptoms of schizophrenia. Victor and HopelS have pointed out that the 
symptoms of alcohol hallucinosis may persist for lengthy periods of time in a 
small number of patients. One cannot be absolutely certain, however, that all 
patients with persistent hallucinations fall into this group. Some of them 
follow a deteriorating course independent of continued alcohol abuse and 
begin to look more and more like chronic schizophrenics, despite the fact that 
during their subacute phase a formal throught disorder was not identified. In 
general, whatever their diagnosis, these patients respond poorly to drug 
management although it should be attempted, and the support and social 
interventions they require must be patterned more closely on the model of 
ambulatory schizophrenia. 

Course of Illness 

One reason why the notion that a more than chance interaction might 
exist between alcoholism and schizophrenia is that patients themselves often 
report that alcohol plays an ameliorating or exacerbating role in their illness. 
In principle, this is no more cogent than their attributing their drinking to 
"nervousness" or their "nervousness" to drinking. Nor is it relevant evidence 
toward the older clinical concept that alcohol abuse is a defense against 
schizophrenia. The ultimate extrapolation of the former (ameliorating) case 
would be to encourage schizophrenics toward some sort of controlled 
drinking or to prescribe and control the use of medication which is cross­
tolerant with alcohol in order to treat the schizophrenia. Although there have 
been a number of clinical impressions put forth, 16 we are una ware of any direct 
study of the beneficial effect of alcohol on schizophrenic symptomatology. 
Minor tranquilizers are ineffective antipsychotics, although they are useful for 
the short-term treatment of anxiety, and alcoholic schizophrenics have even 
more reason to be anxious than most alcoholics. Similar comments can be 
made about the use of alcohol to suppress hallucinations in schizophrenics. 
Nevertheless, it is a commonly reported clinical experience2 that both alcohol 
abusers and drug abusers sometimes show psychotic deterioration including 
hallucinations and delusions when maintenance treatment is tapered off. 
Kissin2 has suggested that there is an indication for the combined use of a 
major and minor tranquilizer in this popUlation, although, like other authors, 
he has recommended caution and restraint in the light of the abuse potential of 
the latter agents. In general, the indications for the use of a minor tranquilizer 
in this popUlation should be those which would influence the clinician if the 
schizophrenic symptomatology were not present. 

It is important to remember that the schizophrenic alcohol abuser is 
unable to control the dose and timing of his drinking and often of his 
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medication. Both schizophrenics and alcoholics are notoriously noncompliant, 
and this would undoubtedly compound the problems of prescribing any 
maintenance medication. 

In our population, 75% of the patients who commented on the issue felt 
that alcohol had worsened their schizophrenic symptoms. 

Long-Term Characteristics and Course 

Almost no information exists on the long-term prognosis of patients with 
the combined diagnosis. It may be that they are sufficiently segregated by the 
treatment system so that attention has been focused entirely on the 
predominant problem as it is perceived by the treating clinician. In his 
comprehensive review of the long-term follow-up of a group of schizophrenics, 
for example, Manfred Bleuler does not report on the issue of alcohol abuse.4 

Failing this data, it may be useful to look at some of the impressions we 
have gained concerning the characteristics of the patients in our sample who 
bore both diagnoses and to differentiate them from the other two groups 
("pure" schizophrenics and alcoholics). The patients with the combined 
diagnoses appeared to follow a course with features which were somewhat 
more similar to the alcohol group. For example, they tended to report having 
become sick an average of six years later than the schizophrenic group, and 
correspondingly they were considerably older at the time of the first 
hospitalization (30 years old compared to 21 years old). Although the average 
number of hospital episodes per patient was approximately the same for the 
two inpatient groups (schizophrenic and combined diagnosis), the total time 
in hospitals was ten times longer for the pure schizophrenic group than for the 
patients with combined diagnosis. 

It is important to emphasize that the presence of psychotic symptoms is 
common in the presentation of alcoholism whether the psychosis is schizo­
phrenic or not. Schuckit'7 found evidence of psychotic symptomatology in 
43% of 220 alcoholic patients presenting for treatment. What seemed to 
differentiate them from patients without a history of psychotic symptoms was 
a significantly higher rate of drug use and a greater frequency of antisocial 
difficulties among the psychotics. They were similar in their alcohol histories. 
Although Schuckit's psychotic patients were not schizophrenic, they did 
resemble in these respects our alcoholic schizophrenics. In our sample the 
alcoholic schizophrenics were likely to abuse drugs other than alcohol 
with considerably higher frequency (57% of cases compared to 20% of 
alcoholics and 0% of schizophrenics). It appears that the presence of 
alcohol and drug abuse is more likely to affect or dominate the clinical picture 
of schizophrenia than the other way around. 

The alcoholic schizophrenic group is a suicidal group. It had about twice 
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the incidence of suicidal attempts as the alcoholic group. One cannot 
emphasize strongly enough the impulsivity and suicidal potential of this 
group of patients. The clinician who undertakes to treat them must bear in 
mind the responsibility for assuring that these patients have around-the-clock 
accessibility to emergency services. 

Since schizophrenia research appears to indicate that long-term prognosis 
in that disease is more related to premorbid adjustment than to the specific 
symptomatology of the acute episode, it is likely that the same premorbid 
factors (rather poor and similar for all groups in our sample) will have an 
overriding influence in patients with the combined diagnosis. 

Modification of Psychopharmacological Treatment with the 
Combined Diagnoses 

Kissin2 has pointed out that, while major tranquilizers may exacerbate 
the clinical state of agitated alcoholics, "diagnosed agitated schizophrenics 
preferred phenothiazines as their maintenance drug although many find 
chlordiazepoxide to be a valuable anxiolytic adjunct as well." 

Although the use of major tranquilizers would appear to be a necessary 
but insufficient condition of abstinence of patients with the combined 
diagnoses, controlled clinical evidence is lacking for this rather self-evident 
notion. Although alcohol potentiates some effects of phenothiazines, this 
should not present an absolute contraindication to prescribing them in this 
group, particularly in light ofthe short-term and long-terms risks of continued 
drinking. Optimally, administration of medication should be monitored by a 
responsible "other" and 24-hour medical support should be available and 
accessible. 

The use of disulfiram which is effective in the treatment of many 
alcoholics, cannot be recommended for this group. Schizophrenia-like 
psychoses represent only a small percentage of psychoses described among the 
psychiatric complications of that agent (which tend to be but are not always, 
associated with delirium). Whether this is a direct drug effect, an uncovering 
effect, or the chance occurrence of a concomitant psychosis is unclear. Until 
we know more about these patients and their response to such treatment under 
investigative conditions, the high proportion of suicide in disulfiram psychoses 
(17%i8 would preclude its use in patients with schizophrenia. 

Experienced clinicians such as Kissin2 have come to the conclusion that 
for a subgroup of these patients the combination of a major and minor 
tranquilizer, generally frowned upon as polypharmacy, represents optimal 
management. When the patient is under long-term care and his condition has 
been sufficiently clarified, it may be possible to distinguish anxiety related to 
the various interacting crises to which these patients are prone, for instance, 
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alcohol withdrawal, prolonged abstinence syndrome, schizophrenic decom­
pensation, insufficient major tranquilizer dose (secondary to non compliance 
or to an increase in psychosocial stress). It should be recalled that the 
alcoholism literature is increasingly supportive of the concept of the 
prolonged abstinence syndrome-a lengthy period of psychological and 
physiological instability following withdrawal. During this period the need 
for psychotropic medication may be different from the need when the patient 
is stabilized. For some patients it is unlikely that even intensive scrutiny will 
achieve the goal of maximum specificity for the pharmacological treatment 
plan. 

Nonpsychopharmacologlcal Aspects of Treatment 

Any program which attempts to deal with patients who have combined 
diagnoses must recognize that while they may, if our sample was typical, 
represent a somewhat less institutionalized and chronic group, they present 
formidable problems because of their acting-out behaviors. We have been 
impressed with how little attention is given to the alcohol problems of the 
schizophrenic group. Even good treatment programs are necessarily staffed 
and programmed to deal with patients with the uncomplicated diagnosis of 
schizophrenia, and referrals to outside agencies are often cumbersome and 
allow too much opportunity for patient noncompliance. In our sample we 
found no differences in the kinds of treatments, their effectiveness, or the type 
or dose of drug prescribed for patients with schizophrenia alone or with 
combined diagnosis. Alterman et al 9 have reported on the incidence of 
patients with combined diagnoses in a large V A Neuropsychiatric Hospital. 
These patients comprised about 10% oftheir popUlation, and approximately 
50% of this group of patients exhibited "multiple adverse consequences of this 
behavior [which] made it difficult for staff to effectively treat and manage 
these patients." A large proportion (80%) of these problematic patients had 
not received specialized treatment for their alcohol abuse. Thus, the V A group 
and our own appear to share similar characteristics. 

Since these patients are apt to demonstrate more disruptive behavior in 
the hospital than as outpatients, they are at risk for premature discharge from 
programs which fail to take into account both alcohol and schizophrenia­
related behaviors. Therapeutic milieu programs which may summarily 
discharge even quite ill patients who return from a pass drunk or secrete 
alcohol on the ward are particularly at fault in this respect. On the other hand, 
it is commonly observed on drug and alcohol units that patients at risk for 
functional psychosis may decompensate when alcohol or an opiate has been 
recently withdrawn; pressure to transfer these patients to a psychiatric facility 
at a key point in their withdrawal may thus be generated. Obviously, due 
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account must be taken of the patients' need for pharmacological and personal 
support around these issues, which do not present themselves in the 
uncomplicated schizophrenic patient. The staff will frequently interpret the 
exacerbation of symptoms as being related to anxiety over the termination of 
treatment and incipient discharge. It is not uncommon for this dilemma-the 
difficulty of sorting out just how much of the patient's symptomatology is 
determined by his response to separation and how much represents a 
reemergence of his illness-to serve as the focus of staff dissension. Clearly 
staff education in and supervision through the prolonged and complicated 
course of these disorders is a necessary, although hardly sufficient, condition 
for their management. 

When the patient has recompensated and has been reintroduced into an 
outpatient treatment program, the structure of that program must take into 
account the particular vulnerability of the schizophrenic patient to treatment 
relationships which are variable, intrusive, or critical in nature.20 Schizo­
phrenics may find the confrontational quality of some Alcoholics Anonymous 
(AA) groups or therapeutic groups too aversive. On the other hand, the 
consistent, structured, and relatively impersonal quality of some pharma­
cologically oriented alcohol treatment programs may prove more effective in 
maintaining these patients in treatment.21 For these patients a major initial 
goal must be to assure compliance with medication, since this has been well 
established as a major determinant of prognosis in recently discharged 
schizophrenic patients. In a metaphorical sense, the reliable relationship 
appears to substitute for the addicting agent. The time when a remote and 
interpretive stance has been acceptable for the great majority of schizophrenic 
or alcoholic patients in psychotherapy would appear to have passed. A helpful 
and supportive relationship aimed at stabilizing the patient and assisting the 
family would appear to be the optimal one, at least during the initial phases of 
treatment. 

It is possible that this group of patients would be most effectively treated 
by a multidisciplinary staff whose efforts were concentrated on the special 
problems they present. Until such time as mental health workers are routinely 
trained in treating both substance abuse and psychiatric illness, it is likely that 
an intensive period of development and education would be necessary to staff 
such a unit, and it is unlikely to be effective if it is diffused across a large 
general mental health facility. The effectiveness of this sort of unit is not yet 
established, however, and may not be recommended except on a pilot basis?2 
It is possible, for example, that despite its apparent theoretical attractiveness, 
it would do no better than the units currently in use. On the other hand, the 
data available about patients with combined diagnoses is both scanty and 
drawn mostly from chronically ill and handicapped populations. Patients 
who are not so ill from either alcoholism or schizophrenia may do well in other 
sorts of settings. It is also possible that the prolonged and intense needs of 
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these patients may make the establishment of these units economically 
unfeasible in many settings. Weighing against the tentative nature of this 
recommendation, however, would be the pressing need to gather better data 
and more clinical experience and the well-established need to begin the 
problem of staff education in this area with at least a core group of mental 
health professionals. 
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CHAPTER 7A 

Alcoholism and Affective Disorders 
Methodological Considerations 

JOEL SOLOMON, MD 

The association between alcoholism and affective disorders has been written 
about extensively from many perspectives, yet there remain many questions 
unanswered. Several reasons have been suggested for this ambiguity. For 
example, part of the difficulity in establishing a clear-cut relationship can be 
based upon the lack of uniform and precisely defined terminology. 

Schuckit 1 recently outlined several problems which he feels contribute to 
the confusion and suggested an approach for clarifying some of the issues 
involved. Such concepts as "mood and affect," "primary and secondary 
affective disorder," "drinking practices" and "primary and secondary alco­
holism" all must be clearly defined before a clinician or researcher can base 
findings upon them. 

Many attempts at clarification do not adequately differentiate, for 
example, between mood changes which occur during an alcoholic episode and 
true affective disorder. The pharmacologic affects of alcohol are capable of 
producing sadness and despondency which must be differentiated from true 
affective disorder. 

Another difficulty in understanding this relationship may arise from the 
wide range of prevalence of these two combined conditions. Hamm et al, 2 for 
example, administered the Zung Self-Rating Depression Scale and the 
Hamilton Depression Scale to a group of young, healthy alcohol abusers and 
found that none of their patients has a clear-cut indication of depression, 
although some did score in the borderline range. They felt the low incidence of 
depression in this group of patients might be due to the relatively younger age 
of their patients, the absence of severe medical and psychosocial problems, or 
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other aspects of patient selection bias. For example, it is not uncommon for 
persons to seek treatment when two disorders are present: therefore, by 
choosing those patients who have actively sought treatment we may be seeing 
an artifically elevated association of the two conditions. 3 Winokur et al4 

reported finding 3% of male alcoholics interviewed also to have a primary 
affective disorder. In addition to these lower rates, many reports of high levels 
of depression among alcoholics can be found throughout the literature. 

Shaw5 found that depression, as determined on the Zung, the Beck 
Depression Inventory, and the Minnesota MUltiphasic Personality Inventory 
(MMPI), was present in 98% of male alcoholics. Weingold et al6 found that 
70% of alcoholic patients evaluated with the Zung scale exhibited mild to 
severe depression. 

Weissman et al? found that 59% of the alcoholics they interviewed were 
also depressed and that the symptom patterns of the depressed alcoholics were 
similar to those of the primary depressives. They did find, however, that 
primary depressives showed a significantly greater severity of all symptoms. 
Gibson and Becker8 also found that there were major similarities between the 
affect described by alcoholics and that of primarily depressed patients. 

The wide range of prevalence seen in these studies may also reflect 
diff~!~!'l'p" in ciiagnostic criteria or instruments used. Keeler et al9 interviewed 
alcoholics and gave them a battery of tests for depression. They found that, 
according to the method used, 8% (clinical interview), 28% (Hamilton 
Depression Rate Scale), 43% (MMPI), or 66% (Zung Self-Rating Depression 
Scale) of the patients were "depressed." Methodological problems in eval­
uating depression in alcoholics was recently reviewed by Freed. 10 

Implicated in the cause of depression have been neurotransmitters, 
personality factors, physical illness, psychosocial stress, familial and heredi­
tary factors, and psychiatric disorders. Depression can also be caused by 
prolonged alcohol consumption. This direct depressive effect of alcohol has 
been examined by several authors. Tamerin and Mendelson II found that 
"prolonged drinking led to progressive depression, guilt and psychic pain." 
These conclusions were reached in a controlled setting in which chronic 
intoxication was found to have a depressive effect upon the subjects, with both 
rapid relief and little recall of symptoms when they became sober. 

Mayfield and Montgomeryl2 also described a "depressive syndrome of 
chronic intoxication" where they found a profound depression following 
moderately extended periods of intoxication to be consistent with a pharma­
cologic-metabolic process. This would be supported by the conclusions 
drawn by Keeler et al,8 who felt that any work which looks at alcohol and 
affective illness should consider that "a significant factor may be that the 
sequelae of chronic alcoholism and / or a recent prolonged spell of excessive 
drinking and/ or recent alcohol withdrawal can produce signs and symptoms 
similar to those of depression and invalidate self-administered tests." 
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This was also confirmed by Weingold et al,6 who concluded that although 
the majority of alcoholic patients in his study were indeed depressed when 
initially evaluated, the depression in most of these patients remitted sponta­
neously over time without regard to the type of treatment they were given. 
Thus, when evaluating alcoholic patients for depression one must pay 
attention both the the acute and chronic consumption of alcohol, that is, how 
recently and for how long the patients have been drinking, as well as to the 
method used to evaluate the depression. 

In addition to the direct depressive effects, chronic intoxication may lead 
to severe physical deterioration by the direct toxic effect and the malnutrition 
which frequently goes with the alcoholic life-style. The loss offamily, friends, 
and employment which often accompanies alcoholism may precipitate 
depression, which becomes superimposed upon the direct depressive effects of 
alcohol itself. If these secondary medical and social consequences are absent, 
it may take longer for depression to develop in alcoholics; this phenomenon 
might then account for Hamm's repore of a low rate of depression in younger 
alcoholics. 

Several authors attempt to classify people who suffer from both 
alcoholism and affective illness into two groups: one in which the alcoholism 
predated and possibly gave rise to the depression (ie, primary alcoholism with 
secondary depression) and another in which the depression appeared before 
the alcoholism. Unfortunately, the temporal relationship is rarely clear 
enough to determine which is primary-the alcoholism or affective illness. 
Frequently, the relationship becomes tainted with elements of both, making 
the distinct determination of primacy difficult, particularly while both 
conditions are active. 

When an affective disorder of definite onset is evident with disturbed 
mood and a number of psychological and somatic symptoms, and there has 
been on preexisting psychiatric disturbance, then a diagnosis of primary 
affective disorder can be made. If a psychiatric disorder such as alcoholism 
has preceeded or accompanies the affective illness, it then is classified as 
secondary. 

Weissman et a[ looked at symptom patterns in primary and secondary 
depressions and concluded that, although the two groups had similar 
symptom patterns, they do differ in symptom severity, with the secondary 
depressives reporting less severe symptoms. The major problem they cite in 
making this evaluation is the careful determination of chronology which is 
obviously required for the diagnosis of depression secondary to the diagnosis 
of alcoholism. 

Alcoholics as a group appear to be more depressed than one would 
expect by mere coincidence. The basis for this depression, however, may vary 
from one individual to another. The depression may be primary and precede 
excessive alcohol consumption, which is used in an attempt to relieve the 
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depression. If the depression is a psychopharmacological function of chronic 
intoxication it may lift when the individual becomes sober. Superimposed 
upon an individual's primary alcoholism may be losses from the inter­
personal, medical, occupational, and financial spheres which further con­
tribute to an alcoholic's depression. 

Any attempt to evaluate depression in alcoholics should be concerned 
with each of these issues, for to ignore them is to propagate the method­
ological problems which have beset many studies in this area. 

In summary: 

1. Both alcoholism and affective disorders must be clearly defined and 
diagnosis for each of them based upon accepted criteria. Alcohol use 
should be differentiated from alcoholism, and sadness from de­
pression. 

2. Subjective reports of feeling bad cannot be unequivocally accepted as 
depression in the alcoholic, since most alcoholics are uncomfortable, 
particularly during the acute withdrawal phase. 

3. Standard tests for depression show a wide range of results in 
alcoholics and may very well be measuring the effects of alcoholism 
(particularly withdrawal phenomena) and not necessarily depression. 

4. The point in the alcoholic process, tor instance, eariy, iC:li.t:, C:l\,;ui" 

withdrawal, protracted abstinence, should be specified, for as we 
mentioned above, symptoms of alcoholism, such as sleep disturbance, 
may mimic those of depression. 

5. The temporal relationship between the alcoholism and depression 
should be delineated as clearly as possible. Did the alcoholism precede 
the drinking or vice versa? Is there any relationship between episodic 
mania or depression and drinking binges? 

6. Has there been any effect of antidepressant medication on drinking 
behavior? 
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CHAPTER 78 

Alcoholism and Affective Disorders 
The Basic Questions 

DONALD W. GOODWIN, MD 

Melancholy is at the bottom of everything, just as 
at the end of all rivers is the sea. . .. Can it be 
otherwise in a world where nothing lasts, where all we 
have loved or shall love must die? Is death, then, the 
secret of life? The gloom of an eternal mourning 
enwraps every serious and thoughtful soul, as night 
enwraps the universe. 

-Henri-Frederic Amiel (1893). 

And Malt does more than Milton can 
To Justify God's ways to man. 

-A. E. Housman (1894). 

God's ways have struck many people, including Amiel, as pretty depressing. 
What is a good cure for depression? Alcohol, Housman says, and through the 
ages people have agreed with him. 

But is it so? Does alcohol relieve depression? Will it relieve serious 
depression, the kind seen by psychiatrists? 

More importantly, does depression cause alcoholism? Are alcoholics 
really just depressed people who drink to feel better (and better, and better) 
until drinking becomes uncontrolled, a habit with its own propulsion, 
progressing independently of the depressed feelings that caused it? 

Some believe it. What is the evidence? Here are the questions that need to 
be asked: 
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How Many Alcoholics Have an Affective Disorder?* 

Many alcoholics become depressed. Their depressions resemble t!le 
depressions seen in nonalcoholic ("primary") affective disorders. I- 3 The 
alcoholics become irritable and can't sleep. They feel blue and sad. They 
experience feelings of guilt and remorse. They lose interest in life and 
contemplate suicide. Depressed alcoholics, on the other hand, rarely show 
psychomotor retardation.' 

Suicide, indeed, is a common outcome of alcoholism. 4 Except for manic­
depressives, alcoholics commit suicide more often than any other group. One 
reason to believe that alcoholism and manic-depressive disease are related is 
that in Western countries most people who commit suicide have one or the 
other illness. 

Many psychoanalysts believe that alcoholism and manic-depressive 
disease have the same origin: victims of both illnesses are orally fixated and, 
instead of feeling angry toward others, feel angry toward themselves. 5 

Aggression directed toward one's self is experienced as a feeling of depression. 
The ultimate act of self-aggression is suicide. Alcoholism has been called 
"slow suicide.,,6 

This is an interesting theory, but difficult to prove scientifically. 
Although the depression experienced by alcoholics resembles manic-de­
pressive depression, there is a difference: when the alcoholic stops drinking, 
the depression often goes away.' Alcohol is a toxin and in large amounts 
produces depression, anxiety, irritability. The alcoholic feels guilty and for 
good reason: he has botched up his life and knows it. 

From most studies it appears that in men alcoholism causes depression 
more often than depression causes alcoholism. 7,8 The cure for alcohol­
induced depression is not antidepressant medication nor electroconvulsive 
therapy but abstinence. 9 (The toxic effects, incidentally, may last for weeks or 
months after a person stops drinking. Sleep, in particular, may take several 
months to become normal again.) 

Most studies indicate that women alcoholics are different from men 
alcoholics: they more often have depressions preceding the onset of heavy 
drinking. In women more than in men a case can be made that alcoholism is 
sometimes a manifestation of a depression.lO Women, as a group, start 
drinking heavily at an older age than do men, and in people who are drinking 
heavily it is often difficult to tell whether the depression or alcoholism came 

* As used in this paper, "affective disorder" refers to all of the affective disorders described in 
DSM-III (major depressive episodes, manic episodes, bipolar disorder, cyclothymic disorder, 
dysthymic disorder, atypical bipolar disorder, and atypical depression). The older term 
"manic-depressive disorder" is used in this paper as a synonym for all of these entities; 
their cross-sectioned clinical pictures overlap, and none of the studies cited used DSM-III 
criteria. 
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first. Since women become alcoholic at an older age than men, there is more 
time for depression to occur before heavy drinking. Depression may promote 
heavy drinking in men as often as it appears to in women, but, because men 
start drinking heavily at an earlier age, it is impossible to determine whether 
the depressions are a cause or consequence of the drinking. 

The above observations were based on samples of patients. It is well 
known how skewed patient samples can be. Depression, for example, may be 
seen more often in treated alcoholics than in untreated alcoholics simply 
because depression is often the proximate cause for seeking treatment. 

There has been only one study in the United States of a sample of 
individuals selected randomly from the general population for the specific 
purpose of diagnosing psychiatric disorders, including alcoholism, by con­
temporary research criteria. The study was conducted by Weissman and 
associates in New Haven, Connecticut. II ,12 A probability sample of 1,095 
households was selected, and one adult (18 years of age or older) was chosen at 
random from each household for inclusion in the sample. Of this group, 86% 
were interviewed in person, with two subsequent follow-up interviews of 
somewhat smaller numbers over a nine-year period. 

Weissman et al found that 2.6% of the interviewed individuals were 
currently alcoholic. More men than women were alcoholic by about a three­
to-one ratio. More nonwhites, Protestants, middle-aged, divorced people, 
and members of the lower social class were alcoholic. (Interestingly, no 
alcoholics were found among Jews, supporting the widespread impression 
that alcoholism among Jews is uncommon and perhaps has not even increased 
with trends toward greater assimilation. The higher rates in Protestants 
reflected the higher rates in nonwhites, most of whom were Protestant.) 

The "lifetime" prevalence rates for alcoholism in the sample were 10.1 % 
for men and 4. I % for women. "Lifetime" referred to the period preceeding the 
final interview in the three-phase longitudinal study. The presumed age of risk 
for alcoholism (perhaps 15 to 45 in men and older in women) had not been 
transversed by some members of the sample (M. Weissman, personal 
communication, 1981). However, both the point prevalence and lifetime 
prevalence rates reported by Weissman et al are roughly comparable to 
findings of other population surveys. Mulford found that 10% of 1,509 
persons he sampled had been in trouble because of heavy drinking at some 
time during their lifetime. 13 In a household survey in Sweden, Hagnell and 
Tunving found a lifetime rate of 10.3% for men. 14 Helgason, using the World 
Health Organization's definition of alcoholism and the Stromgren method to 
adjust for the age of risk and the age ofthe sample, found a lifetime expectancy 
of about 9% in Iceland. 15 From these studies it appears that about 10% of men 
can be considered alcoholic at some point in their lifetime. 

The study by Weissman et al used a structured interview (SADS).16 The 
Reasearch Diagnostic Criteria (RDC), which are similar to diagnostic criteria 
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used in clinical settings, were applied to the data obtained from this 
interview. 17 Each subject was evaluated for a broad range of psychiatric 
disorders. Weissman et al found that, among those ever diagnosed as 
alcoholic, 70% had been diagnosed at some point in their lives as having at 
least one other psychiatric disorder. 16 These rates did not differ by sex (an 
exception to the often reported overrepresentation of depression in alcoholic 
women). The most frequent of the other diagnoses were major depression 
(44%), depressive personality (17%), minor depression (15%), and drug 
misuse (12%). The broad range of other diagnoses included "generalized 
anxiety" (9%), bipolar disorder (6%), and phobia (3%). These diagnoses were 
not mutually exclusive. About half of the alcoholics received a diagnosis 
consistent with affective disorder, compared to about a quarter of non­
alcoholics in the sample (M. Weissman, personal communication, 1981). Of 
the 44% of the alcoholics diagnosed as having a major depression, depression 
was reported to be the "primary" diagnosis in 60%. However, Weissman 
conceded that separating "primary" from "secondary" was exceedingly 
difficult and that the 60% figure could only be based on a rough estimate 
(personal communication). 

To summarize these findings, it would appear that alcoholism in the 
general population (or at least in New Haven in the 1960s and 1970s) is often 
associated with depression, with continued uncertainty about whether 
depression preceeds the alcoholism and may even act as an etiological factor 
in the alcoholism, or occurs after the onset of heavy drinking with all the 
confusion this causes in separating cause from effect. The prevalence rates 
found by Weissman et al were gratifyingly similar to those reported in other 
studies using a variety of interview schedules and diagnostic criteria (or, in 
some cases, no diagnostic criteria). 

How Many Manic-Depressives Are Alcoholic? 

This sounds like the same question as the one above, but isn't. If you 
study a group of manic-depressive patients, how many are alcoholic? Such 
studies have been conducted, with conflicting results. In one study, one third 
of manic-depressives were alcoholic. IS In another study, 8% were alcoholic. 19 

Eight percent is not much higher than the overall prevalence of affective 
disorder (as broadly defined in this paper). A third is much higher. Which is 
correct? Nobody knows. 

Do Manic-Depressives Drink More When They Are Manic 
or When They Are Depressed? 

If one leaves aside alcoholic manic-depressives, some drink more and 
some drink less. Probably more manic-depressives cut down on their drinking 
when depressed than increase their drinking. 7,2o,21 
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One investigator gave alcohol to hospitalized manic-depressives. 22 A 
small amount of alcohol improved their mood. A large amount made them 
more depressed. The same is true of alcoholics. Bring alcoholics into an 
experimental ward, give them alcohol for a long period, and, instead offeeling 
happy, they feel miserable.3 Alcohol, it turns out, is a rather weak euphoriant 
compared, for example, to stimulants such as cocaine and the amphetamines. 
The hedonistic explanation for alcoholism, contrary to popular opinion, has 
little support in science. 

After giving alcohol to many psychiatric patients, including manic­
depressives and alcoholics, Mayfield22 reached the following conclusions: 

If you feel bad, drinking will make you feel a lot better. If you drink a lot, it will 
make you feel bad. Feeling bad from drinking a lot does not seem to make people 
choose to stop. Feeling a lot better from drinking does not seem to encourage 
people to continue drinking. 

Do Manic-Depressives Drink More When They Are Manic? 

Definitely. Many manics who ordinarily drink little or nothing start drinking 
heavily when manic. 2o,23,24 The explanation is not clear, but it appears that 
alcohol has almost a specific ameliorative effect on the manic mood. Manics 
often feel too high, uncomfortably high, and alcohol seems to reduce the 
unpleasant effects of the mania while amplifying the pleasant ones. In two 
controlled studies/5,26 lithium, an effective drug for mania/7 was given to 
alcoholics and appeared to reduce the frequency of relapse, particularly if the 
alcoholics were depressed. More studies are required before it can be known 
definitely whether lithium is helpful for alcoholism. 

A recent study of 32 college freshmen males later hospitalized for 
alcoholism provides some support for the hypothesis that affective disorders, 
particularly mania, are related to alcoholism.28 The Minnesota Inventory 
(MMPI) scores of the prealcoholics were compared with scores of 148 male 
classmates. The prealcoholics were significantly higher on Scales F,4 
(psychopathic deviate), and 9 (hypomania). 

Nevertheless, the mania-alcoholism association perhaps is still best 
supported by clinical observations reported for a century or more. Isaac Ray, 
in his 1838 classic textbook on psychiatry, A Treatise on the Medical 
Jurisprudence of Insanity, said that alcoholism strongly reminded him of 
mania and expressed the conviction that the two conditions had a common 
etiology:29 

"It is now well understood that this vice (alcoholism) sometimes assumes a 
periodical character, persons indulging in the greatest excesses periodically, who 
are perfectly sober during the intervals, which may be from a space of a month to 
that of a year. From a state of complete sobriety, they suddenly lapse into the most 
unbounded indulgence in stimulating drinks, and nothing by absolute confinement 
can restrain them. 



92 Donald W. Goodwin 

Alcoholics, he also observed, "seem quite aware of the uncontrollable nature 
of their passion." 

Esquirol, the famous eighteenth-century French psychiatrist, often called 
the father of psychiatry, also noted a similarity between mania and 
alcoholism. Alcoholics, he wrote, were "true monomaniacs" with "all the 
characteristic features of partial madness. ,,29(p423) 

What these astute physicians observed so long ago is still being talked and 
written about today-with almost as little systematic data to support the 
connection as existed 200 years ago. 

What Is the Possibility That an Alcoholic May Have an 
Independent Concomitant Affective Disorder, or Vice Versa? 

About 4% of the population has "major" unipolar depressions. 30 If 
perhaps 5% of men are alcoholic, then the expected concomitance of 
alcoholism and unipolar affective disorder would be about 0.2%. For bipolar 
illness, which is estimated to effect I % to 2% of the population,3! the rate of 
concordance would be about 0.04%. 

Do Alcoholism and Manic-Depressive Disease Run in the 
Same Families? 

If they did run in the same families, this would suggest a common genetic 
predisposition. There is evidence that both alcoholism and manic-depressive 
disease are influenced by genetic factors, but are they the same genetic factors? 

The evidence is mixed. Some studies demonstrate an increase of 
depression in the families of alcoholics and of alcoholism in the families of 
manic-depressives. 32,33 Other studies fail to show this. 34 Those that show an 
overlap have resulted in a concept called "depressive spectrum disorder.,,35 In 
this still hypothetical condition, alcoholism occurs on the male side offamilies 
and depression on the female side. There is also some evidence, based on 
adoption studies/6 that daughters of alcoholics suffer depressions when they 
are raised by their alcoholic parents by not when they are separated from their 
alcoholic parents and raised by nonalcoholic adoptive parents. This suggests 
that the depression seen in female relatives of alcoholics may be influenced less 
by heredity than by the environmental circumstance of being raised by an 
alcoholic parent. 

A recent study by Taylor and Abrams37 confirms an original observation 
that manic-depressives who become ill at a young age are more likely to have 
first-degree relatives with both affective disorder and alcoholism than are 
manic-depressives who become ill for the first time after age 30. Information for 
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the study was obtained from a sample of 134 bipolar pro bands interviewed with 
a semistructured form permitting application of diagnostic criteria. The 
findings no doubt will encourage future investigators of a possible relation­
ship between affective disorder and alcoholism to divide their subjects into 
early- and late-onset groups. 

Does Antidepressant Medication Relieve Alcoholism? 

If it did, this would somewhat support the idea that alcoholism was 
caused by depression. The best carried-out studies, however, do not indicate 
that antidepressant medication is useful for alcoholism. Of nine uncontrolled 
studies of the use of antidepressants for alcoholism, seven showed benefit; of 
seven controlled studies, none showed benefit. 38,39 

Summary 

The literature on alcoholism and affective disorders has a long and 
confusing history. Alcohol may make depressed people feel a little better, but 
not for long. It may, indeed, make them more depressed. The evidence that 
depression causes alcoholism is weak. Women, more often than men, become 
alcoholic following or during a depression, but the causal connection is still 
not established. Even if depression does not cause alcoholism, alcoholism 
certainly is depressing, and most drinking alcoholics are depressed a good deal 
of the time. 
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CHAPTER 8 

Alcoholism and Suicide 

JOEL SOLOMON, MD 

The literature relating morbidity and mortality to the abuse of alcohol is 
rather extensive. This literature has consistently revealed a higher incidence of 
illness and death among the substance-abusing group than is found among 
comparable populations. I- 3 Additionally, these studies as well as a number of 
others have demonstrated suicide to be a cause of death which occurs at a far 
higher rate among alcoholics than is found among the general population.4,5 

These studies focus primarily on the overt suicide, that is, those persons who 
have consciously and intentionally taken or attempted to take their lives by 
one means or another. 

There is also an increasing body of work which addresses yet another 
aspect of self-destructive behaviors common to alcoholics but is more covert 
in nature. This would include the chronic ingestion of a toxic substance, 
alcohol, fatal accidents, overdoses, homicides, severe medical problems, and 
other forms of "chronic suicide" as described by Menninger.6 Although these 
may not be as obvious, they are nevertheless equally destructive. Although the 
relationship between these deaths and overt suicide may not be readily 
apparent, there do appear to be elements which are common to both. 

Research which attempts to correlate alcoholism and suicide are of two 
general types; first, there are the studies which retrospectively review the 
alcohol consumption patterns of attempted and successful suicides and 
secondly, the studies which attempt to determine the incidence of suicide 
among alcoholics. 

Estimates of alcoholism among the general adult popUlation run between 
4% and 7%.7 In studying the alcohol consumption patterns among attempted 
and successful suicides, numerous authors have found this rate to run 
consistently higher than that found in the general popUlation. 
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East8 reviewed 1,000 consecutive cases of attempted suicide and found 
alcoholism to be present in 39%. Among these cases he also found "33 cases of 
alcoholic insanity, 16 with weak-mindedness, 141 unconscious impulse, 171 
impulsive with memory-retained, 31 post-alcohol depression, and one an 
alcoholic accident." These diagnostic categories, although no longer in use, do 
indeed have their present-day equivalents, as will be seen. Batchelor9 observed 
200 consecutive cases of attempted suicide admitted to a general hospital and 
found that 21.5% of them gave a history of excessive drinking. Of interest is 
that 46.5% of this group were not under the influence of alcohol at the time of 
their attempt. He also found a history of alcoholism in first-degree relatives in 
28.5% of his cases. There are, in addition, several other studies which 
consistently support the finding of an increased incidence of alcoholism 
among both attempted as well as successful suicides. These studies found 
alcoholism present in the general area of 30%.10-17 

From the other perspective, authors have also studied the rates of suicide 
among groups of alcoholics. Kessel and Grossman4 reported that in two series 
of 131 and 87 chronic alcoholics, 8% and 7% respectively of the men in these 
series committed suicide. This, they conclude, is 75 to 85 times greater than the 
expected figures for males of comparable age groups. There was no report, 
however, of the rate of attempted suicide by this population. Similarly, N~rvig 
and Nielsen18 report a 7% rate of completed suicide on follow-up of 221 male 
alcoholics who had been treated for their alcoholism and on whom follow-up 
could be established. Other authors have also reported similar high rates of 

. 'd l' f 1 h l' 10,19-21 I' 1 f' h SUlCI e among popu atlOns 0 a co 0 ICS. t IS a so 0 mterest to note t e 
significantly high number of repeated suicide attempts among alcoholics. 

Several authors have described the association between suicidal ideation, 
attempted suicide, and alcoholism. Palola et at2 in a retrospective review 
examined, by means of a questionnaire, the incidence of suicidal thoughts and 
attempts in a sample of active skid row alcoholics and in a sample of members 
of Alcoholics Anonymous (AA) who were no longer drinking. They found 
that 17.1 % of the combined sample had attempted suicide, while an additional 
29.3% had seriously contemplated such attempts. They report, however, a 
higher incidence of suicidal ideation among the AA members as compared to 
active skid row alcoholics. They attribute this difference to the supportive 
nature of the skid row subculture which, though perceived as deviant by 
society, nonetheless provides a setting of nonjudgmental acceptance to the 
active drinker. It was felt that the members of AA, on the other hand, because 
oftheir predominantly middle-class origins, could not avail themselves of the 
skid row subculture when they were actively drinking and consequently closed 
off this type of social support. 

The authors of this report also addressed themselves to the issue of 
whether suicidal preoccupation preceded alcoholism, or vice versa. They 
found the predominating pattern in this combined sample of alcholics to be 
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one in which suicidal preoccupations, either in the form of thoughts or 
attempts, preceded the loss of control over drinking behavior, a cardinal sign 
of alcoholism. They found evidence suggesting that suicide attempts which 
occurred in this sample had frequently been preceded by bouts of drinking 
which had themselves been precipitated by spontaneously occurring suicidal 
thoughts. 

Attempts have been made to delineate variables that might distinguish 
those alcoholics who have attempted suicide and those without a history of 
such attempts. Koller and Castanos22 found: 

Suicidal patients tend to be male, to have a higher incidence or parental loss, and to 
have been reared by relatives rather than the remaining parent after such a loss. 
Further, they come from smaller families, display more 'neuroticism' (on the 
Eysenck Personality Inventory) and begin addictive drinking earlier. 

Rushing23,24 and James25 also described the association between alcoholism 
and suicide to be stronger in males. 

Attkisson/6 in his study of skid row alcoholics, found a higher incidence 
of suicide among younger alcoholics, a finding in agreement with Sundby's 
repore that suicide appears to be more frequent among early-stage alcoholics 
than among those in the later stages of the disease. Goodwin27 hypothesizes 
that late-stage alcoholism may actually be protective against suicide because 
(a) the alcoholic has less to lose in the way of wealth, status, and interpersonal 
relationships and (b) brain damage associated with alcoholism makes suicide 
less probable. Rushing23,24 also reports the alcohol-suicide association to be 
stronger in whites than in blacks. 

Although one might expect depression to be present in all alcoholics who 
committed suicide, this is not necessarily the case. Murphy et aP8 in a recent 
study of predictors of suicide in alcoholics found evidence of a definite 
affective disorder in 56% and probable affective disorder in 8% of his patients. 
Twenty-two percent were found to have uncomplicated alcoholism. Also 
noticeably absent in this study of suicides were patients diagnosed as 
antisocial personalities. 

Among their most important findings was a significantly high frequency 
of loss of a close personal relationship in the six weeks immediately preceding 
the suicide. This was not the case with the nonalcoholic controls who 
committed suicide. 

Thus, there appears to be little question about the stro~g association 
between suicide and the abuse of alcohol. This association is most clear for the 
overt suicide and becomes somewhat speCUlative in the area of covert suicide, 
but the association still remains too strong not to consider many of the 
accidental overdoses, other types of accidents, medical illness and homicide, 
also as cases of suicide. 

Alcoholism is presently considered to result from the complex interaction 
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of physiological, psychological, and social factors. Each of these three factors 
may playa role in the genesis, development, perpetuation, and termination of 
an individual's alcoholism. One way in which this process may be terminated 
is by suicide. In order to understand the various roles these factors may play, 
three theoretical frameworks will be described in which to view the possible 
relationships between alcoholism and suicide. 

Alcoholism as a Cause of Suicide 

If suicide is viewed as the result of the chronic compulsive use of alcohol, 
contributions to this suicidal outcome may be from the medical, psychological, 
and social spheres of an individual's functioning. 

The toxic effects of alcohol on every organ system of the body are well 
known and documented throughout the scientific literature. What is less 
evident, but appears to be equally as important, is the direct psychotoxic effect 
which alcohol may have on an individual, irrespective of the social context. 
Tamerin and Mendelson29 found that "prolonged drinking was characterized 
by progressive depression, guilt, and psychic pain," which in themselves are 
known to be frequent antecedents of suicide. The importance of this study 
should be underscored, for in a controlled setting chronic intoxication was 
shown to have a direct depressive effect upon an individual with rapid relief of 
symptoms and little recall for them when experimental alcoholization was 
stopped. 

Mayfield and Montgomery30 have described a "depressive syndrome of 
chronic intoxication." They feel that this type of profound depression 
following fairly long periods of intoxication is "consistent with a pharm­
acologic-metabolic process." They also stress that suicide attempts made by 
alcoholics while in this type of depression are particularly serious. 

This direct depressive effect of alcohol, which disappears with the 
cessation of drinking, obviously has important implications for treatment. 

Chronic intoxication may additionally lead to severe physical deteri­
oration by both the direct toxic effect of alcohol and the poor nutrition which 
frequently accompanies some alcoholics' lifestyles. Physical deterioration is 
also a well-known antecedent to depression, which then becomes super­
imposed upon the direct depressive effects of the alcohol. 

In addition to these medical and psychological consequences of alco­
holism, the social disruption which it often causes can have a profound effect 
upon the individual. Loss of family, friends, and employment are common 
results of chronic alcoholism. These losses frequently precipitate a concom­
itant depression which the alcoholic often attempts to combat through the 
increased use of alcohol. This pattern often develops into a downward spiral 
which continues to alienate family and friends and, when there appears to be 
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little or no hope for recovery, may ultimately end in a suicide attempt. 
Rushing,23,24 in particular, explored the possibility that alcoholism was 
among the deviant forms of behavior that frequently culminated in suicide. 
He also found that suicide as a consequence of alcoholism was more frequent 
when accompanied by unemployment and marital isolation. This model of 
interpersonal disruption as an antecedent to suicide, although not unique to it, 
was particularly pronounced in alcoholics.28 

Thus, whether it be through the deterioration of interpersonal rela­
tionships, or the direct effects of alcohol on physical and emotional well­
being, or most likely some combination of all of them, there is little doubt that 
alcoholism may indeed be an important cause of suicide. 

Alcoholism as a Form of Suicide 

Self-destruction in some individuals is manifest by the intentional 
attempt openly to take their lives. There are, however, some people in whom 
this drive may be active and strong, and yet for some reason, they are unable to 
commit this final act of self-destruction. The drive does not disappear but may 
emerge in some other form. This may be in a symptomatic way, such as 
frequent accidents, or an occupation which appears adaptive but nevertheless 
would be considered "high risk." Or the drive may be more directly expressed 
through the chronic ingestion of a toxic substance and a lifestyle which in 
great measure is determined by the abuse of this substance. 

Menninger6 described alcoholism as a form of "chronic suicide," and 
studies have been carried out which both support12 and refute13 this thesis. 
These two studies were based on the temporal relationship of suicidal 
thoughts to alcohol abuse. In spite of these contradictory findings, there can 
be little question that, at least in some alcoholics, both the chronic ingestion of 
alcohol as well as their general lifestyle is in some degree directed towards 
self-destruction, irrespective of conscious intent. Meerl031 has also written 
about this form of "hidden suicide." As a form of suicide, there appear to be 
two distinct methods by which alcohol may be used: by its direct toxic effect 
and by its effect upon the lifestyle in which the alcoholic becomes involved. In 
both cases, the chronic alcoholism becomes the form in which the suicide is 
carried out. 

As we stated in the previous section, the toxic effects are probably most 
important among alcoholics. The direct toxic effect of alcohol on the human 
body is well known and includes most organ systems. In addition, the indirect 
effects of alcohol predispose the alcoholic to a wide range of illnesses. A 
review of these medical complications is well covered by Seixas et 0/32 Palola 
et ot2 described alcoholism as an "ambivalent suicide" which may serve as a 
substitute or defense against total self-destruction, and Goodwin27 found an 
association between drinking and homicide in 15 studies over the past 30 years. 
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In addition to the direct toxicity of the drug, there are other less apparent 
ways by which alcohol may become the suicidal method. The question of 
accidental overdose presents a particularly important aspect of drug abuse as 
the form of suicide, for superimposed upon chronic use is the acute self­
destructive act. Proudfoot and Park,33 for example, found that 64% of male 
admissions had consumed alcohol before taking some other poison in a 
suicide attempt. Whether the initial dose of alcohol disinhibited them enough 
to attempt suicide by poisoning is obviously speculative, but nevertheless 
worthy of attention. 

This association between alcohol and violent death is probably nowhere 
more apparent then in deaths due to automobile accidents. Pearson34 found 
elevated blood alcohol levels in 39.4% of 121 victims offatal traffic accidents. 
Others have found this rate to be as high and higher. The issue is obviously 
speculative as to how "accidental" these accidents actually were but, again, as 
with other forms of violent death, the association occurs far too often to be 
merely coincidental. In studying 246 consecutive violent dealths, Spain et a/3S 

found that alcohol was a contributing or responsible factor in 27% of their 
cases. 

The role of acute intoxication in the actual attempt appears to be that of a 
disinhibitor in that the social and personal restraints which prevent an 
individual from attempting suicide are often lifted during an episode of 
intoxication. During these intoxicated states, there often appears to be 
amnesia for the suicidal attempt. IS Alcoholic "blackouts" which occur at some 
time in nearly two thirds of alcoholics36 may play an important part in suicidal 
attempts, although when they are successful they obviously cannot be studied. 
However, Morrison and Penderr7 felt that a "great many people may be at 
risk for suicidal behavior which they cannot remember," and Ryback38 

suggests that many suicides are attempted while under the influence of alcohol 
because the amnesia and dissociative states which represent a loss of higher 
(cortical) control would put the potential suicide in a particuarly high-risk 
situation while intoxicated. In carrying this thinking one step further, 
Moorell felt that the alcohol itself was a major factor which "appeared to 
derange, inhibit, or render generally less efficient the technique and planning 
used in carrying out the suicidal attempts." He found that 5% of alcoholic 
suicidal patients actually died as a result of their attempts, as opposed to II % 
of the total number of suicidal patients in his sample. It would seem, therefore, 
that, although alcohol might stimulate suicidal ideation and lift prohibitions, 
thereby accounting for the high rate of suicidal attempts, it nevertheless may 
also act as a deterrent to the successful completion of the suicidal act. 
Mayfield and Montgomert> also comment on this phenomenon, distin­
guishing between suicide attempts made following an extended period of 
heavy drinking and those made after an episode of acute intoxication. The 
latter occur, according to the authors, "in a context of interpersonal 
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interaction and are accompanied by anger, aggression, and hyperactivity." 
These attempts rarely result in serious injury. The series of events following an 
episode of acute intoxication has been termed by the authors an "abreactive 
syndrome." On the other hand, suicide attempts which occurred following 
extended periods of heavy drinking were characterized by their lethality. 

Other reports, however, indicate that acute intoxication may be impli­
cated in both attempted and completed suicide to a far larger degree than is 
generally appreciated. James et al39 report on the blood alcohol levels of a 
series of 50 attempted suicides, many of which were very severe in nature. 
They note that 31 of the 50 had blood alcohol levels over 0.05 mg%. Fourteen 
of these had levels over 0.15 mg%, levels compatible with acute intoxication. 
In a study of successful suicides, James25 reports that more than a third of the 
sample had elevated blood alcohol levels. 

There is clearly much work which must be done in this somewhat 
speculative area, for, if this association between "chronic," "hidden," or 
"covert" suicide and overt suicide were to be made more apparent, there 
would obviously be many important implications, particularly in the area of 
prevention. It is impossible to estimate how many homicides, fatal car and 
other accidents, and deaths from potentially reversible or preventable 
conditions could be stopped if they were to be viewed in a theoretical 
framework in which they were acknowledged as suicidal equivalents. This is 
particularly pertinent concerning alcoholic populations, where both the direct 
toxic effects of the abused substance as well as the general lifestyle of the 
abuser contribute so strongly to so many oftheir deaths and may very well be 
the form in which many of them carry it out. 

Alcoholism and Suicide as Manifestations of a Common Etiology 

Depression and alcoholism are intimately linked. This has been noted by 
many authors (see Chapters 7 A and 7B). This association strongly suggests 
the possibility that at least some are, in effect, self-medicators and that the 
impetus toward both alcohol abuse and suicidal behavior lies in the 
underlying painful tensions and emotions which they experience. Rado,40 in a 
psychoanalytic study of this phenomenon, coined the term "pharmacothymia" 
to describe a disorder in which drugs are taken by certain people to find 
surcease from intolerable psychic pain. He stresses the magical qualities that 
alcohol comes to possess in bringing about a sense of heightened self-esteem 
and a brighter mood. 

Much of the psychoanalytic literature describing the premorbid person­
alities of alcoholics describes a constellation of characteristics centering about 
intense conflict concerning powerful and unresolved oral dependency needs. 
These needs stem, according to the literature, from severe parental deprivation 
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at very early stages of development, leaving the developing individual with a 
residue of inferiority, frustration, and rage, and as adults they experience 
great difficulties in establishing satisfying interpersonal and other social 
relationships. Their extreme sensitivity to rejection, combined with the 
insatiable neediness which characterizes their relationships with others, leads 
them to experience social situations as events which produce anxiety and 
depression. When significant relationships are destroyed, as they so frequently 
are, because of the intolerable nature of the substance-abusers' mode of 
behavior, these people experience intense frustration, rage, and significant 
depression as the injuries of childhood are reawakened and reexperienced.41 •42 

Chafeti3 notes that, as a result of this kind of development disturbance, the 
premorbid personality of the alcoholic is characterized by gross disturbances 
in interpersonal relationships, with poor adjustment in school, occupational 
instability, and a high rate of marital disintegration. He states, "Most striking 
in the total pattern of responses is the self-destructive component." 

The proclivity of alcoholics to social disruption and their sensitivity to 
such disruption has also been noted by authors employing more rigorous 
research methodology. Murphy and Robins44 compared the relative impor­
tance of social factors as precipitants of completed suicides in a group of 
nonalcoholic depressed subjects and a group of alcoholics. They did not, 
unfortunately, comment on the degree of depression among the alcoholics. 
Nonetheless, important differences were discerned between the two groups. A 
significantly lower percentage of the alcoholics were married at the time of 
suicide as compared to the nonalcoholic depressed group, while a significantly 
higher percentage of alcoholics were divorced. Half of the married alcoholics 
were separated at the time they committed suicide, again a significantly higher 
rate than that of the nonalcoholic group. Over half of the alcoholic sample, 
moreover, were living alone when they committed suicide, a markedly higher 
rate than that of the nonalcoholic group. The importance of these findings 
becomes even more striking in view of the authors' findings that 48% of the 
alcoholic subjects had experienced the loss of a major social relationship 
within one year of suicide as compared to 15% of the depressed nonalcoholics. 
Fully two thirds of these events among the alcoholics, moreover, had taken 
place in the six weeks preceding the suicidal act. These findings of Murphy's 
group were confirmed and updated in a subsequent report.28 Palola et al 2 also 
note the sensitivity of alcoholics to social loss, the most common losses 
reported being marital separation and divorce. They also mention, however, 
the importance ofloss of job as being one of the precipitating causes of suicide, 
especially job loss as a result of drunkenness. 

Further confirmation of the sensitivity ofthe alcoholic to his environment 
is provided by the work of Witkin et al,45 who have applied the easily 
quantifiable function of field dependence to investigations of personality in 
alcoholics. According to Witkin, both field-dependent and field-independent 
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cognitive styles are associated with separate clusters of personality charac­
teristics, which are developed in childhood and are fairly stable over time. 
Field-dependent individuals depend on their surrounding environment for 
structure and support. They have difficulty in dealing analytically with the 
world around them and characteristically react to it in a passive manner. They 
tend to have, among other traits, a poor sense of separate identity, poor. 
impulse control, and low self-esteem. Field-independence, on the other hand, 
is associated with the ability to separate oneself from one's environment and 
to deal with it in a more critical and analytic way. Field-independent people 
are characterized by activity and independence in relation to the world around 
them, better impulse control, higher self-esteem, and a more mature body 
image. Field dependence-independence can be easily measured by instruments 
such as the Rod and Frame Test, which has established reliability and 
validity.46 

Studies of field dependency in alcoholics by Witkin et a/ 45 and Karp et a/47 

have repeatedly demonstrated that alcoholics are in general significantly more 
field-dependent than normal controls. Karp et a/ 48 report that the mean 
performance of alcoholic groups tends to be one to two standard deviations 
above that of control groups in the direction of field-dependence. They also 
note that, in addition to the extreme field-dependence of alcoholics as a group, 
female alcoholics are significantly more field-dependent than males.49 

The research described above supports that concept that many alcohlics 
suffer from a distortion of personality development preexisting alcohol abuse. 
This kind of personality development leaves them particularly dependent on 
environmental support and sensitive to rejection. When this support is 
lacking, is present in insufficient quantity, or is removed, the alcoholic may 
experience anxiety and depression, leading to severe personality disorganiza­
tion for which an immediate and readily available solution is alcohol use. 
Unfortunately, this kind of solution frequently increases the alcoholic's 
alienation from supportive elements in his environment such as family or 
employment, thereby creating a vicious cycle that in turn leads to further 
alcohol abuse and in some individuals culminates in suicide. 

It should be noted that the three frameworks described are by no means 
mutually exclusive. For example, in some individuals the preexisting 
personality structure may lend itself to the relief of anxiety and depression 
through the use of alcohol. Its increased use may then interfer with whatever 
relationships may have developed, deepening the depression and leading to a 
suicide attempt which may involve the use of alcohol as the method employed. 
Clearly, each case must be evaluated on its own merits and not be forced into 
one particular framework. This will be particularly apparent concerning 
treatment when it is essential to evaluate the individual and then develop a 
treatment plan based on that evaluation. 

Alcoholics who are overtly suicidal present a particular treatment 
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problem, for, in addition to the suicidal behavior, they may be depressed, 
often socially disrupted, and frequently physically dependent on alcohol and 
possibly other drugs. When one is attempting to develop an orderly and 
workable treatment plan, these factors must all be kept in mind, for, as we 
mentioned earlier, alcohol may play a variety of roles in the physical, 
psychological, and social events leading to suicide attempts. 

Modes of Treatment 

The initial step in treatment should be directed toward the elmination of 
alcohol and other drugs from this complex system of interactions. To this end, 
the first element to be considered is whether or not the patient is physically 
dependent. Those drugs with a potential for physical dependence include 
alcohol, narcotics, and the sedative-hypnotics such as barbiturates, other 
sleeping medications, and minor tranquilizers such as benzodiazepines. If the 
patient is physically dependent, as manifest by an abstinence syndrome upon 
discontinuation of drinking, then a detoxification regime should be instituted. 

This aspect of treatment should take place in a hospital under careful 
medical and psychiatric supervision. Suicide may now become an even greater 
danger, for it is often during this period, when symptoms which have been 
masked by alcohol or other drugs, become more overt. In addition, 
withdrawal symptoms from depressant drugs such as alcohol and the 
sedative-hypnotics may constitute a medical emergency and require vigorous 
treatment. The importance of this initial phase of treatment cannot be 
overstated, for until the patient is free of alcohol or other drugs, treatment 
cannot proceed successfully; craving will continue to superimpose itself on 
treatment and thereby block its effectiveness. Additionally, the drug will 
continue to exert its physical and psychological toxicity upon the individual. 

Once detoxification is completed and the patient is drug-free, the causes 
and effects of the patient's drug-taking behavior can be evaluated. This 
evaluation must take into account the pharmacological action of the drug, the 
psychological structure ofthe individual, and the social context in which the 
drug is taken. The importance of viewing alcoholism or drug abuse within this 
multidimensional framework is essential if one hopes to understand the 
pathogenesis of alcoholism as it applies to any individual patient. It is 
particularly inappropriate and counterproductive to categorize all alcoholics 
as a single personality type or psychiatric disorder and then attempt to treat 
that entity. The social context in which the alcohol abuse took place is one of 
the factors which only recently have begun to receive the attention they 
deserve. Kissinso gives a particularly rich presentation of how these patients 
variables may be evaluated and then translated into a treatment approach. 
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Following alcohol detoxification, treatment may then take a number of 
directions, depending on the results of the initial evaluation as well as the 
availability of treatment modalities. The first consideration at this point is the 
continued suicidal risk that the patient presents and whether or not he requires 
hospitalization. Once this is assessed, treatment may proceed in either an 
inpatient or outpatient setting. In either case, a chemotherapeutic approach 
may be taken and various psychotherapeutic modalities may be employed. 

Disulfiram (Antabuse) is a form of therapy commonly used in many 
alcoholism treatment programs, and, although it can be an important form of 
treatment for alcoholism, it should be used with caution in depressed patients. 
N~rvig and Nielson18 found that of the 15 suicides in their study 10 had 
received disulfiram at some point in their treatment. They conclude that "no 
longer able to escape by means of alcohol, for some of our patients the only 
way out became suicide." 

In addition to the chemotherapies specifically directed to alcoholism, 
many programs will use other psychoactive agents where indicated for the 
treatment of underlying psychiatric disorders.s2 It should be recognized, 
however, that chemotherapeutic agents are only one aspect of treatment. The 
psychological and social factors underlying and contributing to the alcoholism 
or drug abuse must also be addressed. 

Since social disruption plays such a significant role both as a cause and 
consequence of alcoholism, unique psychotherapeutic modalities employing 
peer group support have been developed for the psychological treatment of 
these disorders, such as Alcoholics Anonymous, in which the only requirement 
for membership is that the individual have a genuine desire to stop drinking. It 
offers the often guilt-ridden alcoholic the opportunity to ventilate his feelings 
in an accepting, nonjudgmental atmosphere, where he may feel a sense of 
support and belonging which has often been lost to him. It should strongly be 
considered a part of any treatment plan for the chronic alcoholic. AI-Anon is 
similar in concept to Alcoholics Anonymous but is for the close family 
members of the alcoholic. 

Family therapy has recently become a major modality of treatment for 
the alcoholic and those around him. The familial disruption caused by alcohol 
and drugs can be devastating and often the last step before a suicide attempt. 
Previously cited studies report marital breakup as an important antecedent to 
suicide, and it is not uncommon for drug or alcohol abuse to play many roles 
within a family structure, some of which may even be adaptive. s3 However, 
when abuse goes beyond the bounds that are tolerable, severe disruption of 
family organization takes place, often with profound effects upon all family 
members. 

There is some controversy as to the effectiveness of individual psycho­
analytic psychotherapy in the treatment of alcoholism. This method of 
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treatment has been considered inappropriate for these disorders, patients 
often being labeled impulsive, uncooperative, prone to "acting-out," narcis­
sistic, and thereby unamenable to sustained therapy. To the contrary, several 
ofthe authors ofthis book have met with success in treating large numbers of 
these patients in individual psychotherapy. The difficulties encountered in 
treatment are often a function of the feelings of the therapist toward these 
patients or the labels which have been imposed upon them. It should not, 
therefore, be excluded a priori from one's treatment alternatives. (See 
chapters 14 and 15). 

Conclusion 

The problems of alcoholism and suicide are, in many cases, intimately 
linked. Alcoholism may be a cause of suicide, may be the form of suicide, or 
may share a common etiology with suicidal behavior. Treatment of the 
suicidal alcoholic must be vigorous, for to ignore either aspect can lead to 
continued social and psychological loss culminating in further suicidal 
behavior. 
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CHAPTER 9 

Alcoholism and Sociopathy 

JOEL SOLOMON, MD, and MEREDITH HANSON, MSW 

The relationship between alcoholism or alcohol abuse and sociopathy is more 
difficult to unravel than most other psychiatric diagnoses. The degree of 
overlap between the two conditions is remarkable, for many persons 
diagnosed as sociopaths engage in excessive drinking and many alcohol 
abusers also exhibit antisocial behavior patterns. The associations between 
alcohol consumption and aggressive behavior, 1-5 criminal activity, 6-9 violent 
death,IO,11 and the family incidence of sociopathyl2-14 have been studied 
widely. Yet, conceptual and diagnostic confusion about the conditions 
persists. 

Antisocial personality disorders (sociopathy) are described in the third 
edition of the Diagnostic and Statistical Manual of Mental Disorders as those 
in which "there are a history of continuous and chronic antisocial behaviors in 
which the rights of others are violated, persistence into adult life of a pattern of 
antisocial behavior that began before the age of 15, and failure to sustain good 
job performance over a period of several years." Childhood and adolescent 
signs include lying, stealing, fighting, truancy, resisting authority, unusually 
early or aggressive sexual behavior, and excessive drug use. 

In adulthood, these kinds of behavior continue, with the addition of inability to 
sustain consistent work performance or to function as a responsible parent and 
failure to accept social norms with respect to lawful behavior. IS 

Obviously, many of the behaviors and patterns characteristic of the 
antisocial personality disorders also apply to the alcohol abuser. This point is 
illustrated clearly by Robins' longitudinal study of children who were treated 
at a St. Louis child guidance clinic. In her study, in order to be categorized as a 
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"sociopathic personality" the subjects had to possess 5 to 9 criteria for this 
diagnosis. Although a number of other diagnostic groups shared symptoms 
with the sociopath category, "the diagnostic group (excluding sociopathic 
personality) with the highest proportion of cases meeting the minimum 
criteria of five sociopathic symptoms was alcoholics, 70% of whom had five or 
more symptoms.,,16 

This situation is further exacerbated by the fact that typically all 
alcoholics and all sociopaths do not share the same (or even a majority) of 
symptoms and characteristics, and standardized tests often inadequately 
discriminate facets of psychopathology. Thus, as Hoffmann, Jackson, and 
Skinner, in discussing the MMPI scores of alcoholic patients, observed, 

A diagnosis of "sociopathic personality disorder" might result from observations 
of marked interpersonal conflict or antisocial behavior, or from a lack of impulse 
control. An elevated Pd scale by itself would not provide an indication of which 
kind of behavior was more likely. 17 

In short, as with attempts to define the "alcoholic personality" (see, for 
example, Barnes's reviews 18,19), the attempt to define a simple "sociopathic 
and alcoholic personality" appears to have defied possibility. 

To resolve some of the confusion surrounding the two diagnostic 
categories, Schuckit20 thought that is was particularly important to dis­
tinguish between the alcoholic, who due to alcohol abuse becomes involved in 
actions such as criminal activities, frequent fights, and impulsivity which 
could be labelled sociopathic, and the sociopath, who is diagnosed by a wide 
range of behavior among which is excessive alcohol use. According to 
Schuckit, "primary alcoholism" is a condition exhibited by persons who have 
no history of psychiatric disorder antedating their alcohol abuse; "socio­
pathy" is a chronic disorder, with onset prior to age 15 and manifesting at least 
four of eight symptoms (which are similar to those listed in the DSM-III). He 
stresses that "manifestation of some antisocial behavior is not synonomous 
with a diagnosis of antisocial personality." He reserves the diagnosis of 
"sociopathic alcoholism" for situations in which there is an onset of alcohol 
abuse "in a person with ongoing antisocial personality or sociopathy . ... The 
sociopathic alcoholic usually has 7 to 10 years of prior severe antisocial 
behavior" before he develops alcoholism. 

Podolsky,21 in a descriptive paper on the sociopathic alcoholic, felt that, 
when sober, the alcoholic sociopath was blander, more passive, and more 
inadequate than the nonalcoholic sociopath. He also thought: 

Most alcoholic sociopaths are hedonists, compulsively seeking immediate impulse 
gratification of the total disregard of the reality principle and of long-term goals. 
They need a moderate degree of intoxication to inhibit anxiety and guilt, but after 
enough successful deceits such fears are allayed and dishonesty becomes habitual 
and callous. 
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Podolsky, while describing the alcoholic sociopath and how alcohol can 
catalyze the sociopathic behavior, did not look at the alcoholic who may 
engage in what appears to be sociopathic behavior but may not fulfill the 
criteria for a diagnosis of sociopathy. 

In his review of sociopathy and alcohol abuse, Rada22 asserted that 
"although it would appear that sociopaths and alcoholics do share a number 
of similar personality characteristics, as well as a tendency to abuse alcohol, 
they do not share the same basic personality structure." He proceeds to 
differentiate the two conditions by observing that "unlike the alcoholic who 
expresses remorse when he has fallen off the wagon, the sociopath often shows 
no concern" about his excessive drinking. "The point to be emphasized is that 
the sociopath's drinking ... [is] not inconsistent with other aspects of his 
personality and behavior." Rada also makes a distinction between the 
"alcoholic sociopath," who is characterized by the onset of sociopathic 
behavioral symptoms before the abuse of alcohol, and the "sociopathic 
alcoholic," who does not have a history of sociopathy prior to the age of 15 but 
possesses personality features of the sociopath such as lack of insight and 
impulsivity. 

The preceding three papers on sociopathy and alcoholism, while 
shedding some light on the points of convergence and divergence between the 
two conditions, highlight the presence of a conceptual morass. A major 
problem, of course, in looking at the relationship between these two 
conditions, is that alcoholics and sociopaths share so many behavioral 
characteristics (for example, one criterion by which to define an antisocial 
personality disorder is the abuse of alcohol at an early age). In fact, a primary 
means by which to differentiate the two conditions appears not to be the 
presence or absence of various symptoms, but rather the temporal sequencing 
of the symptoms. That is, if sociopathic patterns occurred first and prior to the 
age of 15, the person is considered primarily a sociopath or antisocial 
personality. If the person began to abuse alcohol first, he is considered 
primarily an alcoholic. Unfortunately, many of the studies attempting to 
clarify the relationship between the two conditions are retrospective in nature 
and do not adequately determine the time sequence involved in the emergence 
of the conditions. 

In order better to understand the relationship between the two con­
ditions, it is useful to examine some of the studies that draw correlations 
between alcoholism, antisocial behavior, criminal activity, violence, and 
aggression. The use of alcohol is related to crime in at least two ways: (I) The 
use of alcohol by certain age groups, drinking alcohol at different times in 
different places, and public intoxication have been defined as crimes at 
various times, by different localities. Thus, the use of alcohol in violation of 
public sanctions and normative standards might be considered antisocial 
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behavior. (2) The use of alcohol is related to the commission of other crimes. 
Alcohol intake by either the offender or the victim, or both, has been 
demonstrated shortly before the occurrence of various crimes. In a 1960 
survey of 2,325 male felons incarcerated by the California Department of 
Corrections, it was determined that 98% had used alcoholic beverages at some 
time in their life (compared to 70% for a United States sample of adult males). 
In addition, 29% claimed that they were intoxicated at the time they 
committed the crime for which they were currently imprisoned. This 
proportion varied from 50% for those imprisoned for automo bile theft to 10% 
for those imprisoned for narcotics offenses. 23 

Similarly, Shupeb reported that over 72% of the persons in his study who 
were arrested following the commission of a felony were under the influence of 
alcohol at the time of their crime; a higher proportion of persons convicted of 
assault than of those convicted of other crimes, for instance, robbery, had 
blood alcohol concentrations greater than 0.10% at the time of their arrest. 
Studies of prison popUlations in different countries consistently report that a 
high percentage of prisoners are excessive drinkers. For example, Batho­
lomew's 1968 study, in which Australian prisoners and theirfamily members 
were interviewed, concluded that 43% of Austrialian recidivists were alco­
holic24 ; Gibbens and Silberman's 1970 study of British prisoners found that, 
after excluding "drunks," of those persons serving sentences under 28 days, 
40% were excessive drinkers.25 

In a comprehensive study of935 hospitalized British alcoholics, Edwards 
et 019 found that 32% ofthe men and 17% of the women had a criminal record. 
For both sexes, "theft constituted by far the commonest first offense, fraud 
being second." Further, the alcoholic first offender was on average an 
offender of late onset. The authors felt that their data suggested that this 
relationship indicated that "the man who up to a certain age has led a law­
abiding life will, under the influence of developing alcoholism ... engage in 
behavior which would previously have been foreign to his nature." Finally, 
they note that a history of excessive drinking carries with it a prognosis for 
recidivism. Although they acknowledge that the findings on recidivism and on 
age of onset do not "prove causality," they assert: 

The conjoint facts that alcoholics are both offenders of late onset and then of high 
recidivism are congruent with what would be expected if alcoholism is indeed 
contributing to the genesis of crime. 

In other words, the authors are suggesting that among their population the 
alcoholism antedated the criminality. Therefore, the antisocial pattern~ would 
be secondary to alcoholism, and the majority oftheir sample members would 
fall within Rada's sociopathic alcoholic classification.22 

In 1962, Guze and his colleagues26 attempted to determine whether or not 
psychiatric disorders occurred more frequently among criminals than among 
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the general population. To answer this question, they carried out a systematic, 
structured psychiatric interview with 223 consecutive male criminals, in­
cluding probationers, parolees, and "flat-timers" who were under the 
jurisdiction of the Missouri Board of Probation and Parole. Forty-eight 
percent of their subjects received no psychiatric diagnosis other than 
sociopathic personality. Fifty-two percent were found to have some other 
psychiatric disorder, as well-with alcoholism, the most frequent diagnosis, 
found in 43% of those cases. Alcoholism was shown to be associated with an 
increase in family history of alcoholism and suicide, an increased personal 
history of suicide attempts, and a variety of other sociopathic behaviors. 
Comparisons between alcoholics and nonalcoholics indicated that there were 
no differences in the prevalence rates of delinquency, antisocial behavior, and 
criminal activity before the age of 15. 

Furthermore, it should be noted that of the 51 alcoholics who reported antisocial 
behavior before age 15,66 percent claimed that this behavior preceded the onset of 
heavy drinking; and of the 23 alcoholics reporting criminal behavior before age 15, 
87 percent claimed that the crimes preceded the heavy drinking. 26 

The authors interpreted these figures to indicate that the onset of 
antisocial behavior preceded heavy drinking for most of the alcoholics and 
that "there were no differences, other than in family history of alcoholism and 
suicide, between the alcoholics and nonalcoholics prior to the heavy drinking 
itself." Thus, while some of this study's findings resembled those later 
discovered by the Edwards group9 (for example, in both studies alcoholism 
was associated with recidivism or with continuance in the criminal career), it 
appears that the Guze sample of criminals was composed of primarily 
alcoholic sociopaths, while the Edwards sample of hospitalized alcoholics was 
composed primarily of sociopathic alcoholics (using Rada's classification 
scheme). 

Eight years after the original Guze study, Goodwin et 01 attempted to 
follow up on the cases. 27 Of the original sample, 94% were located, of whom 5 
had died, 2 were abroad, and 26 refused to be interviewed. Table I compares 
the alcoholics to the nonalcoholics according to the variables found 
significant at follow-up. Particularly impressive is the diagnosis of sociopathy 
and the other antisocial behaviors in the alcoholic group. 

Other relevant studies include Rosenberg's study of young (under the age 
of 30) Australian alcoholics, 28% of whom engaged in serious antisocial 
behavior. 28 It is important to note that Rosenberg found an increased level of 
antisocial behavior in men who began alcohol use at an earlier age, a finding 
confirmed by other investigators. 13,29,30 It should be recognized, however, that 
in commenting on one of the studies29 Schuckit observes 

that even though more antisocial behavior was present [in the younger onset 
alcoholics], it was mild or moderate in extent and did not meet the criteria for a 
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TABLE 1. Comparison of Alcoholic and Nonalcoholic Felons, 
In Percenf 

Alcoholics Nonalcoholics 
(N = 118) (N = 58) 

White 18 51 
Sociopathy 10 39 
Repeated year of school 33 0 
Dishonorable discharge from military service 10 2 
History of wanderlust 48 23 
Rage reactions 50 19 
More than 20 sex partners 55 11 
Arrests for fights 42 10 
Arrests for vagrancy 26 2 
Arrests for peace disturbance 66 11 
Fights before age 18 64 43 
Fights after age 18 69 34 
More than 6 arrests 68 42 
Often irritable 46 II 
Depressive symptoms 31 9 
Reared in orphanage 10 0 

"Differences between groups significant at the 0.05 or 0.01 level (chi-square with Yates's 
Correction) from Goodwin". 

diagnosis of sociopathy or antisocial personality; among other things the onset of 
antisocial problems in this group was not evident by age 15.20 

Based on the several studies reviewed which investigated the correlation 
between alcoholism and criminal and other antisocial behavior, it would 
appear that there are heterogeneous groups of persons who exhibit both 
alcoholic and sociopathic behavior. At the very least, there are two groups, 
one of which is characterized by an early onset of antisocial behavior and 
alcohol abuse, the other of which is characterized by a later onset of the 
conditions. As we will discuss later, the age of onset is important in the 
prognosis for members of these two groups. Before a discussion of prognostic 
factors and treatment implications, however, it will be useful to comment on 
the studies themselves and to review information from another source­
familial incidence of the two conditions. 

A major problem with studies that attempt to draw conclusions about the 
relationship between alcoholism and sociopathy by investigating crime 
statistics and surveying prison populations is one of sampling. By using 
criminal statistics, a bias is introduced due to unequal enforcement oflaws by 
different communities or by the same police departments in different 
neighborhoods of the city.3l Further, one cannot assume that a sample of 
prisoners is representative of persons who break laws. This group represents 
only a subgroup of lawbreakers who have been caught, tried, and imprisoned. 
Related to this sampling bias is another sampling bias that is highlighted by 
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the Guze study.26 Guze and his colleagues observed that their sample was 
drawn "almost entirely from lower socioeconomic levels of the community." 

There is a large sociological literature that discusses the potential 
problems involved in generalizing from such skewed samples to the popu­
lation in general. Chief among the problems is the fact that secondary status 
characteristics (that is, those which are not directly related to the person's 
alcoholism and/ or his criminal behavior) rather than the crime (or alcohol 
abuse) itself may be influencing the community's reaction to the person and 
consequently his inclusion in a criminal and alcoholic population.32,33 This 
point is illustrated clearly by studies which investigate the involvement of 
female alcoholics with the police. Orfore et al,34 for example, reported that in 
England there is a male-female sex ratio of 5: I for university students who 
have ever has any alcohol-related police contacts. At the same time, the sex 
ratio is only 2: I for the incidence of self-reported alcohol-related law 
breakings in which the police were not involved. Further evidence for the 
impact of secondary status characteristics on the diagnostic process is 
provided by two papers that examine social factors that affect the diagnosis of 
alcoholism. 35,36 In a study of emergency room physicians employed in a large 
metropolitan hospital, an analysis of interview protocols demonstrated: 

Diagnostically, physicians behave as though alcoholism were primarily a disorder 
of derelicts ... , they tend not to recognize alcoholics who are other than derelict, 
and when they do, are hesistant to make the diagnosis of alcoholism. 3. 

Such discrepancies in diagnosis and police contacts lead one to question the 
representativeness of many study samples. The persons included in the 
samples may be as much a function ofthe community's social structure37- as it 
is a function of individual characteristics. As Edwards et ai' correctly observe, 
this style of research has ''very real limitations, " because rather than exploring 
the relationships between two real conditions the insensitive researcher 
actually may be exploring "statistical relationships between labels ('alcoholic,' 
'criminal'). " 

Even if one were to assume that samples of prisoners and criminals were 
representative of the population of lawbreakers, a problem arises when one 
attempts to compare these groups to the population at large. Often in studies 
of crime and alcohol, matched groups of representatives from noncriminal 
populations are not compared to the criminal group. As Wolfgang observes: 

The presence of alcohol in two-thirds of the homicide situations, where alcohol had 
been ingested just prior to the homicide by the offender, the victim, or both, is a 
statistic that has not been (and perhaps cannot be) stated in relation to the 
abundance of other occasions of social intercourse in which alcohol was an 
ingredient. 38 

A final criticism of studies which attempt to establish a linkage between 
alcoholism and sociopathy by referring to the association between alcohol/ 
alcoholism and crime and antisocial behavior as pointed out by Rada: 
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Although many criminals are sociopaths, not all crimes associated with alcoholism 
are committed by sociopathic personality types. For example, homicide, except for 
gangland slayings, is not clearly associated with sociopathy.22 

In addition, according to Goodwin, although homicide is associated with 
drinking, it may not be associated with alcoholism.8 Similarly, although rape 
is correlated highly with alcohol consumption, and possibly with alcoholism, 
it has not been established that convicted rapists have predominantly 
antisocial personality disorders. 39 Therefore, solely on the basis of the 
association between alcohol consumption and criminal activity, it is not safe 
to conclude that alcoholism is correlated with sociopathy / antisocial person­
ality disorder. 

The familial and genetic association between alcoholism and sociopathy 
is higher than would be expected by coincidence. In fact, Rada22 asserts that 
the strongest evidence supporting the association between sociopathy and 
alcoholism is to be found in studies of familial and genetic associations of the 
two. In Robins' longitudinal study of children treated at a child guidance 
clinic,16 children who were referred for antisocial behavior had a much higher 
rate of medical and social problems as adults, suggesting "that children 
referred for antisocial behavior have a special predisposition to develop 
alcoholism which goes beyond the fact that they may more often than other 
patients live in a culture which is acceptant of heavy drinking." In addition, 
the adult alcoholics resembled adult sociopaths not only in the childhood 
behavior problems "but also in their family backgrounds"-both groups 
coming from families with a high rate of divorce and separation, living in 
broken homes, and having siblings who were frequently antisocial. The 
alcoholics, however, had the highest rate of parental loss due to death and 
more often were raised in self-supporting families. In a related study, Robins 
et a/4J) reported that a significantly higher proportion of the child guidance 
patients developed alcoholism as adults than did a matched group of controls. 

Other studies have reached similar conclusions: Glueck and Glueck41 

found drunkenness, crime, and/ or immorality in the homes of 90.4% of 500 
delinquent boys they studied, while observing the same patterns in 54% of a 
matched control group; in 1951, Amark42 uncovered a statistically significant 
increase in the diagnosis of sociopathy in both the siblings and parents of his 
alcoholic subjects; Winokur et al13 found a higher incidence of sociopathy in 
close male, but not female, relatives of sociopathic alcoholics; and, more 
recently, Frances et al 43 found that alcoholics who reported at least one family 
member with a possible drinking problem demonstrated not only more 
symptoms of alcoholism, but also more antisocial behavior. Commenting on 
the association between alcoholism and psychiatric illnesses, Goodwin14 
observed that several studies 12,13,42,44,45 have indicated: 

There is an excess of depression, criminality, sociopathy, and "abnormal 
personality" in the families of alcoholics. Typically, depression occurs most often 
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in female relatives and alcoholism or sociopathy in male relatives. Relatives of 
alcoholics apparently are no more often schizophrenic, mentally defective, manic, 
or epileptic than are relatives of nonalcoholics. 
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The preceding studies are very persuasive in their documentation of the 
familial association between antisocial personality disorders and alcoholism. 
It is not clear, however, whether these familial associations indicate that a 
specific genetic/hereditary factor is present. Cloninger,46 however, asserts 
that studies of hormonal factors, as well as adoption and twin studies, suggest 
the presence of congenital factors-probably genetic-in antisocial person­
ality disorders. He suggest that the genetic factor may not be as strong as in the 
case of alcoholism. Of particular importance are the studies of monozygotic 
and dizygotic twins in which the monozygotic twins show a higher concor­
dance rate for criminality than do the dizygotic twins. Equally interesting is 
the finding of Danish adoption studies in which it was demonstrated that the 
likelihood of male adoptees' becoming criminal ranged from 10%, if neither 
adoptive nor biological parents were criminal, to 36% if both sets of parents 
were criminal. Unlike adoption studies in alcoholism,14 in which the 
alcoholism of the adoptive parents did not increase the probability that the 
children would become alcoholic, in the studies of criminality the criminal 
behavior of the adoptive parents did increase the risk of the adoptee's 
becoming a criminal. This finding, along with findings on the effect of 
socioeconomic status (lower status groups have a higher rate of sociopathy) 
and parental discipline (children whose parents supplied "firm and consistent" 
discipline had a lower risk of becoming sociopaths), led Cloninger46 to 
conclude that, although sociopathy (like alcoholism and schizophrenia) has a 
significant genetic component, it is associated with major environmental 
variable. 

Currently, the evidence for the role of genetic, hereditary, and environ­
mental (eg, familial) factors in the etiology of sociopathy and alcoholism 
remains inconclusive. It is possible that when there is increased study of 
conditions such as the hyperactive child syndrome, especially to clarify its 
relationship (if any) to the fetal alcohol syndrome and adult alcoholism, the 
role of genetics and heredity in the development of alcoholism and antisocial 
personality disorders will be clarified. Current knowledge permits us only to 
make the connection between family history, sociopathy, and alcoholism. As 
Robins et al./lJ observe, this relationship is most likely one in which not only a 
pathological individual but exposure to a facilitating social setting is 
necessary for a person to become alcoholic. At present, it is probably most 
appropriate for professionals to avoid premature closure around any single 
factor-be it genetic, environmental, or hereditary-and examine the full 
range of interacting variables that lead to a fuller understanding of the two 
conditions. 

Standardized self-report inventories often have been used to investigate 
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the personality traits of alcoholics and sociopaths. The most commonly used 
of these tests in the Minnesota Multiphasic Personality Inventory (MMPI).47 
According to Hare and Cox, persons are classified as psychopathic (ie, 
sociopathic) on the MMPI on the basis of elevated scores on the Psychopathic 
Deviate (Pd) and Hypomania (Ma) scales. 48 Interestingly, a frequent finding 
in studies that use the MMPI with a known alcoholic population is an elevated 
Pd scale among alcoholics. 18,49 In fact, according to Barnes, 18 "the Pd scale [is] 
the one that has most frequently been reported as higher in alcoholics than in 
either controls or MMPI norms." 

The search for common personality traits among sociopaths and 
alcoholics reflects similar searches for the "alcoholic personality," "pre­
alcoholic personality," and the "criminal mind." Just as with these other 
searches, the discovery of an alcoholic-sociopathic character trait may prove 
impossible. The use of the MMPI as a standardized means to conduct this 
search is interesting in its own right, however. As we mentioned above, the 
search for commonalities seems to center around an elevated Pd scale. Yet, 
when the MMPI was orginally devised, the Pd scale was considered to apply 
specifically to the asocial psychopathic personality type. 50 From the very start 
the scale has not been used by researchers with this original meaning in mind. 
More often that not, an elevated Pd scale has been interpreted as indicating 
more of an antisocial tendency than an asocial tendency. 

On this basis alone, then, it is inappropriate to interpret a Scale-4 [Psychopathic 
deviate] elevation in the composite MMPI profile of alcoholics as prima facie 
grounds for asserting that the typical alcoholic is a "psychopathic deviate.,,50 

In examining the MMPI in general and the Pd scale in particular it 
becomes clear that (1) MMPI scores may be too global and broad to 
discriminate adequately between subleties of pathologyl7; and (2) Pd scale 
elevations alone may lead to invalid conclusions about alcoholism and 
sociopathy.18,49,50 For example, although MacAndrew and Geertsma50 found 
that statistically the Pd scale significantly differentiated alcoholic outpatients 
from psychiatric outpatients, by deleting three items-"I have used alcohol 
excessively" (true), "I have never been in trouble with the law" (false), "I have 
not lived the right kind of life" (true)-from the scale they were able to 
eliminate the scale's discriminant ability: 

By process of successive item removal it was found that the significant mean 
difference between the 2 patient groups disappeared after the 3 most discriminating 
items had been removed. Taken together, these 3 items were shown to provid a 
strikingly mundane insight into the "cause" of the characteristically significant 
elevation of alcoholics on Scale 4, viz., alcoholics say they have used alcohol 
excessively, have been in trouble with the law, and and have not lived the right kind 
of life (emphasis added).50 

Further doubt about the excessive reliance on standardized self-report 
inventories to uncover a sociopathy-alcoholism connection is cast by the fact 
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that although the MMPI scores suggest that both alcoholics and sociopaths 
display a psychopathic trend (a trend that may be invalid), alcoholics differ 
from sociopaths in other personality dimensions, such as guilt. 22 Other 
problems that arise when self-report inventories are used to select sociopathic 
persons have been discussed by Hare and COX,48 who noted that (I) given the 
nature of the sociopath, there is reason to doubt his responses to potentially 
incriminating questions and (2) many inventories were not developed (and are 
not continuously evaluated) with the use of well-defined criterion groups. 

Lately, as attempts to define the alcoholic and prealcoholic personality 
types have met with continued failure, efforts to uncover the sociopathy­
alcoholism link also have diminished. Rather than trying to establish the 
existence of a uniform personality type, current efforts appear to be focused 
on uncovering and clarifying the correlates of these psychiatric syndromes for 
purposes of making more refined and useful diagnoses, prognoses, and 
treatment regimens. 

Although a clear connection between sociopathy and alcoholism has not 
been definitively established (ie, there is not a unitary sociopathy-alcoholism 
syndrome), there is certainly a strong association between antisocial activities 
and alcohol abuse. Several generalizations can be made: First, by definition, 
sociopathy is considered to emerge prior to the age of 15. It has also been 
suggested that alcoholics who engage in significant antisocial behavior start 
drinking at an earlier age than other alcoholics.28,29 Whether the young person 
who drinks and is antisocial is primarily sociopathic or primarily alcoholic has 
been determined in part by the behavior which occurred first. Schuckit20 

suggests that the primary sociopath is characterized by an early onset of 
antisocial activities which both precede his alcohol abuse and are more severe 
than the antisocial behaviors of primary alcoholics. Further, the research of 
Edwards et al9 indicates that alcoholic offenders on average have a higher 
likelihood for recidivism and are offenders of late onset (ie, their first offense 
occurs later than the first offense of other prisoners), findings that are 
congruent with the notion that alcoholism contributes to the "genesis of 
crime" in these individuals. 

Secondly, although statistics on sex indicate (I) that for both alcoholic 
and sociopathic classifications males are overrepresented, (2) that males have 
both more school problems and more antisocial problems than females before 
developing alcoholism,sl and (3) that they have more alcohol-related police 
difficulties than women.51 ,52 Schuckit and Morrissey53 assert that the "anti­
social backgrounds" of sociopathic alcoholics "are probably quite similar for 
the two sexes." Goodwin8 supports the notion that male and female alcohol 
abusers who exhibit antisocial behaviors may be more alike than dissimilar by 
noting that studies54,55 "indicate that women are as likely as men to be drinking 
at the time they become homicide offenders or victims." It is possible that 
differences in the sexual incidence of the conditions can be attributed to 
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secondary factors such as the fact that women usually start drinking later than 
men (thus minimizing the probability that they will become enmeshed in a 
total life-style-a life-style associated with the early onset of any forms of 
antisocial activity).16 However, it is likely that these sexual differences will be 
reduced ifthe age of onset is controlled. For example, Gombergs6 states that 
research on delinquent girls and hospitalized alcoholics suggests that early­
onset female alcoholics will manifest significantly more sociopathic charac­
teristics than will older, later-onset female alcoholics. In short, they will be 
more like early-onset male alcoholics. 

Thirdly, there are remarkable familial associations between antisocial 
personality disorders and alcohol abuse. Whether or not a causal process is 
operating, it is apparent that alcohol abusers who are antisocial have a higher 
incidence of both alcoholism and sociopathy among their family members. It 
is unclear whether these associations are due to heredity, genetics, parental 
disciplinary practices, socioeconomic status, differential law enforcement 
practices, or some combination ofthese factors. For example, regarding the 
variable of socioeconomic status, lower-class samples differ from upper- and 
middle-class samples on characteristics like place of drinking, arrest record, 
and grade completed in school (among others)s3; each of these characteristics 
may, in part, explain the increased incidence of alcoholic and sociopathic 
diagnoses in this group. 

Finally, there is some evidencel6,4o that both sociopathy and the early 
development of alcoholism may be part of a generalized deviant behavior 
syndrome or pattern. In her comprehensive study of the "roots" of antisocial 
behavior, Robins found that, while children referred to a child guidance clinic 
for problems other than antisocial behaviors rarely emerged as sociopathic 
adults, a large proportion of the antisocial children became antisocial, 
alcoholic, and / or drug addicted adults. Only a small number were considered 
healthy and trouble-free as adults. These proportions compare to a 60% 
healthy rate and a 2% sociopathic rate for a control group. The argument that 
a generalized deviant behavior syndrome or pattern may be present among 
these individuals receives further support by two additional facts: (I) The 
tendency toward adult deviant behavior among children referred for antisocial 
behavior pervaded "every area in which society sets norms ... [with] no 
clear connections . . . between type of deviance in childhood and type of 
deviance in adults," and (2) "None of the symptoms used to diagnose 
sociopathic personality failed to occur in at least some of the subjects with 
other diagnosis, [while] . . . the symptoms most common among the 
sociopaths were not the ones that best discriminated them from all other 
diagnostic groups. ,,16 

Based on the overlap in behavior and symptomatology in the two 
diagnostic groups, it seems safe to conclude that we are dealing with a 
subgroup of alcoholics and sociopaths who are more similar to each other 
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than they are to other primary alcoholics and primary sociopaths. Within this 
subgroup are (I) individuals who can be called alcoholic sociopaths,20,22 
characterized by early antisocial behavior that antedates their alcohol abuse 
and exhibiting a more severe antisocial behavior pattern,16,29 and (2) 
individuals who can be referred to as sociopathic alcoholics/2 characterized 
by a later developing and less severe pattern of antisocial activity that may 
have resulted from their increasing alcohol abuse.2,29 

The prognosis for any individual exhibiting both sociopathy and 
alcoholism is pOOr.16,20,22,46,57 In a study of a 90-day in-patient alcoholism 
rehabilitation program, Wilkinsonet al57 found that program dropouts, when 
compared to program com pieters, started drinking at an earlier age, had less 
stable job and marital histories, were more aggressive and hostile, and less 
often endorsed MMPI items indicating greater emotional control. Both 
Goodwin et al27 and Edwards et al9 found that being alcoholic increased the 
probability of recidivism among prisoners. Finally, Schuckit et al29 stated that 
the person who is both sociopathic and alcoholic is highly susceptible to 
alcoholic relapse, which, when it occurs, is usually accompanied by assaultive 
behavior toward the spouse and other family members. 

Ross,58 in a study cited by Schuckit/o found that among a group of 
imprisoned alcoholics "routine treatment methods for alcoholism were 
ineffective." Cloninger,46 on the basis of his review of the antisocial 
personality, concluded that "as an adult, the sociopath is an unsatisfactory 
patient for either the specialist or the primary physician. To the mental health 
specialist, he poses an almost insoluable problem in treatment." The 
sociopath tends to present a number of physical and psychological symptoms 
which are not amenable to pharmacotherapy, since the sociopath-especially 
the alcoholic! sociopath-has a high potential for drug abuse and dependence. 
The situation is further complicated by the sociopath's low level of cooperation 
and lack of remorse, which is used often as a means of mobilizing the new 
patient. 

In a study of medical treatment for alcoholics, Panepinto et al59 found the 
poorest outcomes (as measured by maintained treatment contacts) in 
alcoholics who had diagnoses of personality disorders. In discussing their 
results, they described the treatment regimen as one in which contacts were 
with internists, were fairly brief (about ten minutes), were symptom! 
complaint-oriented, were highly predictable, and were accompanied by rather 
lengthy waiting periods (45 minutes to an hour). In commenting on these 
results, Kissin60 later observed that this type of medically-oriented treatment 
did not seem appropriate for personality-disordered, asymptomatic patients. 
So far as a suitable subcategory of personality disorders is concerned, these 
cautions would appear to apply to antisocial personality-disordered persons. 
As Rada22 comments, "Few treatment strategies have been regularly successful 
with this patient population. In each instance, an individualized treatment 
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program must be planned." Cloninger4b adds that "given the pronounced 
socioeconomic component in antisocial personality, the most effective 
prophylactic measures may well prove to be socioeconomic." Unfortunately, 
due possibly to the conceptual and diagnostic confusion, there appears to be 
no treatment approach which has demonstrated remarkably effective results 
with this group of individuals. It remains for clinicians and other professionals 
(eg, social workers, probation officers, prison officials, primary care physi­
cians) to develop treatment procedures that can be tested and implemented for 
this population. 

This paper has presented a discussion of sociopathy and alcoholism, 
highlighting points of convergence and divergence between the two syn­
dromes. Throughout the discussion, we have pointed out that conceptual and 
diagnostic confusion persists about these conditions as researchers and 
professionals devote large amounts of energy to attempts to discriminate the 
sociopathic alcoholic from the alcoholic strength and both states from other 
psychiatric conditions. From the studies reviewed, it seems apparent that 
antisocial behavior is more common and more severe among younger-onset 
alcoholics than older-onset alcoholics; there is a higher than normal familial 
coincidence of the two syndromes; although both conditions are more 
common among men than women, female sociopathic and alcoholic indi­
viduals may be more similar to their male counterparts than they are to female 
primary alcoholics; the conditions may be more prevalent among lower 
socioeconomic groups; the prognosis for persons diagnosed as alcoholic and 
sociopathic is very poor; and no effective treatment interventions appear to 
have been developed for the conditions. 

Some of the confusion and resultant failure to develop innovative 
treatment approaches for the conditions may be due to the fact that there is 
still a tendency to try to locate an alcoholism-sociopathy personality type; 
further confusion may result from a misinterpretation of research findings. 
Regarding the latter point, for example, it has been suggested that researchers 
have misinterpreted scores on standardized self-report inventories (eg, the 
MMPI's Pd Scale), that crime and deviancy rates too often have been equated 
with sociopathy, and that alcohol use and alcohol abuse too often have been 
equated with alcoholism. 

The more important issue, however, may lie with the persistent efforts to 
uncover an alcoholism-sociopathy personality type. There is ample evidence 
that such efforts are misguided and/ or premature. Both conditions have been 
shown to be influenced greatly by contextual and environmental variables 
which interact with any individual vulnerability in the syndromes' emergence. 
The focus on personality types may cause researchers and clinicians to 
overlook important environmental and contextual factors that are germane to 
the syndromes' development, maintenance, and arrest. Alcohol, for example, 
impacts sharply on the person's perceptions and actions. However, how the 
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person acts, even when intoxicated, is influenced greatly by cultural norms 
and social sanctions. The aggressive behavior of an individual is influenced by 
the aggression of others and the consequences of their aggression for the 
individual. Finally, societal reactions often influence the subsequent careers 
and actions of persons who engage in any form of deviance. These, and other 
factors, are strongly supportive of the notion that an interactive phenomenon 
is operating in the case of sociopathy and alcoholism. The sensitive researcher 
and clinician, it would seem, should be cognizant of these interactions as he 
attempts to understand the syndromes and develop innovative and effective 
treatment and investigative strategies. 
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CHAPTER 10 

Hidden Psychiatric Diagnosis in 
the Alcoholic 

FREDERIC M. QUITKIN, MD, and JUDITH G. RABKIN, PhD 

With a complex, poorly understood disorder such as alcoholism, etiological 
insights and treatment strategies may be generated by identifying another 
frequently associated illness. If temporal sequence can be defined, then causal 
or precipitating roles of one disorder in relation to the other may be suggested. 
Since alcoholism and other psychiatric disorders all have unclear etiologies, 
analysis of their association may prove fruitful. Understandably, the clinician 
would be most enthusiastic if alcoholism were found related to a psychiatric 
disorder (Axis I diagnosis)! rather than a personality disorder (Axis II 
diagnosis),! since the latter are resistant to change. It would be particularly 
helpful if the psychiatric disorder is one known to be responsive to a specific 
treatment or to preventive intervention. 

We do not think that most patients with alcoholism have additional 
psychiatric disorders, either covert or obvious. However, there is some 
evidence that several psychiatric syndromes, including anxiety and depressive 
disorders, may contribute to or provoke alcohol abuse. Because the manifes­
tations of alcohol abuse and/ or withdrawal usually dominate the clinical 
picture, all symptoms may be thus attributed and other diagnoses remain 
unrecognized. Since the relationship of primary depressive disorder to 
alcoholism is reviewed elsewhere in this volume, we will focus on alcoholism 
and two subtypes of anxiety disorder to which it seems related: panic disorder 
and posttraumatic stress disorder. In addition, we will consider the as­
sociation between alcohol abuse and a subtype of affective disorder, not 
always identified as such, that we refer to as hysteroid dysphoria. Evidence for 
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the association of each with alcohol abuse and treatment implications will in 
turn be discussed. 

Panic Disorder 

The essential criteria for this disorder as defined in third edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-III)l include 
recurrent panic attacks which impair functioning and occur in the absence of 
severe physiological or psychological stress. They consist of discrete episodes 
of intense fearfulness accompanied by sympathetic nervous system discharge 
such as sweating, palpitations, trembling, fear of dying, and feelings of 
unreality. Over time, anticipatory anxiety develops between these acute 
episodes. In our experience, this symptom constellation often precedes the 
development of agorapho bia; that is, patients with panic disorder often avoid 
situations in which they may feel trapped or closed in, such as subways, 
elevators, and crowds; this may progress to a fear of leaving home. However, 
panic disorder can also occur in the absence of specific phobias. 

Historically, patients who now receive the diagnosis of panic disorder with 
or without agoraphobia previously received a variety of labels including 
anxiety neurosis, effort syndrome, and neurocirculatory syndrome. 2,3 We use 
data from studies of such patients to support the hypothesis that what we now 
call panic disorder is complicated by alcoholism more frequently than would 
be expected by chance. Three types of evidence suggest this association: 
studies of psychiatric patients, studies of alcoholic patients, and studies of 
treatment of patients with panic disorder complicated by alcoholism. 

Studies of Patients with Panic Disorder 

Woodruff and colleagues3 studied 62 outpatients given diagnoses of 
anxiety neurosis. Anxiety attacks were reported by 81 % of them. About a 
quarter were "heavy drinkers" and 15% met criteria for alcoholism. Ap­
proximately one third also had a family history positive for alcoholics. 

Noyes and his group4 studied 129 patients diagnosed as having anxiety 
neurosis, based on the presence of either anxiety or anxiety attacks as well as 
a group of associated symptoms such as trembling, sweating, and pal­
pitations. It is not clear how many actually had anxiety attacks. A control 
group was chosen from patients hospitalized for surgical procedures. The risk 
for both anxiety neurosis and alcoholism was found to be greater among 
relatives of patients with anxiety neurosis than among relatives of controls. 

Simss reevaluated 146 patients who received diagnoses of "neurosis" 12 
years following hospital discharge. Established drug or alcohol abuse was 
diagnosed in 10% of these patients. On the basis of their clinical descriptions, 
five appear very likely to have had panic disorder, and two others probably 
did. 
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TABLE I. DSM-III Field Trial Data Showing Patients With 
Subtypes of Anxiety Disorder Who Also Have Alcoholism 

Diagnosis 

Anxiety AnxietYa Alcoholism Percentage with 
subtype diagnosis diagnosis both diagnoses 

Agoraphobia with 70 12 17% 
panic attacks 

Panic disorder 90 7 8% 
Combined 160 19 12% 

Simple phobia 29 0 0 
Social phobia 38 0 0 
Agoraphobia without 19 0 0 

panic attacks 
Generalized anxiety 264 21 5% 

disorder 
Obsessi ve-Com pulsi ve 123 3 2% 
Atypical 48 4 10% 

Combined 521 28 5% 

'All patients in this subset were selected because they have either a primary or 
secondary diagnosis of anxiety disorder. When appearing concurrently with an 
alcoholism diagnosis, either may be primary. 
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A fourth data set shows the relationship between subtypes of anxiety dis­
order and alcoholism in a national patient sample. These data, provided by 
Spitzer and Williams,6 are from the DSM-III Field Trial Study of 12,488 psy­
chiatric patients. A total of 5% or 681 patients in the study had either primary 
or secondary diagnoses of one of the subtypes of anxiety disorder enumerated 
in DSM-III. * Excluding patients with panic attacks, 5% also had diagnoses of 
alcohol abuse or dependence. None of the patients with diagnoses of simple 
phobia, social phobia, or agoraphobia without panic attacks had alcoholism 
diagnoses. In contrast, 12% of patients diagnosed as having either panic 
disorder or agoraphobia with panic attacks also had a simultaneous diagnosis 
of alcoholism, as seen in Table I. 

These four studies3- 6 suggest an association between alcoholism and 
panic disorder. Noyes' study suggests a familial relationship while the others 
more simply describe their simultaneous presence. A very rough estimate of 
the prevalence of this association can be made from the data available. 
Woodruff suggests that 5% of the general population has anxiety neurosis, or 
what we call panic disorder. The reports of Sims and Woodruff suggest that 
10% of these patients also abuse alcohol, a figure close to the 12% found 
among panic disorder patients in the DSM-III Field Trials. If these estimates 

·Post traumatic stress disorder was not so classified in the first phase ofthe Field Trials and so is 
not listed in this analysis. 
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are approximately accurate, then about one half percent of the population 
may have panic disorder complicated by alcoholism. 

Panic Disorder in Alcoholic Populations 

Mullaney and Trippete studied 102 consecutive admissions to a regional 
alcoholism center in England. Patients were assessed with several instruments 
including the Present State Examination, which is a structured psychiatric 
interview, and the SCL-90, a self-report symptom checklist. From these 
instruments, composite agoraphobia and social phobia scores were derived 
and a judgment made concerning the presence of these disorders. The authors 
report that one third of their sample were "clinically rated as having disabling 
agoraphobia and/ or social phobia, and a further third as having less disabling 
symptoms of either or both kinds.,,7(pS6S) Both of these are remarkably high 
proportions. For 44 of the patients judged full or borderline phobic, the age of 
onset of both phobias and problem drinking could be ascertained. In 36 of the 
44 patients, the onset of the phobias preceded the onset of severe alcohol 
abuse. This supports the possibility that some of these patients may have used 
alcohol to deal with the anxiety associated with these phobias. 

In the course of group therapy with male hospitalized alcoholics, Curlee 
and Stern8 observed that four out of seven had strong fears of heights. All 
reported that they attempted to deal with this fear by using alcohol. This led 
the investigators to a more systematic assessment of phobias in 100 male 
alcoholics using MMPI items and profiles. Their responses were compared to 
those of normal and psychiatric comparison groups. Whereas 5% of the 
normal controls feared closed spaces and 6% open spaces, 27% of the 
alcoholics feared closed and 14% open spaces. The authors do not report 
whether these patients had panic attacks. However, it is our clinical 
experience that patients with a fear of open and closed spaces frequently have 
panic attacks, and it seems likely that some of these patients may have had 
panic disorder. 

Depending on the criteria utilized, the proportion of agoraphobics in the 
Mullaney and Trippet study is between 16% and 43% and is somewhat smaller 
in that of Curlee and Stern. Both groups of alcoholics appear to include more 
patients with phobias then would be expected by chance. It is unclear how 
many of these patients would meet DSM-III criteria for panic disorder. 

The number of alcoholic patients found to have panic disorders is apt to 
vary widely depending on the socioeconomic status, age, and sex of the 
sample. Panic disorder has a wide range in age of onset. Many patients do not 
develop significant morbidity until after they have established careers and 
families. Therefore, samples of middle-class alcoholics may contain the 
highest percent of patients with panic disorder. In addition, panic disorder is 
more common in females than males so that a middle-class adult female 
alcoholic population is most likely to contain covert cases of panic disorder. 
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Treatment of Patients with Panic Disorder Complicated by 
Alcoholism and/or Drug Abuse 
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A complete review of psychopharmacologic treatment of panic disorder 
is beyond the scope of this presentation. It is worth emphasizing, however, 
that since Klein and Fink's9 first uncontrolled clinical report of the utility of 
imipramine in this disorder, at least four independent double-blind studies of 
tricyclic antidepressantsl0- 13 and four of monoamine oxidase inhibitors13- 16 

have clearly established the efficacy of these drugs in its treatment. 
My colleagues and I observed that, in a general psychiatric hospital, a 

majority of patients with histories of severe alcohol and/ or drug abuse had 
panic disorder as well. l7 This was clearly related to the prevailing admissions 
policy, which excluded most uncomplicated alcoholism patients. None­
theless, the relevant issue is whether the presence of panic disorder offers a 
lead in treating these alcohol-sedative addicted patients. Our understanding 
of panic disorder suggests that patients with this disorder have two basic 
psychopathologic features, as noted earlier. First, there are anxiety attacks of 
abrupt onset accompanied by a sudden discharge of the sympathetic nervous 
system. Anticipatory anxiety regarding these panic attacks constitutes the 
other component of the syndrome. Most patients find the panic anxiety 
markedly more unpleasant than the anticipatory anxiety. They find alcohol, 
sedatives, or minor tranquilizers somewhat useful in alleviation of the 
anticipatory anxiety, but utterly ineffective for the panic attacks. In a futile 
attempt to get some results, they resort to increasing doses of these agents. 
After a period of time, the signs and symptoms of substance abuse become 
more clinically obvious than those of the panic disorder, which in this context 
can be misdiagnosed as alcohol withdrawal signs. 

The course of five alcohol- and barbiturate-dependent patients whom we 
treated with imipramine was contrasted with five patients who were not 
maintained on imipramine. The patients on imipramine did well and did not 
return to drug or alcohol abuse, but those not maintained on imipramine 
tended to return to drug abuse, were rehospitalized, and responded poorly to 
ECT and phenothiazines. Clearly, this anecdotal report of the efficacy of 
imipramine in alcohol- and barbiturate-dependent patients represents no 
more than an interesting lead requiring confirmation in properly controlled 
studies. 

Imipramine is not addictive, and we know of no case of imipramine 
abuse. This is probably because there is no immediate reinforcing alteration in 
mood or consciousness associated with its intake. Tolerance to imipramine is 
not developed, and patients can work while taking it, contrary to the effects of 
large doses of barbiturates, alcohol, and minor tranquilizers. Depending upon 
individual tolerance and intensity of symptoms, most patients can be 
maintained on doses ranging from 100 to 300 mg of imipramine hydrochloride 
daily while they are overcoming their phobias, without its interfering with 
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social or vocational functioning. We believe one should suspect this treatable 
syndrome in all sedative and alcohol-abusing patients who have histories of 
anxiety attacks or evidence of phobias, or both. Careful clinical assessment 
may reveal its presence. 

Most convincing would be a properly controlled study conducted in a 
group initially identified as alcoholic but subsequently discovered also to meet 
criteria for panic disorder. We have attempted this type of study in two 
settings. In the first clinic there were plenty of alcoholic patients who also met 
criteria for panic disorder. However, the majority of them were social class V 
males with no family or economic ties in the community. This patient group 
had a treatment drop-out rate of 70% to 90%. We found it futile to conduct a 
controlled trial in such a population. A second attempt was made in a clinic 
with a more reliable patient group. We had little difficulty identifying 
alcoholics who also met criteria for panic disorder. In fact, the clinic 
psychiatrist had been treating a small group of these patients with tricyclic 
antidepressants. However, the staff ofthe clinic was opposed to the possibility 
of a drug study which would prohibit the use of disulfiram in order to assess 
the utility of the tricyclics. Since there appeared to be no design which would 
test their utility if other drugs such as disulfiram were used, the project was 
halted. In general, staffs of alcoholic treatment centers frequently have a 
negative view about all medication other than disulfiram, even if the drug in 
question is one with an extremely small likelihood of abuse. This anti­
medication orientation limits the testing of a variety of potentially useful 
agents. 

HysterOid Dysphoria 

Although there continues to be controversy about the nosological 
validity of this syndrome, and it is not included in DSM-III as a separate 
category, we believe those whom we so classify have distinctive behavioral 
characteristics and treatment responses. In one of his early descriptions of the 
syndrome, Klein 18 observed: 

Hysteroid dysphorics are fickle, emotionally labile, irresponsible, shallow, love­
intoxicated, giddy, and short-sighted. They tend to be egocentric, narcissistic, 
exhibitionistic, vain, and clothes-crazy. They are seductive, manipulative, ex­
ploitative, sexually provocative, and think emotionally and illogically. They are 
easy prey to flattery and compliments. Their general manner is histrionic, 
attention-seeking, and may be flamboyant. In their sexual relations they are 
possessive, grasping, demanding, romantic, and foreplay centered. When frus­
trated or disappointed they become reproachful, tearful, abusive, and vindictive, 
and often resort to alcohol (p 152). 

In short, hysteroid dysphoric patients, who are predominantly female, seem to 
be almost caricatures of femininity, and the syndrome is probably a good 
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example of the way cultural role expectations and pressures shape the form of 
symptomatic manifestations. 

Klein has suggested that the primary defect of hysteroid dysphorics is 
their affective vulnerability. He believes that these patients have a patho­
logically heightened emotional reactivity to approval or disapproval and that 
other aspects of their behavior are expressions of this defect or attempts to 
compensate for it. Their impulsivity reflects the domination of thinking and 
judgment by mood; their sexual provocativeness and manipulativeness are an 
attempt to elicit attention and approval; and their lack of depth and 
consistency in personal relationships seems secondary to the use of others as 
mood-adjusting agents. 19 

Most American psychiatrists, influenced by psychoanalytic or psycho­
dynamic theory, focus on the character pathology of this group. Such patients 
are commonly viewed as oral hysterics, hysteroids, narcissistic, or borderline 
personalities. Their difficulties are conceptualized as Axis II personality 
disorders, and the treatment often consists of psychoanalysis or another form 
of long-term psychotherapy. 

Not all of the patients described as borderline or oral hysterics meet our 
operationalized criteria for hysteroid dysphoria. However, we consider those 
who do meet the criteria to have an affective disorder (Axis I) as well as a 
personality disorder (Axis II). The classical endogenous form of depressive 
disorder is characterized by weight loss, difficulty with sleeping often 
associated with early morning awakening, and autonomy of mood-that is, 
unresponsiveness to events. In contrast, patients with atypical depressive 
disorder overeat and oversleep and in addition may be hypersensitive to 
interpersonal rejection. We regard hysteroid dysphoria as a form of atypical 
depressive disorder. 

At present, evidence regarding treatment for either the character 
pathology or the personality-affective disorder is largely anecdotal. Our 
clinical experience suggests that mood fluctuation in these patients is 
effectively modified by monoamine oxidase inhibitors but not by tricyclic 
antidepressants or placebo. Empirical confirmation of these clinical im­
pressions would provide support for the proposition that hysteroid dysphoria 
is indeed a form of affective disorder. We are currently testing this hypothesis 
in a prospective controlled study. In addition, preliminary data20 show an 
apparent increased incidence of affective disorder in the families of hysteroid 
dysphorics. This is another kind of evidence suggesting an association 
between hysteroid dysphoria and affective disorder. 

Evidence supporting the relationship of alcoholism to hysteroid dys­
phoria is also anecdotal. We have observed a link between increased alcohol 
use and illness both during the mood crashes of these patients and the 
occasional hypomanic swings that have been observed following phenelzine 
administration. When they feel depressed and rejected, hysteroid dysphoric 
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patients often resort to alcohol or amphetamines as forms of self-medication. 
With return to a euthymic mood following treatment with phenelzine, the 
alcohol abuse stops. However, among the small percentage of patients who 
become hypomanic while receiving phenelzine, increased alcoholic intake 
may also be found. Winokur and his colleagues21 observed a rise in alcohol 
consumption in 42 of 100 patients during a manic episode. It is possible, 
therefore, that the increased alcohol intake demonstrated by hypomanic 
hysteroid dysphorics may not be related to their personality disorder, but 
merely to a ubiquitous complication observed in some manic or hypomanic 
states. Whether alcohol abuse among hysteroid dysphorics is precipitated by 
depressed mood or hypomanic swings or both remains to be clarified. 

A pilot project to assess psychiatric diagnoses in female admissions to an 
alcohol treatment ward has been initiated. We have assessed 11 patients; 
of these, 2 were hysteroid dysphorics, I had panic disorder, I had atypical 
depression, and 7 had no evidence of covert psychiatric illness. Certainly 
data from II patients warrant no firm conclusions. 

A complete discussion of the toxic interaction of alcohol and monoamine 
oxidase inhibitors is beyond the scope of this paper. Using MAOIs in alcohol­
abusing popUlations is dangerous. However, many of these patients have 
failed to respond to extensive trials of psychotherapy and use of "safer" 
medications. We think judicious use of MAOIs is indicated. It may be wise to 
initiate this treatment in the hospital unless there is a family member who can 
responsibly supervise the patient in the early stages of treatment when the 
abuse potential is greatest. 

An overview of the relationship of hysteroid dysphoria, alcohol abuse, 
and the utility of MAOI should leave the objective observer in a skeptical 
state. A fair summary of the currently available evidence is that this is at best a 
clinical hunch requiring a series of controlled studies to establish that these 
relationships do exist. 

Post Traumatic Stress Disorder 

Although traumatic (actual) neuroses were recognized by Freud and his 
contemporaries at the time of World War I, the syndrome has had an uneven 
history in American psychiatry. It was included in the DSM-I under the 
heading of "gross stress reaction," dropped from the second edition, and 
reinstated and renamed "post traumatic stress disorder" in DSM-III, where it 
is classified as a subtype of anxiety disorder. Its essential feature is the 
development of characteristic symptoms following a traumatic event outside 
the range of ordinary experience. The characteristic symptoms include 
reexperiencing the traumatic event either in the form of recurrent flashbacks 
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or nightmares, psychic numbness, and a variety of autonomic, dysphoric, or 
cognitive features. Under the heading "Complications" in DSM-III, it is 
noted that "substance use disorders may develop." 

It is not feasible to calculate the community prevalence of post traumatic 
stress d"isorder, since no records are kept of at-risk populations (those who 
experience natural or manmade disasters). Cases are, however, easy enough to 
identify retrospectively from relevant historical material or concurrently on 
the occasion of such events as floods or major fires. 

Follow-up studies of survivors of disaster provide rather limited evidence 
regarding the development of subsequent disorder when the events include 
massive biological as well as psychological insult. This is notably the case for 
survivors of prisoner of war and concentration camps and of wartime 
experiences of civilian populations such as the Leningrad seige or the Dutch 
famine of World War II. Some data are provided by follow-up studies of 
natural disasters. For example, Logue22 reported that in the months after a 
major flood, 24% of those whose homes were flooded but only 5% of matched 
controls in adjacent areas described alcohol as "helpful." In this and similar 
retrospective studies, the design precludes causal interpretations. In general, 
the richest data source is furnished by studies of combat veterans for whom 
prestressor records are available, and most research concerning post trau­
matic stress disorder is based on military samples. 

The first major empirical study of combat reactions was conducted in 
World War II by Grinker and Spiegel. 23 Alcoholism was found to be one of 
the commonly encountered sequelae of combat exposure. The most prevalent 
symptoms, in this and other major studies,24,25 are recurrent intrusive 
flashbacks, nightmares, insomnia, apprehensiveness, and anxiety. It seems 
plausible to regard the use of alcohol following the manifestations of such 
symptoms as an effort, albeit an ineffective one, to reduce subjective distress. 

In a recent paper, Lacoursiere and his colleagues26 present this position, 
based on clinical experience with Vietnam combat zone veterans. They note 
that self-medication with alcohol initially relieves the symptoms of post 
traumatic stress disorder, especially the recurrent nightmares, since alcohol 
usually suppresses REM sleep. But tolerance develops which leads to an 
increase in alcohol use. Attempts to cut back on drinking can lead to 
withdrawal symptoms that resemble and even exacerbate the initial post 
traumatic stress disorder symptoms, culminating in resumption of alcohol use 
and abuse. The authors report that treatment with antianxiety medication and 
focused psychotherapy for the symptoms of post traumatic stress disorder, in 
conjunction with disulfiram, led to amelioration of the alcoholism which was 
the presenting complaint. This paper is noteworthy not for the treatment 
proposed, which is not really described or systematically evaluated, but for its 
confirmation of the role of psychiatric disorder in precipitating alcohol abuse. 
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A longitudinal strategy in the study of post traumatic stress disorder and 
alcoholism is illustrated by assessment of their concordance in veterans with 
and without combat experience. Strange and Brown 27 studied 50 veterans 
admitted to a neuropsychiatric ward within a year of completing their tour of 
duty in the Vietnam combat zone. Compared to matched psychiatrically ill 
veterans without war zone experience, fewer combat veterans had pre­
enlistment histories of antisocial behavior or psychiatric disorder, but more 
had postdischarge records of legal difficulties and alcohol abuse. 

These studies represent several converging lines of evidence which 
together tentatively suggest an association between post traumatic stress 
disorder and alcoholism. They raise the possibility that amelioration of the 
psychiatric disorder can facilitate treatment of alcohol abuse. 

Until now, treatment approaches have consisted largely of psychother­
apeutic techniques popular at the time. After World War I, emphasis was 
placed on the methods of abreaction and catharsis; more recently, crisis 
intervention and behavioral techniques have been employed. 26 Horowitz et 
aP8 have developed therapeutic techniques based on a psychoanalytic model 
which are intended to address the core symptoms for patients with different 
personality styles. Their relevance for patients with concurrent alcoholism is 
limited, since such patients have been systematically excluded from Horo­
witz's studies, but they may be shown to be useful in future work. 

More generally, psychotherapeutic approaches are believed to be helpful 
in the acute period of illness if they are focused, problem-oriented, and brief. 
Nonspecific psychotherapy is seen as not useful. 29 No empirical evidence is 
available to support these impressions, but they seem to be accepted as clinical 
guides. With the passage of time, the syndrome becomes increasingly difficult 
to treat, or even to diagnose, and prognosis is generally considered pOOr.29,30 

Barbiturates and hypnotics have been used to reduce the anxiety of 
patients with post traumatic stress disorder, and chemically induced prolonged 
sleep and insulin were once thought to be useful. However, other psycho­
pharmacological interventions have not been reported in the literature. Very 
recently, preliminary evidence has been generated by Hogben and Cornfield30 

which suggests that monoamine oxidase inhibitors are effective in treating this 
syndrome. They administered phenelzine to five treatment-refractory chron­
ically ill patients with post traumatic stress disorder characterized by 
spontaneous panic attacks. All had failed to respond to previous trials with 
psychotherapy and other medication. The patients showed significant reduc­
tion of anxiety, agitation, and dysphoria. Most important, nightmares and 
flashbacks were eliminated for four of the five. Cornfield is planning a formal 
study of phenelzine and post traumatic stress disorder to confirm these 
promising results. It will be important to distinguish post traumatic stress 
disorder characterized by spontaneous panics from other syndromes. 
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Future Research 

For all three of these psychiatric disorders, basic descriptive data are 
needed to assess the frequency and nature of their association with alcohol 
abuse. Epidemiological studies are required to determine the prevalence of 
each among alcoholic patients, their temporal relationship to onset of alcohol 
abuse or dependence, precursors of each, and interactions with regard to 
course and outcome of both the anxiety disorder and the alcohol problem. 
Although interesting psychotherapeutic and pharmacological strategies have 
been proposed for each syndrome in the presence of alcoholism, major 
research remains to be conducted to determine their efficacy for either 
condition. 

The extensive background which has clearly established the therapeutic 
utility of tricyclic antidepressants in panic disorder leads us to conclude that 
controlled studies of tricyclics with panic-alcohol patients are indicated. 
Evidence for the utility of psychopharmacologic treatment in hysteroid 
dysphoria and post traumatic stress disorder is less robust but warrants 
further study in patients with these diagnoses who abuse alcohol. 
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CHAPTER 11 

Psychiatric Aspects of Alcohol 
Intoxication, Withdrawal, and Organic 
Brain Syndromes 

DONALD M. GALLANT, MD 

Alcohol Intoxication 

When a patient arrives in a physician's office or an emergency room with 
symptoms of slurred speech, difficulty with coordination, ataxia, loqua­
ciousness, and difficulty with attention, there may be a natural tendency by 
the physician to attribute the patient's symptoms to alcohol intoxication. 
However, similar symptoms may be caused by certain neurological diseases 
such as multiple sclerosis, cerebellar dysfunction, or intoxication due to other 
sedative substances such as barbiturates or benzodiazepines. Metabolic 
diseases such as diabetes mellitus may also be associated with impairment of 
central nervous system function and subsequent development of the above 
signs and symptoms. Even if the diagnostic impression is supported by a 
relatively high blood level of alcohol, it would be wise for the physician to 
follow the patient carefully in order to be sure that these symptoms clear as the 
alcohol disappears from the blood. It should be emphasized that the alcohol 
intoxication may be masking underlying physical sequelae of alcoholism. A 
careful history and physical examination should evaluate the possibility of 
trauma. 

Evidence of acne rosacea (dilation of vessels with thickening of skin) 
palmar erythema, spider nevi, cigarette burns, cheilitis, skin bruises, evidence 
of multiple trauma, and poor nutrition may all suggest past history of very 
heavy alcohol intake and thus contribute toward establishing a diagnosis. 
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If the patient is cooperative, careful inquiry into recent meals and amount 
of alcohol ingested may help the physician to formulate an educated guess 
about the present level of the blood alcohol. Food does inhibit alcohol 
absorption. If the patient has started his drinking less than one hour after his 
last heavy meal, the blood alcohol level should be somewhat modified as 
compared to drinking on an empty stomach. l The blood alcohol peaks within 
30 minutes to three hours after rapid ingestion ceases. Each ounce of whiskey, 
glass of wine, or a 12-ounce bottle of beer raises the blood level by 
approximately 15 to 25 mg. 

Severity of the symptoms of intoxication depends upon the rapidity of the 
blood alcohol level ascent and upon the peak level of blood alcohol 
concentration attained as well as the patient's acquired tolerance and the 
presence of other drugs. Sexual differences in absorption and metabolism of 
alcohol should also be considered in development of intoxication sympto­
matology. It has been demonstrated that women become more rapidly 
intoxicated than men, exhibiting an increase of blood levels between 35% to 
45% higher than men, after receiving the same amount of alcohol per unit of 
weight, regardless of body build.2 Peak levels of alcohol occur even more 
rapidly during the premenstrual phase with higher absorption rates at this 
time as compared to other phases of the menstrual cycle. It should be noted 
that oral contraceptives contain compounds such as estrogen that do inhibit 
the metabolism of alcohol, thus resulting in higher peak levels and more 
sustained blood levels.3 

If the patient does not display typical signs and symptoms of alcohol 
intoxication, as detailed in Table I, at blood levels of 150 mg%, this display of 
very high tolerance indicates a strong possibility of alcohol dependence. If the 
blood alcohol level is 300 mg% and the patient is still walking around, the 
diagnosis of alcohol dependence can be confirmed. From a medical and legal 
viewpoint, it is essential for the physician to obtain a blood alcohol level 
because the unreliability of the alcoholic's history of alcohol consumption has 
been well established. In a study at a medical clinic associated with the 
Toronto Addiction Research Center, only 17% ofthe alcoholic patients in the 
clinic were honest about their drinking at all times; these data were confirmed 
by the evaluation of 24-hour urine collections for alcohol content prior to the 
day of clinical appointment.4 The patients did not realize that their urine was 
being surveyed for the presence of alcohol. The denial mechanism utilized by 
the patient, who fools himself as well as the people around him, can be 
exaggerated in a most inappropriate manner when he is intoxicated, 
particularly as to the amount that he drank prior to the clinic visit. 

The clinician should be particularly cautious with elderly people who 
become intoxicated more quickly because of lean body mass, decreased 
quantity of functioning organ tissue, and decreased efficiency of mito­
chondrial activity. 
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TABLE I. Signs and Symptoms of Alcohol Intoxication and Overdose 

Signs 

Mild to moderate 
intoxication 

impaired attention 
poor motor coordi-

nation 
dysmetria 
ataxia 
nystagmus 
slurred speech 
prolonged reaction 

time 
flushed face 
orthostatic 

hypotension 
hematemesis 
stupor 

Severe intoxication and 
overdose 

respiratory rate 
decreased 

bruises or scars from 
analgesia and lack of 
coordination 

shock 
coma 

Symptoms 

Mild to moderate 
intoxication 

alcohol on breath 
loquacity 
impaired judgment 
inappropriate behav-

ioral responses 
inappropriate 

emotional responses 
euphoria 
dizziness 
blurred vision 

Severe intoxication 
irrational angry out­

bursts with violent 
acts 

progressively sluggish 
responses to environ­

mental stimuli 
"dry heavesn 

Management of Acute Alcohol Intoxication 

Diagnostic aids 

In low dose intoxication, 
blood alcohol level is 
about 100 mg% or higher 
(if level is greater than 
300 mg% and patient is 
alert and relatively well­
coordinated, then this 
highly tolerant person 
may be an alcoholic and 
experience withdrawal 
symptoms as the blood 
level decreases). 

In high dose coma, the 
blood level of alcohol 
should be greater than 
300 mg%. Otherwise, the 
etiology of the coma may 
not be alcohol. Diabetic 
acidosis and hypoglyce­
mia may be easily ruled 
out. 

In most cases of mild alcohol intoxication, it is essential for the physician 
to remember that his attitude will be most important in determining whether 
or not the patient follows up with therapy. The physician must show the 
patient that he cares, is concerned about the patient's welfare, is nonjudgmen­
tal, and genuine in his statements to the patient. Although the intoxicated 
patient may be revealing some of his innermost sober feelings, these feelings 
usually come out in an inappropriate manner while he is under the influence of 
alcohol. Any anger or defensiveness on the part of the physician will usually 
result in the patient's discontinuing efforts at follow-up therapy for his 
drinking problem. A firm but kind therapeutic approach offers the patient 
some confidence in developing a trusting relationship which is the key for 
future constructive efforts in follow-up treatment. 

In more severe cases of alcohol intoxication, particularly in those 
individuals who have been on a poor diet with a resultant glycogen-depleted 
liver and impaired gluconeogenesis, hypoglycemia may be an additional 
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medical problem. If the patient is semicomatose or comatose, immediate steps 
should be taken to sustain the airway, assure a regular respiratory rate, and 
maintain the circulatory system. Besides checking vital signs every 15 to 30 
minutes, one must explore the possibility of occult bleeding and other causes 
of coma such as central nervous system disturbances. In those patients with 
very poor nutrition, severe pulmonary infection can occur with little increase 
in white blood cell count or temperature, indicating a deficit in the patient's 
immune response. Not only is the blood alcohol concentration useful as a 
diagnostic aid, but the osmolality may be of some help, for it is known that a 
blood alcohol concentration of 100 mg% increases the serum osmolality by 28 
to 30 milliosmols per kg of water. If the osmolality is normal or only slightly 
increased, alcohol intoxication can be excluded as the cause of coma.5 High 
serum osmolality correlates with high blood level of alcohol. Significant 
respiratory depression and death have occurred at concentrations as low as 
400 mg%.6 

In those patients who are comatose and are already showing impairment 
of respiration on admission, several emergency steps can be initiated while 
awaiting the results of the laboratory tests. In order to rule out severe 
hypoglycemia, 50 ml of 50% glucose solution can be given intravenously with 
100 mg of thiamine. If the patient's skin shows needle marks indicative of 
narcotic drug use, the administration of naloxane in a dosage of 0.4 mg 
intravenously and repeated at two to three minute intervals two or three times 
may prove to be lifesaving and reverse ethanol-induced coma. 

In those patients who are conscious and have had other causes of 
intoxicated behavior ruled out, medical observation and adequate nursing 
care should be sufficient. The patient should be placed on his side with the 
head down in order to avoid aspiration of vomitus. An infusion should not be 
started unless the patient is dehydrated from vomiting or diarrhea; routine use 
of infusions in this type of patient may offer more iatrogenic risks than 
benefits. 

Another emergency procedure for the comatose patient with impaired 
respiration is the use of edrophonium (Tensilon) chloride, which is relatively 
safe but only rarely indicated. If the history of progressive muscle weakness 
and other indications of myasthenia are elicited from friends or family, the 
injection of edrophonium chloride at a dosage of 0.2 ml or 2 mg followed 45 
seconds later with 0.8 ml or 8 mg of the drug will help to make the diagnosis 
and restore the respiratory rate to normal. The very short duration of action of 
this drug helps to avoid any serious pharmacologic side effects. 

The use of gastric lavage and activated charcoal are not indicated on a 
routine basis unless the ingestion of alcohol has taken place shortly prior to 
the patient's admission to the emergency room. The rapid absorption of 
alcohol is a contraindication for using these procedures in a routine manner. 
However, if the blood level of alcohol is greater than 600 mg%, hemodialysis 
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may then be useful in those patients with impaired liver function. The use of 
analeptics is of no value. 

Alcohol Idiosyncratic Intoxication 

The criteria for the diagnosis of this disorder stress the behavioral 
changes displayed by the patient while under the influence of alcohol and 
considered to be unusual or atypical behavior for him. Therefore, the lay 
diagnosis of "alcoholic blackout" and previous diagnosis of "pathological 
intoxication" belong in this category. The alcoholic blackout would be defined 
as an amnesic incident that occurs while the patient is dr:nking moderately or 
heavily and which he cannot recall when he sobers up. In obtaining carefully 
detailed histories, it is not unusual to find that the amnesic behavior was only 
routine nonsignificant speech or action which the patient cannot recall. 
However, those incidents in which the patient becomes assaultive or violent 
are so impressive to the interviewer that many physicians believe that the 
typical incident of an alcoholic blackout involves very peculiar or very 
unusual behavior. When one sees a patient during an alcoholic blackout, it is 
impossible to say whether or not this is an episode for which he or she will be 
amnesic the next day. In fact, some patients actually appear to act less 
intoxicated during some of these episodes. It should be emphasized that 
although the patient is responsible for attaining the state of intoxication in 
which this type of amnesic behavior occurs, he is not truly responsible for his 
actions or words during the actual incident. If the patient has had a previous 
history of violent behavior during an alcoholic blackout, (for example, 
pathological intoxication), he is much more likely to repeat this behavior 
during another blackout. Psychotic as well as violent behavior can occur 
during these blackouts. If the clinician is unaware of the history of alcohol 
intake, the patient can be misdiagnosed as a schizophrenic and placed on 
neuroleptic drugs which can further confuse the diagnosis and be potentially 
harmful for the patient. In those episodes of pathological intoxication when 
the patient shows dangerous behavior during his drinking episodes for which 
he is amnesic the next day, Maletsky showed that there is a very high incidence 
of abnormal EEGs in these patients during such periods of behavior.7 

In an extensive evaluation of 220 alcoholics admitted to a treatment 
program, it was found that 43% had a history of psychotic symptomatology, 
usually during heavy alcohol or drug use and associated with prior history of 
antisocial problems or drug use.8 Therefore, the severely abnormal episodic 
behavior often displayed by these patients during alcohol consumption can be 
confused with other neuropsychiatric diagnoses such as temporal lobe 
epilepsy, schizophrenia, and drug intoxication. 

These abnormal behavioral reactions with alcohol can also be confused 
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with phencyclidine (PCP) reactions. Complaints of analgesia, cerebellar 
dysfunction with ataxia and slurring of speech, nausea, and diaphoresis can 
all be seen with PCP intoxication as well as with alcohol intoxication. 
Therefore, careful elicitation of drug history as well as urine survey for 
phencyclidine may be necessary, particularly in those young intoxicated 
patients who come into the emergency room with very assaultive or suicidal 
behavior. 

Management of Idiosyncratic Intoxication 

As we mentioned before, it is sometimes quite difficult to realize when a 
patient is in the middle of an alcoholic blackout or pathological intoxication 
and thus not responsible for this actions at this time. As we have described it 
previously, the behavior, frequently routing and not significant, can at other 
times be violent and unpredictable. If the therapist senses that the patient is 
exhibiting symptoms of pathological intoxication, he should then regard the 
patient as dangerous and approach him as carefully as he would any other 
patient who was totally incompetent and potentially violent. The guidelines 
for this type of situation are: 

1. One should never disagree with the patient about anything he says. An 
individual who is on the verge of an explosion can be set off by any 
discord in the environment. 

2. One should use the voice and body movements as therapeutic tools. 
The voice should always be calm and slow, with a monotone and no 
sudden changes of pitch. The motor movements should be kept to a 
minimum and initiated in a very slow manner. Thus, both voice and 
movement should serve as calming instruments of therapy. 

3. Although in most situations, one should call the patient by his or her 
title and last name out of respect for the person, in this type of 
precarious situation, it may be wise to find out the patient's first name 
and start using it in a calm, familiar, and friendly manner. The patient 
will, one hopes, be made to feel more comfortable by the familiar form 
of address. 

4. In talking to the patient, one should always remember that there is 
little likelihood of violence while a dialogue is going on. At the same 
time, one must try to find out personal facts about the patient that have 
a positive affective charge to them, such as the names of one or two 
people to whom he feels closest and for whom he has positive feelings. 
If this type of information can be elicited, the next step is to attempt to 
get his permission to call them on the telephone in order to bring 
someone with a positive affective change to see him. The longer the 
conversation progresses, the less chance there is for violence. Addi­
tionally, having the patient verbalize about positive affective rela-
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tionships in the past or talk to a close friend or relative on the phone 
may help bring him out of this amnesic episode by bringing back 
events that are familiar to him. 

Alcohol Withdrawal Syndromes 

Mild to Moderate Alcohol Withdrawal 

Diagnostic criteria of this syndrome include such symptoms as gastro­
intestinal distress, asthenia, anxiety, irritability, and autonomic hyperactivity. 
According to the third edition of the Diagnostic Statistical Manual of Mental 
Disorders (DSM-III), the patient should show at least one of these symptoms 
within the first 24-48 hours after cessation of reduction of heavy, prolonged 
ingestion of alcohol.9 Other diagnoses which may resemble this syndrome are 
hypoglycemia, ketoacidosis, short-acting sedative withdrawal syndromes, 
and familial or essential tremor. 

For the majority of patients displaying the syndrome of alcohol 
withdrawal, outpatient treatment can be sufficient and one need not resort to 
hospitalization. The blood alcohol can be used as one of the more reliable 
guidelines for making decisions about placing the patient on an alcohol 
withdrawal unit with specialized care or in a medical ward for more intensive 
treatment of severe withdrawal symptoms, or following the patient at home 
with proper supervision. For example, if the alcohol level is 150 to 200 mg% 
and the patient appears to be alert and not dysarthric, then the physician 
should be on guard about the possible appearance of withdrawal symptoms as 
the blood alcohol level decreases. In this type of patient, the tolerance for 
alcohol is far too high and suggests chronic alcohol abuse with an increased 
predisposition to develop withdrawal symptoms upon cessation of the 
alcohol. 

In a study by Pattison, only 45 of 564 patients or 8% of acute alcohol 
outpatient admissions required hospitalization. lO In another extensive study 
of alcohol detoxification by Whitfield, less than 10% required medical 
detoxification and the remainder of the 1,024 patients in the study received 
"non drug detoxification. ,,11 Seizures occurred in only 1 %, hallucinations in 
3.7%, and delirium tremens in less than 1 %. However, 8% of the original 
sample of 1,114 subjects did require medical referral to a hospital emergency 
room for further evaluation. While Whitfield's treatment team was specially 
trained to deal with nondrug detoxification and instructed on how to ''talk the 
patient down" and give him reality testing in a therapeutic manner, it is 
important to recognize that the use of benzodiazepines was required only in 
less than 10% of the entire patient population. It appears that most 
detoxification programs refer patients to inpatient facilities, where they are 
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automatically placed on medication; this step makes it difficult eventually to 
withdraw them from the sedative hypnotics. If Pattison's and Whitfield's 
patient populations are representative of alcoholism populations in general, 
then it would not be an exaggeration to state that the majority of alcoholic 
patients should be able to withdraw from alcohol without the use of 
habituating minor tranquilizers. 

Therapeutic management of acute withdrawal is not necessarily the first 
step in treatment. One may help the patient to titrate the decrease of alcohol 
with family aid and then change over to a short-acting hypnotic for sleep for 
the next five to seven days (eg, chloral hydrate). The use of muscle-relaxation 
exercises and even self-hypnosis may help the patient to decrease his 
discomfort as he goes through the process of a mild withdrawal stage. In this 
manner, one may be able to avoid the automatic pharmacologic approach 
used by some detoxification units in the place of psychologic management. 
Thiamine, 50 to 100 mg per day, in addition to multivitamins, may be of some 
help in replenishing the vitamin deficiency and certainly is quite safe to include 
in the therapeutic armamentarium of outpatient treatment. Shortly after the 
patient's blood alcohol reaches zero, disulfiram should be seriously considered 
unless there are definite medical contraindications. 

The signs and symptoms of alcohol withdrawal are detailed in Table II. If 
the patient shows a combination of symptoms that suggests the withdrawal 
symptoms are causing too much discomfort, hydroxyzine or a benzodiazepine 
may be used on a temporary basis and administered by a relative or friend in 
order to be sure the patient does not misuse the medication. Of course, the 
more severe the symptoms and signs of withdrawal, the more difficulty the 
patient will experience in abstaining from alcohol and the more frequently he 
should be seen at the office. It is not unusual to have patients come in on 
a daily basis when they are started on disulfiram and to give them only enough 
tranquilizers to last until they return to the clinic the next day. Dependency­
producing medication such as benzodiazepines should not be used for more 
than one to two weeks, for patients with problems of alcohol abuse are more 
likely to misuse these tranquilizers as well. 

In those alcoholic patients displaying tremor, the physician must learn 
low to distinguish between the "alcoholic tremor" of withdrawal and the 
benign essential or familial tremor which is readily relieved by alcohol and 
seen frequently among alcoholics. In the latter case, the patient's drinking to 
relieve the tremor may have subsequently led to increased alcohol con­
sumption. The benign essential tremor is rhythmic, usually at a rate of four to 
ten per second, and worsens with fatigue, extreme cold, and observation or 
social stress. The use of adrenergic blockers such as propranolol or 
metroprolol are most efficacious in treating this condition. It is not unusual to 
see an alcoholic patient who uses this essential tremor as one of the reasons for 
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TABLE II. Signs and Symptoms of Alcohol Withdrawal 

Signs 

Mild to moderate signs 
malaise or weakness 
muscle tension 
tremor 
hyperreflexia 
elevated blood pres-

sure 
tachycardia 
diaphoresis 

hyperacuity of all sen­
sory modalities 

flushed face 

Severe withdrawal signs 
respiratory alkalosis 

with hyperventila­
tion 

fever 
grand mal seizures 

Symptoms 

Mild to moderate symptoms 
fluctuation of symptoms 

during the course of a day 
irritability 
anxiety and agitation 
overalertness 
extreme fatigue 
disturbance of sleep-wake-

fulness cycle 
anorexia 
vomiting 
headache 
diarrhea 
expressions of strong crav­

ing of alcohol 

Severe withdrawal symptoms 
incoherent speech 

global confusion with 
clouding of consciousness 

illusions 
hallucinations with lack of 
insight 

Diagnostic aids 

EEG showing bursts of high ampli­
tude slow waves with random 
spikes 

electrolyte depletion 
hypoglycemia may be present 
association of high laboratory 

values commonly found in alco­
holics (e.g. macrocytosis, ele­
vated levels of uric acid, SGPT, 
GGPT, alkaline phosphatase, 
bilirubin and triglycerides) with­
out any other known cause 

increasing alcohol consumption show a most impressive positive personality 
change after the tremor has been inhibited by propranolol. 

The use of antipsychotic agents or neuroleptic agents for either moderate 
or severe withdrawal is questionable, since these agents can lower the 
convulsive threshhold as well as potentiate orthostatic hypotension or cause 
atropine-like side effects which may be uncomfortable for the patient. Among 
the safer agents to use on a temporary basis are sedative antihistamines for 
sleep, paraldehyde, and benzodiazepines. If emesis occurs, then prochlor­
perazine, 10 mg subcutaneously, can be used to control it on a temporary 
basis. The oral dosage of chlordiazepoxide for the management of withdrawal 
symptoms should not have to exceed 200 mg daily. If a higher dosage is 
necessary, this usually means that moderate to severe withdrawal symptoms 
are developing and the patient should be placed in a detoxification unit or 
hospitalized. If the patient has a past history of convulsions during 
withdrawal from alcohol, then the drug of choice may be one of the 
benzodiazepines, since they do have anticonvulsive as well as sedative 
properties. In addition, with the oral administration of these agents, a peak 
blood level can be attained within four to seven hours, while it takes a longer 
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period of time with phenytoin. However, as stressed by Whitfield,1I reas­
surance and reality orientation are the basis of the therapeutic approach for 
withdrawal symtomatology. 

The time required for the practicing physician to deal effectively with the 
alcoholic outpatient is not wasted because early adequate treatment may 
decrease the number of repeated visits to the office or hospital for recurrences 
of the alcoholism and its medical complications. While the treating psychi­
atrist should not assume total authoritative control of the patient, the need for 
abstinence during treatment has to be emphasized. Otherwise, the mental and 
social effects of continued drinking distort the evaluation of important aspects 
of the patient's life. While a patient continues to drink, it is impossible to 
evaluate how much of the patient's nervousness, depression, insomnia, 
impotence, domestic difficulty, and other psychological and social distress is 
exclusively a reflection of the excessive use of alcohol. It then becomes too 
confusing for the therapist to deal with the patient's underlying problem; at 
times therapy can become a farce if one allows the patient to continue arriving 
at the office with alcohol on his breath. If this behavior does continue, it may 
be necessary to institute inpatient detoxification even though the patient may 
only experience mild to moderate withdrawal symptoms. From a therapeutic 
viewpoint, it may be necessary to interrupt the self-destructive cycle of heavy 
drinking followed by withdrawal symptoms which are then followed by relief 
of these symptoms through resumption of alcohol intake. In an outpatient 
therapeutic relationship, the use of disulfiram may represent a symbol of the 
patient's commitment not only to abstinence but also to dealing with his 
psychiatric problems in a serious manner within the therapy setting. 

Alcohol Withdrawal Delirium (Including the Diagnosis Formerly 
Known as Delirium Tremens)-Severe Withdrawal 

Diagnostic criteria for alcohol withdrawal delirium include a clouding of 
consciousness, difficulty in sustaining attention, disorientation, and auto­
nomic hyperactivity, with these symptoms occurring within the first several 
days after complete cessation of drinking or reduction of extremely heavy 
alcohol ingestion. With adequate treatment, these symptoms should disappear 
by the end of the first week. 

Although other diagnoses can be confused with alcohol withdrawal 
delirium, a diagnostic problem arises when the history of alcohol intake is 
unknown and there is no family available to offer additional information. 
Such diagnosis as schizophrenia, schizophreniform disorder, other psychotic 
disorders, or dementia can be confused with this diagnosis if there is no history 
of alcohol intake. Several decades ago, the teaching in many medical schools 
emphasized the visual hallucinations as being predominant in delirium 



Alcohollntoxlcallon, Withdrawal, and Organic Brain Syndromes 151 

tremens, while auditory hallucinations were thought to be more common in 
schizophrenia. It should be noted that, in those years, many of the alcoholic 
patients came into detoxification units late in the course of their withdrawal 
syndrome, and thus the visual hallucinations were most impressive to the 
clinician and overshadowed the auditory hallucinations that frequently occur 
earlier in the course of the withdrawal syndrome. Studies such as the one by 
Goodwinet at2 give a more objective view of the significance of hallucinations 
in various psychiatric disorders. In a study of specific hallucinatory experi­
ences in 117 patients, no clinical significance could be attributed to the type of 
hallucinations reported by the patients. The following disorders were 
evaluated: alcohol withdrawal syndrome, primary affective disorders (bipolar 
and unipolar), acute and chronic schizophrenia, hysteria, senile brain disease, 
and drug-induced psychosis. Visual and auditory hallucinations were common 
in all these disorders and did not help to differentiate between any of these 
illnesses. The clinician has to be very much aware that the illusions and 
hallucinations which frequently occur in the alcohol withdrawal delirium as 
well as the previously mentioned diagnostic categories may be masking head 
trauma, space-occupying lesions, metabolic abnormalities, or even hypoxia 
associated with congestive heart failure in a person who has a diagnosis of 
alcoholism. In one study of patients presenting with this type of delirium, 13 
patients referred to a psychiatric clinic in a delirious state after prolonged 
intoxication were found to have a chronic subdural hematoma.13 

If the diagnosis of alcohol withdrawal delirium is correct, then immediate 
hospitalization is indicated, for the diagnosis infers that the patient is unable 
to care for himself and is seriously ill. The use of benzodiazepines on a 
temporary basis may be of considerable help in those alcoholics who have 
experienced recent alcohol withdrawal convulsions because these compounds 
possess anticonvulsant activity as well as sedative properties. If the patient is 
suspected of having a moderate amount of liver damage, the most appropriate 
benzodiazepine may be oxazepam, which does not require hydroxylation by 
the liver and therefore does not accumulate. Chlordiazepoxide, diazepam, 
and chlorazepate are all metabolized in the liver and thus can accumulate in 
the patient who has a fair degree of liver damage, particularly since they do 
have a relatively long half-life. Hydroxyzine is a safer sedative from the 
viewpoint of dependence, but its anticholinergic activity may confuse the 
patient if the drug is administered in high dosages. It also has no anticon­
vulsant properties. The adequate use of sedative-hypnotic therapy for the 
severe withdrawal symptoms, good nursing care, absence of restraints, a 
well-lighted room, and the use of thiamine and multivitamins can help to 
alleviate the symptomatology. As we mentioned above, the use ofneuroleptics 
or antipsychotic agents is not suitable for the treatment of delirium tremens, 
and some patients have been reported to develop prolonged unconsciousness 
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following the use of these medications. 14 These compounds can also 
potentiate seizure activity, while the benzodiazepines can control and prevent 
the development of withdrawal seizures. IS However, there is no indication for 
the use of intramuscular benzodiazepines because they are absorbed very 
poorly following intramuscular injection. For example, 50 mg of oral 
chlordiazepoxide results within two hours after ingestion 10 plasma levels 
which are significantly higher than those following a 50 mg intramuscular dose 
administered to an abstinent alcoholic subject.16 If the patient is vomiting 
profusely and unable to tolerate oral medication, then the use of an 
intravenous benzodiazepine such as diazepam would be indicated. It should 
be stressed that intravenous infusions should only be used in patients who are 
definitely dehydrated from excessive vomiting or diarrhea. Even in these 
cases, the clinician has to be quite careful with those glycogen-depleted 
patients who might be thiamine-deficient, for the patient may be converted to 
Wernicke's encephalopathy by glucose infusion. 

For those patients displaying classical symptoms of the early phase of 
withdrawal such as hyperreflexia, vomiting, diarrhea, blood pressure and 
pulse increase, diaphoresis, asthenia, and tremor, institution of immedate 
medical treatment is indicated. Without adequate therapy, the second phase 
of delirium tremens may be severe and appear on the third or fourth day after 
abstinence.17 The latter phase manifests itself with motor and autonomic 
hyperactivity, fever, and disorientation with possible hallucinations and even 
development of grand mal seizures. The onset of this phase is more likely to 
occur among those patients who have other medical complications such as 
infectious process and / or poor nutrition. 

One very reliable indicator of the appearance of delirium tremens or 
severe withdrawal symptoms is the potassium level. ls A study of 37 chronic 
alcoholics displaying no evidence of gross cirrhosis or diabetes and no 
alkalosis, who had been well fed for one to two days before the appearance of 
delirium tremens, showed a continuing decrease in serum potassium with a 
resultant typokalemia in all of the 26 patients who proceeded to develop 
delirium tremens. The decrease in potassium level was observed in the first 
several hours to one day before the appearance of delirium tremens. None of 
the III patients whose serum potassium remained unchanged or increased 
developed delirium tremens. The decrease in serum potassium was not 
associated with any other variation in serum electrolytes or acid-base balance. 
In two patients, potassium infusion did not inhibit the development of 
delirium tremens, and in six patients who were evaluated for urine potassium 
the level of potassium excretion did not change. Therefore, the apparent 
change in serum potassium was related to an intracellular shift. Serum 
magnesium levels and measures of other electrolytes showed no relationship 
with the onset or clinical severity of delirium tremens: S,19 The value of 
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measuring serum potassium levels twice daily in those patients newly admitted 
to detoxification units appears to be greater than evaluation of any other 
laboratory tests in predicting the severity of the withdrawal phase. 

The dosage range of the benzodiazepines should vary with the duration 
and intensity of the alcohol consumption prior to withdrawal, the weight of 
the patient, and other pharmacokinetic variables if the data are available. In 
mild to moderate cases of the alcohol withdrawal syndrome without delirium, 
the dosage of oxazepam may vary from 15 mg QID to 30 mg QID, or a dosage 
of chlordiazepoxide may vary from 25 mg QID to 50 mg QID. In those severe 
cases of the alcohol withdrawal syndrome with delirium, a dosage of 
oxazepam as high as 45 mg QID may be needed, and the dosage of 
chlordiazepoxide may have to be as much as 100 mg or 150 mg QID. 
However, it is extremely important to decrease and discontinue the benzodiaz­
epine agent prior to discharge from the hospital. It has been our experience that 
those patients discharged on benzodiazepines are more likely either to become 
habituated to the medication or else to return to alcohol. An interesting 
analogy of this experience has been reported as occurring in mice. After 
chronic involuntary administration of alcohol, mice have been shown to have 
an increased tendency to continue self-administration of the alcohol when 
offered free choice between alcohol and tap water.20 Diazepam administered 
during the period of withdrawal served to maintain the alcohol self­
administration. Without diazepam, the tendency to self-administration of 
alcohol returned to control levels. Thus, one sees similar examples in mice and 
human subjects concerning the return to alcohol consumption after using 
diazepam as a means of withdrawal. 

There are many patients who abuse habituating drugs in association with 
alcohol. The combined alcohol-barbiturate patient presents an additional 
medication problem withdrawal since he is more likely to have seizures. A 
fairly reliable rule of thumb in calculating the dosage of medication used 
during withdrawal for this type of patient is substitution of 15 mg of 
phenobarbital for each ounce of 100 proof alcohol. Administration of 200 mg 
of pentobarbital may help the physician determine the extent of the addiciton. 
The appearance of ataxia with slurred speech at this dose suggests that the 
patient is not severely physically dependent and should not require too large a 
dosage of the long-acting barbiturates for withdrawal purposes.21 

Although propranolol has been used to decrease the clinical manifes­
tations of the alcohol withdrawal syndrome, inhibiting delirium tremens and 
modifying the blood pressure increase, the clinician should proceed cautiously 
with the use of this drug, for it may potentiate the hypoglycemia that can occur 
within the first 36 hours after ingestion of large amounts of alcohol by 
malnourished alcoholics.22 Without a specific negative history of asthma, 
propranolol should not be administered to a severely ill patient. 
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The possible biochemical transitIOn between alcohol addiction and 
narcotic addiction has been demonstrated in a most interesting manner.23 

Nalorphine administration during alcohol ingestion in alcoholic patients 
produced alcohol withdrawal symptoms of anorexia, tremor, disorientation, 
insomnia, and weakness; similar symptoms were seen in these patients after 
discontinuation of alcohol following two weeks of constant ingestion.23 These 
data suggested that an accumulation of morphine-like compounds may playa 
role in the mediation of alcohol withdrawal symptoms in chronic alcoholic 
patients, despite the fact that the withdrawal symptoms following nalorphine 
administration were more typical of alcohol withdrawal than narcotic 
withdrawal symptomatology. 

Alcohol Hallucinosis 

Alcohol hallucinosis can be a very confusing diagnosis if there is no 
history of alcohol intake and no family available to give a history. The patient 
will usually show an affect that correlates with the type of hallucinations and 
there is no clouding of consciousness as in delirium tremens syndrome. These 
symptoms may be quite dramatic and the patient can be misdiagnosed as a 
schizophrenic if there is no adequate history available, which is frequently the 
case in the hospital emergency room. An evaluation of the hallucinations of 
functional psychotics and alcoholics found only a higher incidence of auditory 
and taste hallucinations in the functional group.24 In regard to visual, 
olfactory, tactile, and sexual aspects of the hallucinatory material, there were 
no significant differences in the two groups. 

Usually, the onset ofthis type of withdrawal syndrome occurs only after 
many years of heavy drinking; therefore, the average age of onset is 
approximately 40. This diagnosis cannot be applied to those individuals who 
have had prior psychotic episodes without any relationship to alcohol or drug 
intake. The hallucinatory content can be accompanied to severe paranoid 
delusions with the voices either discussing the patient in the third person or 
else talking directly to him. However, even when the patient is displaying 
paranoid delusions as well as hallucinations, the sensorium still has to be clear 
in relation to orientation for one to make a definitive diagnosis. 

The appearance of these symptoms is due solely to the phenomenon of 
alcohol withdrawal and should not persist beyond two weeks. Therefore, the 
use of neuroleptics is not indicated, as it will only confuse the diagnostic 
problem. The appearance of extrapyramidal side effects with masked facies 
secondary to neuroleptic drug administration can only result in the patient's 
appearing even more "schizophrenic" to the interviewer. Temporary sedation 
may be necessary, but follow-up evaluation of these patients does not show 
any evidence of a trend toward development of a chronic hallucinatory 
process. 
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The Protracted Withdrawal Syndrome 

While the protracted withdrawal syndrome is not listed in DSM-III (g), 
it has been adequately described in the literature.2s Symptoms attributable to 
the protracted withdrawal syndrome are such physiological variations as 
respiratory irregularity, labile blood pressure and pulse, impairment of slow 
wave sleep, decrease in cold-stress response, persistence of tolerance to 
sedative effects, and tremor. Subjective complaints of spontaneous anxiety, 
depression episodes for no reason, and even transient psychotic reactions have 
been reported in relation to this syndrome, which apparently persists in some 
patients after the acute withdrawal syndrome has terminated. Biochemical 
changes including diminished tryptamine metabolism, lowered norepi­
nephrine, and a decrease in testosterone and growth hormone response have 
been reported. This syndrome has been described as lasting anywhere from 
one month to more than one year. To diagnose this syndrome, the therapist 
should ascertain that the patient has not had a combination of these 
symptoms prior to alcohol abstinence. No other metabolic, physiological, or 
psychological cause for these behavioral and emotional abnormalities should 
be apparent other than the abstinence from alcohol. 

It does appear that the syndromes of mild to moderate acute withdrawal, 
as well as those of severe withdrawal (see Table II), can gradually blend into 
the protracted withdrawal syndrome. It has been shown that the drug-free 
alcoholic tested at 7 days, 17 days, and 21 days after the last drink exhibited 
very little improvement in neuropsychological testing of cognitive per­
formance. 26 The therapist should, therefore, move more slowly in therapy 
with such patients; abrupt confrontation therapy should be avoided until 
cognitive abilities show maximal improvement. Instead, stress should be 
placed on the approaches that are used in developing a trusting relationship 
with the patient at this stage. 

In addition to the physiologic and behavior changes already described, 
the patient shows an increased irritability and impatience with family 
members and friends. He often complains of fatigue and lower stress 
tolerance. Some patients can panic and believe they are slipping back and may 
suddenly resort to the use of alcohol in an attempt to alleviate these 
symptoms. Complaints of emotional lability are also not unusual.27 Forget­
fulness occurs with periods of loss of concentration, and minor problems 
become major crises. There is a high level of distractibility, and the patient 
may be unconsciously setting himself up for return to alcohol because ofthese 
symptoms. As Budeni7 has stated, the patient says to himself "Is this what life 
is going to be without alcoholT 

A fully detailed explanation to the patient, by helping him to understand 
what these symptoms represent and realize that they may be a normal part of 
the withdrawal phase of alcohol, can thus help him temporarily to accom-
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modate to the discomfort and maintain his abstinence. Premature use of 
psychopharmacologic agents during this phase can result in the patient's 
becoming psychologically dependent on these drugs. In addition, use of the 
psychopharmacologic agents during these periods may cause uncomfortable 
reactions such as anticholinergic or sedative side effects which may further 
confuse the patient. Full explanation of the possibility of protracted 
withdrawal to both the patient and the family may help psychologically to 
alleviate some of these symptoms and enable the family to assist the patient in 
a more knowledgeable manner. It can also help to decrease the anxiety ofthe 
unknown and aid the patient in surviving and surmounting the symptoms of 
this syndrome. It is important to emphasize that the emotional and physical 
reactions during this phase are not unusual and that the patient will do well as 
long as he realizes that these symptoms are not a sign of relapse or of 
psychological illness. While antianxiety agents may be helpful during the 
acute phase of the withdrawal syndrome, the use of psychopharmacologic 
agents during this phase of abstinence is rarely indicated except for the use of 
antidepressant medication in those patients with a known history of affective 
illness who are undergoing a recurrent episode at this time. 

The help of Alcoholics Anonymous (AA) can be essential at this time. 
AA uses the phrase the "dry drunk" to refer to some of these symptoms. 
Inclusion of the spouse in married couples group therapy/8 as well as in 
AI-Anon, is crucial during this phase. It is all-important for the spouse and 
family to understand the implication of the symptoms and to be in a position 
to help the patient modify them. The ultimate goal of therapy is to learn how to 
enjoy life while sober and how to increase one's own sense of self-worth or 
self-respect. Volunteer and other community activities may be just as 
important as AA and therapeutic counseling. Abstinence must be regarded as 
only the first step in treatment, and the patient should understand that his 
initial sobriety now allows him to make positive changes in his life while he 
simultaneously sees his problem more clearly. 

As we noted earlier, psychopharmacologic agents, particularly the 
benzodiazepines, have no place in the treatment of alcoholic anxiety or the 
anxiety seen in the protracted withdrawal syndrome. In addition to the data 
from mice in the study by Deutsch and Walton/o which indicated that in mice 
diazepam administration during alcohol withdrawal may lead back to 
subsequent preference to alcohol over water, there is even more disturbing 
data about the benzodiazepines in the literature. In the study of chronic pain 
patients, using the Wechsler Adult Intelligence Scale (W AIS), the memory 
quoteint, and Bender-Gestalt, patients using benzodiazepines alone demon­
strated alterations of cognitive function.29 These patients were compared with 
patients receiving narcotics alone and a nonmedicated group. The latter two 
groups did not show cognitive impairment on the previously mentioned tests. 
The cortical effects of these benzodiazepine compounds emphasize the 
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importance of a recent suggestion by the Food and Drug Administration that 
the benzodiazepines be limited to short-term use. As we noted in the 
description of the protracted withdrawal syndrome, these patients already 
have difficulty with anxiety, depression, distractibility, and attention span as 
well as certain physiological abnormalities. Increasing the problems of 
attention span by impairing cognition via benzodiazepines can only hinder the 
patient's attempts to rehabilitate himself in therapy. 

Organic Mental Disorders 

The ability of alcohol to induce semipermanent and permanent organic 
mental changes is clearly demonstrated in the study by Lee and his 
associates.3o In this neurophysiologic evaluation of 37 alcoholic patients, all of 
them less than 35 years of age, drinking a minimum of 50 gm of alcohol daily 
for the previous year and abstinent for four weeks prior to testing, the results 
showed that the prevalence of brain damage was far greater than liver damage; 
59% were intellectually impaired and only 19% had cirrhosis by biopsy. At 
times, routine psychological testing will not detect the early organic mental 
changes. More discrete testing (eg, the Halstead Category Subtest) will show 
impairment on these more demanding tests, even though alcoholics without 
memory complaints may not differ from controls on standard clinical 
memory tests.31 Alcoholics who complain of memory deficits will be more 
impaired on both the standard and more specific memory tests, overlapping 
the performance of the more severely impaired Korsakoff patients, thus 
showing evidence for continuum of impairment from chronic alcoholism to 
the full Korsakoff syndrome.32 

Dementia Associated with Alcoholism 

The differential diagnosis of this disorder is Alzheimer disease, alcohol 
amnestic disorder (which does not include loss of intellectual abilities which 
interfere with social and occupational functioning), and chronic subdural 
hematoma which has been frequently misdiagnosed as chronic dementia as 
well as acute mental disorder. 13 The state of consciousness is not clouded in 
this chronic organic mental disorder. The prognosis of alcoholic dementia is 
obviously better than that of Alzheimer disease, which is one of progressive 
deterioration, and unlike Alzheimer's, this syndrome does not include 
aphasia. In addition, functioning deficit is somewhat more specific, with 
constructional difficulty in drawing, stick design, copying geometric designs, 
and behavioral disturbances, in addition to moderately severe amnesia. If the 
alcoholic dementia patient is able to maintain abstinence, it is not unusual to 
see improvement occurring as late as six to 12 months after he has initiated his 
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sobriety. The same observations are valid for Korsakoff syndrome, which is a 
more circumscribed illness, structually and functionally, and less incapac­
itating, since the remaining intellectual functions are relatively intact except 
for memory changes. 

Wernicke encephalopathy, also included under dementia associated with 
alcoholism in DSM-III, appears to be associated with progressive degener­
ation, particularly in the periventricular area of the brain. Wernicke 
encephalopathy is a diagnosis that may be made only at autopsy.33 In an 
autopsy review at a large hospital in Perth, Austrialia, 1.7% of all autopsies 
showed Wernicke encephalopathy to be present. Of the 51 patients with this 
disease at death, 45 were alcoholics and only 7 had been diagnosed as 
alcoholics prior to death. Many of the patients died suddenly as a result of 
hemorrhage into the brain stem, involving the cardiac and respiratory nuclei. 
Cerebral atrophy and ventricula.r dilatation were commonly associated with 
the autopsy findings. One major recommendation resulting from the data of 
this study was the routine use of large dosages of prophylactic thiamine in 
alcoholic patients, particularly those with clinical evidence of cerebral 
damage. Recent research into the etiology of the Wernicke-Korsakoff 
syndrome has indicated that thiamine pyrophosphatase (TPP)-dependent 
tranketalase activity may be decreased in those patients who develop the 
syndrome.34 Transketalase activity was evaluated in five patients with this 
illness; four of them showed a low transketalase activity in the blood cells even 
in the presence of an excess ofTPP.1t was suggested that some alcoholics may 
have more of a genetic-metabolic tendency than others for the development of 
the Wernicke-Korsakoff syndrome. 

Alcohol Amnestic Disorder 

The diagnoses that must be considered in the differential diagnoses of 
alcohol amnestic disorder are delirium of metabolic of other causes, dementia 
of the Alzheimer type, and discrete cerebral vascular lesions secondary to 
thrombotic episodes. This syndrome is a result of circumscribed neuro­
psychiatric symptomatology characterized by anterograde and retrograde 
amnesia, with fairly good preservation of other intellectual abilities. In this 
category is the former diagnosis known as Korsakoff syndrome, which is 
characterized by an anterograde amnesic deficit greater than retrograde 
amnesia. If the patient is using a great deal of denial about his drinking 
problem or other problems prior to the onset of this discrete neurophysio­
logical dysfunction, he may then tend to deny his memory defects in a rather 
pathetic way. For example, he may make an inappropriate guess about the 
month or year to try to cover up his memory deficit. While trauma and anoxia 
as well as cerebral vascular accidents can cause this type of syndrome, the 
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most common cause in alcoholism. The major pathology appears to be in the 
diencephalon or mesial temporal structures. There is no clouding of 
consciousness as in delirium and intoxication and no general loss of 
intellectual abilities as in Alzheimer disease. There is no definite constructional 
dysfunction as noted in dementia associated and alcoholism. 

Management of Organic Mental Disorders Associated with Alcoholism 

Although the brain damage that is associated with alcoholism does 
resemble premature aging of adaptive abilities, the alcohol-induced atrophy 
may be a reversible process that is associated with a normalization of 
functional impairment with abstinence.35 Tests that may detect long-term 
residual central nervous system damage after 12 months of abstinence are the 
Trail Making Test and Block Design of the WAIS.36 

It is important to realize that approximately 35% to 50% of alcoholics in 
different rehabilitation settings show demonstrable neuropsychological im­
pairment on the previously mentioned tests as well as on the Halstead-Reitan 
Category Subtest and the Wisconsin Scoring Test. The degree of impairment 
appears to be associated with the duration of drinking history.36,37 

Realizing the nature and degree of impairment can help the therapist to 
establish realistic guidelines and goals for the patient, thus avoiding early 
failure in treatment. At this time, the type of neuropsychological impairment 
in the dementias associated with alcoholism as measured by such tests as the 
Halstead Category Subtest and Picture Arrangement indicate a deficit in 
ability to adapt to new situations as well as new abstraction problems. 
Therefore, vocational rehabilitation and other aspects of therapeutic guidance 
should not involve any marked departure from the former occupation or 
social habits ofo the patient. 

The types of brain damage described under the alcoholic dementias are 
more widespread than generally thought. In an evaluation of the extent of 
alcoholic brain damage in Ireland, Draper estimated that of approximately 
6,000 alcoholic admissions to Irish psychiatric hospitals each year, 2,000 or 
one third have brain damage. 38 If this one-third figure were applied to United 
States psychiatric hospitals, then more than 10% of all admissions (33% of all 
psychiatric admissions are for alcoholism) to these hospitals each year would 
have neuropsychological impairment due to alcohol abuse. Draper has 
described such patients who remain untreated: 

Even when sober and indeed when abstinent, these cases will be responsible for 
more traffic accidents, more personal injury, more industrial accidents, poorer 
work performance, especially on skilled tasks or problem solving, than their 
non-damaged colleagues. 

Early brain damage has to be recognized by the physician and the family and 
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treated appropriately, or else relapse will almost certainly occur as a result of 
impaired judgment. 

An invaluable part of treatment of the organic mental disorder is helping 
the patient and his family to recognize the problem and meaning of alcohol­
induced brain damage. It is important for the patient and the family to realize 
that there is a possibility that many of the organic mental changes are 
reversible with time, abstinence, and good nutrition. It is essential to give them 
an optimistic viewpoint and appropriate instructions on how to manage the 
daily behavior of the patient while he is waiting for some of the organic 
symptoms to resolve. Short training sessions concentrating on visual-motor 
coordination with appropriate exercises and attention span can be performed 
on a daily basis. Since the patient does have problems with attention span, 
these sessions should probably not last more than thirty minutes at anyone 
interval. They can be repeated twice daily. Abstract thinking tasks such as 
creating three-dimensional figures and abstracting from categories should 
also be part of these training sessions. For memory tasks, the use of 
mnemonics can be a most useful technique for those patients displaying 
moderate to marked memory impairment. Utilizing these procedures in 
association with developing routine habits for the patient has proved to be 
most useful. We encourage the patient to get out of bed at the same time every 
day, eat his meals at the same time every day, and try to stay with the same 
schedule, including sleep time, on a daily basis. In addition, we have the 
patient keep a little notebook in his shirt pocket with time of his appointments 
for that day, times for phone calls, times for other types of social engagements, 
and professional or work schedules. The patient utilizes these notes to 
compensate for his short-term memory deficit, which is the major problem in 
most of our patients with alcohol-induced brain damage when they are 
admitted to our rehabilitation program. We had one case of an outstanding 
land-lease lawyer who was involved in many important oil exploration 
contracts in south Louisiana. Despite the fact that the combination of 
alcoholism and diabetes had seriously interferred with his recent memory, by 
the use of note-taking habits developed in our training sessions he was still 
able to maintain a very large and profitable law practice after discharge from 
the alcoholism rehabilitation unit. His knowledge of the law, which he had 
acquired many years before and had practiced over and over again in 
courtroom settings, still enabled him to be one of the most skillful lawyers in 
the state of Louisiana, despite the fact that he could not remember to whom he 
talked on the telephone one hour before. On a 12-month follow-up with this 
man, his recent memory impairment showed marked improvement and he 
was functioning at an even higher capacity. It is essential to emphasize to the 
patient and the family that in a significant number of these alcohol-induced 
brain damaged cases the prognosis can be quite good, and perhaps it may be 
just as important to emphasize this fact to the treating physician. 
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Alcohol and Adolescent 
Psychopathology 

CHAPTER 12 

ROBERT B. MILLMAN, MD, and ELIZABETH T. KHURI, MD 

Most people begin drinking alcohol during the adolescent years and, just as 
their parents do, use and abuse alcohol more than any other psychoactive 
drug. Most of them do not get into trouble, and the alcohol use may be 
considered appropriate for their age and sociocultural milieu. At the same 
time, the alcohol use does have profound impact on many young people, and 
behavior patterns are often developed that will be destructive in later years. 1,2 

It is during these years that individuals progress from the safety and 
insularity of childhood to an appreciation of their relationship to an adult 
world, with its attendant pleasures, pain, and responsibilities. It is a time of 
intense change and turmoil occurring incident to unique biological, psycho­
logical, cultural, and economic realities. Young people lack an adult indentity 
and often feel powerless. Few believe that they will measure up to the demands 
of society, and many have a realistic and profound dread of the future. 
Whereas testing and experimentation are critical elements in a young person's 
search to discover himself, the rules of behavior remain those of the adult 
society, with curiosity, spontaneity, and initiative frequently mistaken for 
aggressiveness or impulsiveness. The family, the educational system, and 
other societal institutions are often perceived as unresponsive or hostile.3- 5 

Their sense of themselves depends in part upon peer affiliation and 
acceptance. They need to compare what they think and feel they are to what 
they seem to be in the eyes of others, although many of them do not have the 
necessary confidence or experience to develop productive relationships.4 It is 
a period of emotional upheaval marked by intense yearnings for approval and 
often a wish for an idealized supportive relationship. Narcissistic crises 
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commonly occur, in which self-esteem is severely impaired and overwhelming 
feelings of despair, shame, or rage are experienced.6,7 Early sexual activity is 
frequently undertaken; yet many of these experiences are found to be 
unsatisfactory or a source of intense anxiety and further demoralization by 
these frightened and unprepared young people. 8 

The problems of being young are further compounded by poverty or 
minority-group status. Families are often disrupted and legitimately success­
ful adult role models may be unknown or distant. In fact, role models are often 
drawn from criminal or alcohol-abusing sectors. 5 Many ofthese youngsters, 
particularly those who live in inner-city ghettos, are intelligent, sophisticated 
observers of people and situations; they have often acquired a remarkable 
array of survival skills on the street. 9 At the same time, they are unable to cope 
with the educational system and find classes boring, irrelevant, or demeaning. 
They have few skills that are appreciated by society, and a sense of resentment, 
hopelessness, and inevitable failure often results.3- 5•lo 

In this context, the inability of some young people to focus on long-range 
goals, their desire for immediate gratification, and their lack of appreciation 
for the consequences of behavior are not surprising. Drinking alcohol or 
taking other psychoactive drugs remains one of the few pleasurable options 
for many adolescents; it may be a predictable, reliable method to enhance or 
punctuate an otherwise unrewarding life. The youthful alcohol user may 
obtain peer acceptance and a pharmacological effect that relieves tension and 
anxiety and enhances self-esteem. 8,11,12 

Patterns of Abuse 

Researchers, funding agencies, and treatment personnel tend to be 
parochial in their concerns. They are interested in alcohol or in other drugs, 
rarely both. Patients, on the other hand, and adolescents in particular, are less 
insular in their interests; they take both alcohol and other psychoactive 
substances. In contrast to adults, for whom sociocultural factors may limit 
substance use to alcohol, young people often view alcohol as one of the 
depressants to be used in varying combinations with other drugs. 8 

Accurate assessment of alcohol and other drug use patterns among 
~ adolescents is difficult, given the stigmatized or illegal nature of the 
phenomena, the marked cultural and geographical variation, and the rapidity 
of change. 13,14 Since many surveys are school-sponsored, responses will be 
biased by attitudes toward the school as well as by the fact that many students 
do not attend school regularly, often for alcohol- or drug-related reasons. 15,16 

An additional problem devolves from the general conceptual difficulty of 
defining adolescence. The age range of some surveys includes only people 
between the ages of 14 and 18 years; others include all who fall in the 12- to 20-
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year range. 17 Many surveys do not sufficiently distinguish between the 
intermittent, controlled use of alcohol and other drugs and more compulsive 
abuse syndromes. 18 It is also likely that some surveys exaggerate the 
prevalence or severity of drug-taking behaviors to emphasize the need for 
expansion of research and treatment programs. Despite these limitations of 
the data, it is possible to outline some of the broad trends in adolescent alcohol 
use patterns. 

Young people typically begin drinking alcohol at age 13-14, with beer and 
wine and occasionally hard liquor. They drink in association with parents or 
other family members or with friends at social functions. During this initial 
period, cigarette-smoking and, somewhat later, marijuana use may begin. 
Other drug use may then occur, in large measure depending on sociocultural 
factors such as drug availability and current styles. Use of depressants, 
stimulants, and hallucinogens usually occurs before there is any opiate use, 
though this progression is complex and nonlinear. 19,2o 

Most adolescents stop at particular points in this sequence, perceiving 
that the drug use is unpleasant and/ or dangerous. Many young people will use 
only alcohol or another drug during a particular period. More often, a variety 
of drugs will be used in a so-called polydrug abuse pattern. This pattern varies 
in severity from the intermittent use of alcohol and drugs on special occasions 
to the compulsive, disorganized, dangerous, multiple-drug abuse of severly 
disabled young people. It is not unusual for highly functioning, well-adjusted 
teenagers to take alcohol, marijuana, methaquaalone, and cocaine in 
preparation for a concert. They believe themselves to be sophisticated drug­
takers and disdain those who cannot handle their drugS. 8,16,21 The compulsive 
abuser of alcohol or other drugs who is unable to function in school or in 
society is so considered. It is reassuring to note that as young people give up 
more dangerous abuse, they often return to the alcohol, marijuana, and 
perhaps nicotine which they had used earlier. 

Young people first learn about alcohol and the pattern of its use from 
friends or family. This process of anticipatory socialization includes learning 
to associate alcohol-drinking with psychoactive and physiological effects 
which they learn to identify as pleasurable. The experience is then repeated. ¥ 
Physiologically and behaviorally induced craving and withdrawal symptom~ 
may then occur, resulting in a compUlsive abuse syndrome. This sequence is, 
of course, importantly influenced by a myriad of complexly intertwined 
factors.23- 2s 

During the 1960s and early 1970s, little attention was paid to adolescent 
alcohol use. The spectre of illicit drug use increasing to epidemic proportions 
captured public attention and media focus. 26 Recently there has been public 
and professional concern that drinking and alcohol-related problems have 
increased significantly. It is clear that the prevalence of alcohol use by 
adolescents increased significantly from World War II to the mid-1960s. 
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There is little evidence that the proportion of young drinkers has increased 
since then. Approximately 70% of today's teenagers have had alcohol 
experiences. 1,2 Three quarters of a sample of male high-school seniors and 
two thirds of females reported use in the past month. Daily use was reported 
by approximately 7% of samples. 16 

According to several surveys, drinking to intoxication increased from 
15% to 20% of teenagers studied prior to 1966, to 45% to 70% in the 1970s. 
Fifty-two percent of male high-school seniors and 31 % of females reported 
having taken five or more drinks in a row during the preceding two weeks. The 
prevalence of problem drinking has varied from 19% to 28% in different 
surveys. 1,2,16 

According to a study of 7,000 students at 34 New England colleges, more 
than 90% of undergraduates reported at least occasional drinking. Twenty per 
cent of the men and 10% of the women said getting drunk was important to 
them. Heavy drinkers included 29% of the men and 11 % of the women. 27 

Whether heavy drinking has increased or whether it will lead to problem 
drinking in later years is unclear. According to one study, and not 
surprisingly, those who were nondrinkers in college were most likely to have 
remained nondrinkers 25 years later. Those who were problem drinkers in 
college were most likely to be problem drinkers and least likely to be abstinent 
25 years later. At the same time, the predictability of later drinking patterns 
from earlier drinking patterns was found to be slight. 28 

There is evidence to suggest that heavy alcohol use is increasing in 
younger adolescent popUlations and in females. There is little question that 
the percentage of problem drinkers increases rapidly throughout late 
adolescence and the young-adult years, and there is a greater chance than at 
any other time of life for incurring the negative consequences associated with 
the acute effects of alcohol. These include deterioration in school and work 
performance, violent behavior, including suicides and homicides, and auto­
mobile accidents. Lowering the legal drinking age to 18 years has apparently 
led to an increase in the number of fatal automobile accidents in some areas. 2 

It is often difficult to distinguish "social" drinking from "problem" 
drinking in the young, and the term "alcoholism" is similarly less meaningful 
than it is with adults. Young people drink less regularly than do older people 
but tend to consume a larger amount on a drinking occasion. In some social or 
cultural situations, heavy drinking to intoxication is the norm. 2 Perhaps the 
social sanctions and rituals associated with controlled drinking in adults are 
less important in young people. 18 Young people tend to be impUlsive and may 
have acquired little tolerance or other adaptive resources to the effects of 
alcohol. 

Certain subsets of young people do experience more excessive drinking. 
Delinquent adolescents drink more and develop more pathological symp­
toms29,30; children of alcoholic parents, particularly of an alcoholic father, are 
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more likely to be problem drinkers. 31 American Indian children also get into 
more trouble with alcohol. Whereas surveys show that black and Hispanic 
youths use alcohol less than do whites, it is possible that there are more 
problem drinkers in these populations. 32 

Determinants of Alcohol Abuse Behavior 

Multiple determinants of alcohol abuse behavior in the young have been 
cited in the literature; these include psychological, biological, sociological, 
and pharmacological factors.2•6,16,17,33-36 Despite numerous and costly at­
tempts at separating these out, it should be recognized that they are often 
inextricable intertwined. As our colleagues have described elsewhere in this 
volume, an association between these characteristics and the abuse of alcohol 
does not necessarily represent a causal relationship. In fact, none of these 
determinants and no psychological or other sort of examination has been 
shown to be predictive for the development of problem drinking or 
alcoholism. 8,18,23 

Sociocultural 

Adolescence itself must be considered a risk factor in the incidence 
of alcohol and other drug abuse. Other frequently cited determinants in­
clude truancy, school performance, number of evenings out for recrea­
tion, delinquency, religious commitment, and parental control and sup­
port. 2,16,20,21,37,38 These variables all have to do with the degree to which a 
young person is under the influence or supervision of adult-run institutions, 
including the school, the home, and the church. Interestingly, there is a 
positive relationship between alcohol and drug abuse and hours worked on a 
job. It is probable that the increased income, the enhanced ability to buy 
drugs, and the associations developed on the job are responsible for this 
association. 16 

Parents often violently condemn the occasional and controlled use of 
marijuana and other illicit drugs when they themselves abuse alcohol. Often 
adolescents have been convinced that alcohol is the drug of choice for mature, 
ambitious adults. 8,18 Sexual experiences are frequently unsatisfactory for 
young people, due to lack of experience and feelings of anxiety and 
inadequacy. Many find that low doses of alcohol or sedatives increases desire, 
relieve inhibitions, and improve performance; some young men are able to 
achieve and sustain an erection only with this assistance. The great vogue 
methaquaalone has had in recent years attests to this phenomenon. The 
development of tolerance to the alcohol necessitates increased amounts, 
resulting in decreased ability and recurrence of the anxious, depressed 
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feelings. Some young people escalate their drinking, effectively decreasing 
their sexual desires and the associated conflicts. The compulsive use of any of 
the psychoactive drugs is generally associated with decreased sexual interest 
and impaired performance.8,39 

Psychobiological 

Young people who abuse alcohol and other drugs have been described 
from the vantage of a wide variety of psychological perspectives. Many of 
these data are based on retrospective formulations, after people have already 
become compulsive abusers. There are no data from prospective studies that 
have characterized specific symptom complexes, psychodynamic constel­
lations, or well-defined personality types as being etiologic in the alcoholic 
abuse behavior. Whereas certain ofthese psychological characteristics may be 
risk factors for the development of alcoholism, the psychopathology noted 
may in part be a reaction to the pharmacology of alcohol or its pattern of use 
in a society that condemns the drug-dependent life. There is no good evidence 
for the existence of a well-defined preaddictive or alcoholic personality 
type. 8,23,24,40 

An additional conceptual problem derives from the general difficulty of 
distinguishing normal from abnormal adolescents. It is often stated that 
adolescent turmoil is normal and that it is abnormal to be relatively conflict­
free during this period. These diagnostic difficulties are further compounded 
by the fact that many of the data on normal development are derived from 
studies of psychopathology. Current knowledge suggests that adolescent 
alcoholics may suffer from the full spectrum of psychiatric disorders, or they 
may be normal. It is necessary to define the meaning of the alcohol or other 
drug use in each youngster. 8,39,41 

Alcohol abuse may be seen as self-medication of painful affects of 
depression, guilt, shame, rage, and loneliness in some young people. 6,36,42 

Depression is often particularly difficult to diagnose in this population. A so­
called masked depression has been invoked to explain the boredom, 
restlessness, apathy in school, wanderlust, continual philosophizing, sexual 
promiscuity, and frantic seeking of new activities that are seen in certain 
adolescents.43 Suicide is, in fact, a leading cause of death in the young; it is 
often associated with alcohol use; and suicide rates appear to be increasing in 
youthful popUlations. Some young people use alcohol in an attempt to control 
or satisfy unacceptable drives, particularly sexual longings, security needs, or 
primitive sadistic and aggressive impUlses. It has been suggested that there 
may be an impairment in affect or drive defense in some adolescents, such that 
these desires are experienced as overwhelming.6,36 Alcohol is also used as 
antipsychotic medication by a subgroup of alcoholic populations.42 
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The diagnoses of narcissistic and, particularly, borderline personality 
disturbances are increasingly applied to adolescent alcoholics. Multiple 
phobias, conversion symptoms, dissociative reactions, and hypochondriacal 
and paranoid trends are often seen. Anxiety states, perverse sexual trends, 
infantile and hysterical personalities, and chaotic and impulse-ridden be­
havior may be present. When stressed, as during the alcohol withdrawal 
syndrome, these young people often develop psychotic symptoms as well. 
Characteristic ego pathology marked by splitting, the inability to synthesize 
contradictory self- and object-images, and the inability to recognize, tolerate, 
and master separation, loss, or narcissistic injury, are considered critical to the 
diagnosis. 44 Whereas the borderline conceptualization may be quite useful for 
the diagnostician and therapist, it is possible that it is being overused in young 
people in general, but particularly for youthful alcohol and drug abusers. 

The literature of several decades ago made much of the contribution of 
so-called latent or overt homosexuality to the development of alcoholism. 
This view has been in large part discredited for complex and often valid 
reasons. At the same time, there are a significant number of youthful 
alcoholics who exhibit prominent anxiety symptoms related to unacceptable 
sexual desires. In some cases alcohol allows young people to act out these 
forbidden desires; in other cases they are able to dissociate themselves from 
the actions, or at least tolerate them. The recently described, but apparently 
quite common, syndrome of the panic disorders may also be etiologic in some 
cases of alcohol abuse in the young. True panic attacks are described as 
spontaneous attacks of anxiety in association with autonomic signs, such as 
shortness of breath, hyperventilation, paresthesias, palpitations, chest pain, 
nausea, and dizziness, characteristically accompanied by feelings of im­
pending doom. These attacks may be related to depressive illness.45 

A history of childhood hyperactivity, poor school performance, and easy 
distractability might suggest the diagnosis of minimal brain dysfunction. Also 
called "attention deficit disorders," or hyperkinesis, this rather poorly defined 
syndrome is known to persist into adolescence and adulthood. A family 
history of this disorder is often obtained as well. It is probable that some 
young people are self-medicating this disorder with alcoho1.45 

There is preliminary, though quite provocative, evidence that the 
pharmacologic effects of chronic use of alcohol and other psychoactive drugs 
may be important in the development of psychopathology. Chronic use of 
alcohol or other depressants may result in chronic depressive or anxiety 
states. 40 These findings are consistent with findings related to protracted 
abstinence syndromes from alcohol or opioids. 23 The recent work on 
endogenous morphine-like substances and high-affinity binding sites for 
benzodiazepines in the brain are also supportive of this conceptualization. It is 
possible that chronic use of alcohol depletes the body of critical neuro-
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transmitters or otherwise alters receptors, such that long-term or even 
permanent affective changes occur. Perhaps the chronic anxiety and other 
changes seen in some long-abstinent recovering alcoholics are a model for 
naturally occurring anxiety or depressive states. 

It should again be emphasized that many of the other drugs may be used 
alone or in combination with alcohol in association with these psychobiologic 
disorders. In fact, the choice of drugs may offer diagnostic information as to 
the underlying psychodynamic patterns. Many severely disturbed young 
people will use only alcohol, opiates, or depressants and will not use 
marijuana, hallucinogens, and stimulants. The latter drug group further 
diminishes their hold on reality and enhances anxious or paranoid feelings. 
Stimulant abusers may be self-medicating minimal brain dysfunction. 8,45,46 

Patterns of abuse may also reflect personality characteristics and 
psychopathology.35 A depressed obsessive character may use alcohol com­
pulsively but in an organized, structured pattern. Borderline or psychotic 
youngsters may drink large quantities of alcohol and take a wide variety of 
other drugs in a disorganized, chaotic manner, such that they experience 
frequent adverse reactions or overdoses. Some of these people take great pride 
in their abuse patterns, calling themselves "garbage heads" or worse.8 In 
Erickson's terms, they have little else of which to be proud and they rely on a 
"negative identity" for self-definition and self-esteem.4 

There is evidence to suggest that premorbid psychopathology varies 
directly with the distance, cultural or geographic, one has to travel to get illicit 
drugs. Thus, a middle-class heroin addict from the suburbs is likely to be more 
disturbed than a young black or Hispanic male from the inner city. The 
situation with alcohol is somewhat different, since this drug is easily available 
in all societal sectors. At the same time, young people growing up in a 
culturally deprived atmosphere where there are a great many highly visible 
alcoholics, such as in some poor inner-city areas, are less likely to have 
significant psychopathology than is the suburban youngster who has had 
much less exposure to alcoholism and less social deprivation. As a group, 
adolescent alcoholics exhibit more psychopathology than do compulsive 
abusers of other drugs. This may be due to the fact that in recent years it has 
been more socially acceptable for teenagers to compulsively abuse drugs than 
alcohol. 10,41 

Prevention and Treatment 

Prevention 

Given the varied and complex determinants of alcohol abuse in 
adolescents, prevention approaches have not been particularly effective. In 
contrast to drug use, alcohol use and even abuse is to a large extent sanctioned 
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by society. The drinking behavior is often associated with maturity and poise, 
and a myriad of social functions are organized around an alcohol focus. 
Educational campaigns that stress the dangers of alcohol abuse or the goal of 
responsible drinking have not had significant impact. Articulate and ap­
parently successful recovering alcoholics who are invited to schools or 
community groups to recount the horrors of their alcoholism may sometimes 
even stimulate additional experimentation. Young people do not believe that 
it can happen to them. They often feel that even if they do get into trouble with 
alcohol or other drugs, they will conquer the problem and become as 
successful as the invited speaker. 

Carefully planned, well-organized programs that teach adolescents to 
cope with stress and anxiety and that suggest the rewarding emotional, 
educational, vocational, and recreational alternatives to drug use have shown 
promise. Optimally, these programs should require active participation and 
discussion and encourage the development of productive relationships. Sex 
education should be an integral part of prevention programs. These 
approaches are not without liabilities, institutional mandates in regard to sex 
education or the acquisition of coping skills may be overly manipulative and 
inadequately presented by unskilled and insensitive agents of the school or the 
community. 8,47 

General Treatment Considerations 

Adolescents often perceive their drinking and drug-taking behavior to be 
safe, under control, and enjoyable. They may take pride in their capacity for 
alcohol or in how drunk they become on occasion. The alcohol use is likely to 
be sufficiently short-term and free of adverse consequences so that they may 
not appreciate the abuse and its implications. They are also wary of seeking 
help from conventional authorities. They are uncomfortable revealing 
themselves to adults with whom they believe they have no rapport. They 
believe they will not be understood or appreciated by even well-meaning 
authority figures, including the teacher, doctor, and parent. They are also 
often intensely concerned with confidentiality.48-52 

Behavior patterns and psychobiologic sequelae of alcohol use may be 
sufficiently short-term as to render this population likely to do better in 
treatment than do adults. In contrast to adult patients, the young are more 
likely to develop the skills and discipline necessary to live reasonably 
contentedly without alcohol or drugs. At the same time, despite these clinical 
impressions, there are few data supporting this idea that the provision of early 
treatment to compUlsive alcohol abusers during the adolescent years will 
ensure better results. 

Individual therapists, including family physicians, psychiatrists, and 
other health personnel, continue to be an important treatment resource for 
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adolescent alcohol abusers. They may be the only resource available in certain 
areas. Then, too, the youngsters' alcohol abuse behavior may still be 
sufficiently benign so that admission to an alcohol treatment program would 
be inappropriate. Unfortunately therapists often do not know as much about 
the alcohol abuse behavior as do some of their young patients, and they often 
find them undesirable as patients. Also, the economics of private practice 
preclude the provision of educational, legal, vocational, and recreational 
services. 53 

It is often difficult to engage adolescents in regularly scheduled therapy 
or counseling sessions. They may be uncomfortable in one-on-one encounters 
with a therapist, and they are loath to discuss the intimate details of their 
lives, particularly their failures. This difficulty is compounded if the therapist 
assumes the traditional stance of neutrality and reserve. It is often necessary, 
particularly at the outset of treatment, to schedule short informal sessions, 
with the therapist actively discussing practical issues of survival. Often 
discussions of music, sports, or clothing will be valuable in establishing a 
therapeutic alliance. Issues of alcohol use must, of course, be discussed, but 
the therapist should exercise care that he does not assume a critical parental 
role of exhortation and threats. Most of these young people have heard it all 
before; they will benefit most from a dignified, supportive relationship with an 
accepting, interested, knowledgeable adult. Optimally, they will come to 
appreciate their own worth and potential in this relationship.8 

As with adult patients, adolescent patients will often deny the extent of 
their alcohol use or in other ways distort historical data so as to create a 
desired effect. Direct confrontation of these failures to tell the truth, 
particularly at the outset of treatment, may lead to increased resistance or 
power struggles. At the same time, if the therapist accepts the information 
without reservation, he may undermine the sense of trust and respect that is 
the basis of the therapeutic alliance. This may also increase the patient's 
already intense guilt feelings. If possible, the therapist must act as an ally, so 
that the responsibility for behavior and improvement rests on the patient. An 
attitude of gentle but persistent curiosity is more effective than an approach as 
an adversary. It may be necessary to listen carefully but neutrally and gloss 
over questionable issues at different stages. Confirmed problems and 
behaviors may be considered in more depth with a view to returning to the 
possible inaccuracies at a later treatment stage. 8 

There is controversy as to whether young people should be treated within 
the family group. Family therapy is essential in some cases to identify and 
attempt to alter patterns of familial interaction that provoke alcohol abuse 
behavior. In other instances, it may be more useful for the therapist or the 
treatment team to see the youngster separately and allow him to feel that the 
therapist is his advocate and worthy of trust. In this situation, the therapist 
should see the parents or other family members only when the patient is 
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present, and all familial contacts, including telephone conversations, should 
be accurately reported to the patient. It may sometimes be necessary to 
encourage the separation of the patient from a family situation that is 
destructive, particularly one in which there are other drug abusers present. On 
other occasions, families must be encouraged to protect themselves from the 
antisocial or violent behavior of a compulsively drinking adolescent. 

Group or milieu therapy is highly useful for adolescents, particularly 
when supervised by therapists who have shared similar cultural experiences. 
The general focus should be on common problems, methods of coping, the 
establishment of trusting relationships with each other, and sexual problems. 
Optimally, these groups should be well structured, though informal and 
flexible in nature. 

Treatment of the psychopathology that led to or resulted from the drug 
abuse behavior will obviously depend on the individual personality patterns. 
This is discussed in detail elsewhere in this volume. Certain general 
considerations deserve emphasis. These people have often felt inadequate and 
helpless in the face ofthe real problems ofliving. Treatment personnel must be 
sensitive to this profound lack of self-esteem as well as to the various modes of 
denial they employ.3,4 Careful work and firm intervention are necessary to 
help them better assess the risks of particular self-destructive behaviors. 

Compulsive alcohol abusers are often unable to recognize the extremes 
of emotion, particularly anxiety and depression. These mood states may have 
become the conditioned stimulus for the craving for alcohol or drugs. 
Protracted abstinence symptoms may also be so conditioned. It is often useful 
to repeatedly identify these mood states with the patient so that they may be 
separated from the alcohol abusing behaviors. 8 

Treatment Programs 

Treatment programs generally focus on either alcohol or drug abuse, 
rarely both. Alcohol treatment programs are often aimed at adults; they are 
frequently not geared to the needs ofthe youthful alcohol abuser. Then, too, 
they are often unwilling to undertake the treatment of an adolescent who takes 
drugs in addition to alcohol. Drug abuse treatment programs are more often 
focused on the youthful patient but may not be knowledgeable or interested in 
the treatment of his alcoholism. 

Age-oriented treatment programs focused on both alcohol and drug 
abuse appear to be the most efficient and effective means of providing 
treatment and preventive services to adolescent populations. Comprehensive 
medical services, educational resources, psychosexual counseling, recrea­
tional facilities, and legal help should optimally be integral parts of the 
rehabilitation program. 54 Adolescents should be encouraged to identify with 
the center, attend programs daily and in the evening, and utilize it as a 
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significant life resource. THE DOOR in New York is quite innovative in this 
regard, though it is aimed at youngsters who have not yet become 
overwhelmingly involved with drugs or alcohol. SO,52 

School-based programs are a critical resource for the prevention, 
casefinding, and early treatment of some young people. Impaired school 
performance, lateness, or truancy may be the first sign of an alcohol problem. 
A wide variety of programs of generally undocumented effectiveness exist to 
serve these functions. There is generally an educational-preventative com­
ponent that publicizes the dangers of alcohol or drug use. These programs are 
sometimes organized in a peer-group format, supervised by teachers or 
counselors with some substance abuse knowledge. Many of these programs 
tend to focus on drug use and have not considered alcohol abuse in any depth. 
Some are unrealistically stringent and attempt to contravene all psychoactive 
drug use. This may discourage troubled youngsters from seeking help. 
School-based programs should probably not attempt to treat severely 
alcoholic or drug-dependent students. These young people should be referred 
to specialized programs, but the school should attempt to maintain follow-up. 
Every effort should be made to keep these people in school or to facilitate their 
reentry into school after a period of absence related to intensive treatment or 
hospitalization. It makes little sense merely to expel them from the school 
environment without proper referral; they will maintain relationships with 
other less alcohol-involved students and perhaps spread the disease. 8,48,55 

Inpatient programs based on the therapeutic community model are 
widely used in the treatment of drug abusers, but less often with alcohol 
abusers. These are tightly organized programs, generally supervised by former 
drug abusers, that seek to create a milieu serving to discourage drug use and 
other self-destructive or antisocial behaviors. Role models for responsible 
behavior are provided by staff and residents, and the sense of isolation that 
many young people feel may be reduced. Many of these facilities rigorously 
emphasize the breaking down of unhealthy behavior patterns through 
confrontation and an intricate system of rewards and punishments. They are 
often unprepared to handle adolescents with significant psychopathology. 
Moreover, their focus is often on minorities and the poor, so that middle-class 
people may feel uncomfortable. Young people are often unwilling to leave 
family and friends to enter these facilities and, once in, many leave 
precipitously. 8,50 

A model that might be useful for adolescent alcohol abusers combines an 
inpatient and outpatient therapeutic community structure with extensive 
medical and psychiatric backup. In lieu of rigorous confrontation, a warm, 
supportive environment might be provided with emphasis on the alternatives 
to drug use. Clients would enter the system at any point, depending on their 
needs, and progress through it at their individual rates. They might enter at the 
inpatient phase, for example, move to an intensive day-care center phase, and 
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then to a more limited clinic phase as they developed ties to societal 
institutions such as school, work, or family and have less need for program 
support. If difficulties arose with any patient at any level, more supportive 
care would be availiable. 8,56 

Self-help groups on the Alcoholics Anonymous model, including Alanon 
and Alateen, have not been widely accepted by adolescent alcoholics. This 
may derive in large part from sociocultural factors. The concerns and style of 
many AA groups are not those of the youthful, nor is the language. Many of 
these youngsters do not feel comfortable in that milieu. Perhaps adolescent 
groups based on the AA model but incorporating the language and styles of 
the adolescent sector might be developed. At the same time, adolescents often 
require and will benefit from a structure that places more emphasis on stable 
authority figures than do self-help groups. 

As with adult patients, there are few good data on the effectiveness of 
different treatment approaches or programs for adolescents. There is a 
paucity of follow-up studies on young people who have been in treatment. 
This may be due to generally insufficient funds and personnel and lack of 
expertise in treatment programs to accomplish this task. It is critical that this 
information be gathered to determine which people do well in which 
programs. Perhaps more importantly, continued follow-up may provide 
support and encouragement to young people who are doing well and facilitate 
the readmission of adolescents who have returned to alcohol use. 8,35 

Some alcohol-abusing adolescents who are referred to treatment pro­
grams, therapists, or psychiatric facilities are not in need of intensive 
treatment. Their alcohol use or any other drug use may be normal within their 
social or cultural milieu and may represent benign experimentation. The 
disruption of the lives of some of these young people as a result of treatment, 
or the attitudes of treatment personnel, may be worse than the consequences 
of their drug use. After a comprehensive evaluation has determined that an 
adolescent is developing reasonably well and that the alcohol use does not 
represent a serious danger, it may be useful to attempt to provide reassurance 
as to his/her sanity and prospects for the future. Warm reassurance and 
encouragement in a few sessions with provision for follow-up care may be all 
that is required. 8,17,49,57 
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CHAPTER 13 

Psychiatric Problems of Alcoholic 
Women 

SHEILA B. BLUME, MD 

Women and Alcohol 

Strong feeling, and particularly strong disapproval of drinking by women has 
been part of the Western culture for centuries. In the early days of ancient Rome 
the drinking of alcohol by women was strictly prohibited. I A law of Romulus 
provided the death penalty for women who drank as well as for those who 
committed adultery. There are records of women having been put to death for 
the offense of having drunk wine or having been caught with the keys to the 
family wine cellar. The idea that drinking by women was abhorrent in itself 
and would lead to lascivious behavior was already established in the ancient 
world. 

In 1798, Immanuel Kant expressed an opinion about the sobriety of both 
Jews and women. He stated that both groups do not get drunk and avoid all 
appearance of drunkenness because their position in the community rests upon 
the belief of other in their piety and chastity: 

All separatists, that is, those who subject themselves not only to the general laws of 
the country but also to a special sectarian law, are exposed through their eccen­
tricity and alleged chosenness to the attention and criticism ofthe community, and 
thus cannot relax in their self-control, for intoxication, which deprives one of the 
cautiousness, would be a scandal for them.2 

Jews and women have been compared in one other respect related to 
drinking problems. Since both groups are thought to have a relatively low 
incidence of alcoholism, it is argued that any individual alcoholic from either 
group must be more deviant from the norm than would be true for a member of 
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a group with a higher incidence of alcoholism. Therefore, Jewish and female 
alcoholics should show more underlying psychopathology. This "sicker" 
hypothesis has been questioned for both Jews and women. 3,4 The belief, 
however, persists, and adds to the special pro blems of stigma faced by women 
who drink to excess. This stigma and the double standard of drinking in 
Western society have been discussed by several authors. 5,6 

In spite of the strong feelings of our society toward women and alcohol, 
relatively little research into the physiological, psychological, and sociological 
aspects of women's drinking was performed prior to the mid-1970s, when a 
nation-wide movement encouraged by the National Council on Alcoholism 
and the National Institute on Alcohol Abuse and Alcoholism (NIAAA) 
focused attention on this problem. Nearly all of the classical studies done on 
the physiology, biochemistry, and metabolism of alcohol had been done in 
males. The initial studies on the nature and course of the disease alcoholism 
were also done in men, for example, Jellinek's classic study of the course of the 
illness in 1,000 members of Alcoholics Anonymous. 7 A recent NIAAA­
sponsored research reviews calls attention both to recent findings and 
unanswered research questions concerning alcohol problems in women. 
Recommendations of the NIAAA research group range from a proposal to 
specify the sex of subjects in the titles of project reports to programs to 
increase the participation of qualified women scientists and administrators in 
alcoholism research. 

Recent interest in the effects of maternal drinking on the fetus in 
producing both the fetal alcohol syndrome (FAS) and other alcohol-related 
birth defects has further increased the level of public and professional interest 
in the use of alcohol by women.9 Fetal alcohol syndrome is thought to be the 
third most common cause of mental retardation associated with birth defect in 
the United States. Of these three (Down's syndrome, spina bifida, and fetal 
alcohol syndrome), only FAS is preventable. Effective prevention of FAS 
must include both identification and treatment of the pregnant alcoholic 
woman. 

The Alcoholic Woman 

Recent reviews of literature present a description of the clinical 
characteristics of the alcoholic woman, as she is found in the community and 

10-13 
as she presents for treatment. 

Clinical Characteristics 

Diagnosis. There has been considerable dispute about the use of the 
terms "alcoholic," "problem drinker," "alcohol abuser," and so forth. The 
term "alcohol dependence syndrome," as defined by the World Health 
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Organization in its International Classification of Diseases-914 and the 
American Psychiatric Association in its Diagnostic and Statistical Manual of 
Mental Disorders (Third Edition), IS can be applied to male and female alike. 
However, other definitions and diagnostic standards are based on average 
levels of alcohol intake which are thought to be "hazardous." These have 
usually used the same cut-off point for male and female drinkers in spite ofthe 
fact that both women social drinkers and female alcoholics presenting for 
treatment drink considerably less than men. For example, as reported in the 
so-called Rand Report, non-problem-drinking women averaged 0.44 ounces 
of absolute alcohol daily compared to the male average of 0.91. Women 
accepted for treatment in the NIAAA-sponsored alcoholism programs 
surveyed in the report averaged 4.5 ounces of absolute alcohol per day 
compared to the male average of 8.2 ounces.16 These differences are related, at 
least in part, to differences in body weight and proportion of body water. 
Thus, any definition of a population at risk for alcohol problems based on 
quantity of drinking must have separate standards for males and females. 
Screening tests aimed to identify problem drinkers have also tended to be 
developed with male populations. It is important that they be validated for 
women before they are used for this purpose. 

Family History. There is a high incidence of both alcoholism and 
depression in the close relatives of alcoholic women. 18 The studies of Goodwin 
et 01 on adopted-out children of alcoholic biological parents in Denmark 
present strong evidence for the existence of a genetic predisposition to 
alcoholism in males. 19 The women in Goodwin's study, however, did not show 
this trend as clearly as the men. 20 This result is partly a product of the low 
incidence of alcoholism among women in Denmark, which led to a small 
number of cases in the study. However, it also may reflect, in part, the greater 
relative importance of developmental and psychosocial factors in women's 
alcoholism. 

Psychology and Behavior. Most psychological and social theories of 
the causation of alcoholism do not distinguish between the sexes. The few 
longitudinal studies that shed light on social and psychological factors which 
predispose to alcoholism show markedly different results for males and 
females. The Oakland Growth Study/I although it had few female problem 
drinkers, identified general feelings of low self-esteem and inability to cope in 
girls who later became problem drinkers when they were tested at the junior­
high-school and high-school levels. This was not true of the males. 22 In a 
28-year follow-up of a study of drinking among American college students, 
researchers found that factors predictive of problem drinking in later life 
differed considerably between males and females. 23 Analysis of the data made 
it necessary to construct different definitions of "alcohol involvement" at the 
college level and of "problem drinking" at follow-up for males and females. 
The best predictor oflater problems for college women was a high score on the 
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"feeling adjustment" scale, composed of such items as drinking to relieve 
shyness, drinking to get high, drinking to be gay, and drinking to get along 
better on dates. Among men, those with "incipient problems" in college were 
more likely to show up in the problem drinker group at follow-up. In neither 
sex was the presence of overt alcohol problems in college the best predictor of 
problem drinking 27 years later. 

One psychological theory that has focused specifically on the alcoholic 
woman has been that of sex role conflict. The theory is based on socially 
accepted definitions of masculine and feminine behavior. It postulates that 
women who develop alcoholism have strong identification with feminine roles 
at the conscious level but strong unconscious masculinity. This disparity 
creates a conflict at least partially relieved by the ingestion of alcohol, which 
enhances feelings of femininity in both normal and alcoholic women. 24 The 
concept of sex role conflict has been further developed to include women with 
conflict between conscious masculine strivings and unconscious feminine 
identification. 25 A recent study from the University of California investigated 
conscious and unconscious masculinity and femininity in 120 female alco­
holics, 119 nonalcoholic women, and 118 women in treatment for psychiatric 
and emotional problems.26 The study concluded that although a sex role 
conflict between "unconscious masculinity" and "conscious femininity" was 
more prevalent among alcoholic women than among the normal controls, less 
than one quarter ofthe total alcoholic sample showed this pattern of conflict. 
When sex role conflict was defined to include both conscious femininity and 
unconscious masculinity and the reverse, there was no significant difference 
between the incidence of sex role conflict in the alcoholic women and the 
normal controls. Sixty-six percent of the alcoholic women, 72% of the 
treatment controls, and 71 % of the normal controls scored feminine on both 
conscious and unconscious measures. Those alcoholic women who manifested 
sex role conflict differed from the remainder of alcohlic women in showing 
lower self-esteem and a higher incidence of having had an absent parent 
during childhood. Certainly identification of alcoholic women suffering from 
such conflict is an important consideration for psychiatric treatment. 

Physiology. Recent studies have shown differences between the effects 
of single doses of alcohol in normal men and women. Given a standard dose of 
alcohol based on body weight, women showed both higher and more variable 
peak blook alcohol levels, with higher peaks obtained during the premenstrual 
phase. 27 Women taking exogenous hormones, for example, birth control pills 
or estrogen replacement, tended to metabolize alcohol more slowly. Such 
differences will have an influence both on the amount of alcohol consumed by 
women and the relative predictability of the effect of a given number of drinks. 
There is some evidence that women spontaneously drink less during 
pregnancy, when hormone levels are high.28 

Course and Symptoms. Most researchers agree that women coming to 
treatment for alcoholism differ from their male counterparts in a number of 
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ways. Women start drinking and begin their pattern of alcohol abuse at later 
ages but appear for treatment at about the same age as male alcoholics. This 
points to a more rapid development or "telescoping" of the course of the 
illness in women. Alcoholic women are more likely to be divorced when they 
enter treatment or to be married to or living with an alcoholic "significant 
other." They are more likely than the alcoholic man to date on the onset of 
pathological drinking to a particularly stressful event. Women are more likely 
to have histories of both suicide attempts and previous psychiatric treatment. 
Their motivations to enter treatment and the problems they perceive relating 
to alcohol are more likely to be health and family problems, whereas for the 
male, job problems and trouble with the law, particularly arrests for driving 
while intoxicated, are more prevalent. Women alcoholics have a high 
incidence of obstetric and gynecological difficulties and may be more likely to 
develop cirrhosis than the male. Various studies have shown that women more 
often present with histories of other substance abuse along with their 
alcoholism, particularly tranquillizers, sedatives, and amphetamines. 29 Female 
alcoholics are also more likely to report such symptoms of psychological 
distress as anxiety and depression, and have a lower self-esteem than their 
male counterparts. 30 

Subtypes of Alcoholism. There have been many attempts to develop 
systems for sUbtyping of patients suffering from alcoholism. The most useful 
of these sUbtypings, particularly in women, is the distinction between primary 
and secondary alcoholism. Secondary alcoholism is defined as alcoholism 
associated with either preexisting diagnosable psychopathological states, or 
with such states developing during a prolonged period of abstinence. Primary 
alcoholism arises without such a history.3} When categorized in this way, 
most alcoholic patients appearing for treatment are of the primary type. 
Among men the most common secondary alcoholism is that associated with 
sociopathy. In women the most common type is "affective alcoholism," 
usually associated with unipolar depression. This latter pattern may be seen in 
one fifth to one quarter of a typical female treatment popUlation. Diagnosis 
must be based on a careful life history, since the presence of depressive 
symptoms at the time of treatment will not differentiate between the two 
groups. Once a woman is diagnosed as a secondary alcoholic suffering from 
affective alcoholism, an appropriate long-term treatment plan would include 
continuing contact during sobriety with attention to possible recurrence of 
depression. Early treatment of such recurrent can help the patient maintain 
her sobriety and well-being. 

Fetal Alcohol Syndrome 

Women alcoholics in the childbearing years should be screened for 
pregnancy, and those with children born during heavy drinking periods 
should have these children screened for fetal alcohol syndrome and other 
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related birth defects. Both animal and human research leads to the expectation 
that children of heavily drinking mothers are more likely to be growth­
retarded, hyperactive, and slower to develop. Those with the full fetal alcohol 
syndrome present a combination of birth defects including both prenatal and 
postnatal growth retardation (small for gestational age with failure to "catch 
up" in spite of good postnatal nutrition), small head circumference, mild to 
moderate mental retardation, small eyes, often with strabismus and/ or ptosis, 
hypoplasia of the maxilla, a long upper lip with a flattened philtrum and 
thinned vermillion, and a small upturned nose. In addition, there may be 
skeletal, joint, genital, renal, skin, and cardiac defects.9,32 Although the full 
fetal alcohol syndrome has only been seen to date in women whose alcohol 
intake averaged six drinks or more per day throughout pregnancy, safe levels 
of alcohol intake both in terms of timing during pregnancy and pattern of 
drinking are as yet unknown. There is evidence, however, that interruption of 
excessive drinking during pregnancy leads to lower incidence of birth 
defects. 33 

The Alcoholic Woman as a Woman 

Before considering the treatment of alcoholic women, it is important to 
note that they share many of the problems common to all women in 
contemporary society.34,35 The recognition of these factors and their 
incorporation into a program of rehabilitation for the alcoholic woman will 
often make the difference between success and failure of treatment. 

An important factor in the psychiatric treatment of women is both public 
and professional perceptions of mental health and of appropriate masculine 
and feminine sex roles. 36 A particularly enlightening study published in 197037 

explored sex role stereotypes in 79 clinically trained psychologists, psychi­
atrists, and social workers. It was found that definitions of a healthy, mature, 
and socially competent adult matched those for a healthy, mature, and 
socially competent male, while traits thought to be characteristic of healthy 
women were perceived as significantly less healthy for an adult of unspecified 
sex. Such stereotypes are important underpinnings of theories of sex role 
conflict. They also are central to notions of mental health based on successful 
adjustment to social expectations. A competing concept of masculine and 
feminine traits in mental health is the concept of androgyny. Androgyny 
stresses a balance or mixture of traits considered stereotypically "masculine" 
of "feminine" by society, used in a flexible way. The University of California 
study quoted above26 attempted to assess androgyny in the three study groups 
of women: women in treatment for alcoholism, women in treatment for other 
emotional disorder, and normal nonalcoholic women. The alcoholic women 
were significantly less androgynous than the normal controls but did not 
differ in this respect from the treatment controls. Androgynous rather than 
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stereotype feminine behavior would seem a most appropriate treatment goal 
for the alcoholic women. 

Since women alcoholics have difficulties with self-esteem, it is important 
to consider aspects of female identity. A common component of identity for 
both men and women is occupation: I am what I do. It is thus important to 
note that in contemporary American society "women's work" is afforded 
much lower status than work usually associated with the male. Although 
increasing numbers of women are part of the work force, they are concentrated 
in low prestige jobs and earn an average of only slightly more than half the 
average income for men. 38 Work performed in the home is assigned essentially 
no social or economic value. (Does your wife work? No, she is a housewife.) 
The vast majority of working women who are also married continue to carry 
the responsibility for all or almost all of the cleaning, laundry, cooking, 
shopping, and child care. 39 Women are often underpaid, underemployed, 
undervalued, and overstressed. Striving for perfection in these competing 
areas of life will produce problems in any woman. In a recovering alcoholic 
woman attempting to allay feelings of guilt and shame and to make up for lost 
time, the problems will be even more'intense. 

A role usually assigned to the woman in contemporary society is that of 
keeper of the family. In separation or divorce, a wife continues to be awarded 
custody of minor children in most cases, even when the separation is based in 
part on her problems with alcohol. Many alcoholic women presenting for 
treatment are heads of single parent families, struggling to provide financial 
support as well as household and child care. It has been noted previously that 
alcoholic women are often married to men who are also problem drinkers. 
Because of her role as keeper of the family, the wife of an alcoholic husband 
often feels guilty and responsible for her husband's drinking. If she does not 
have available to her an effective network of social and emotional support 
outside the home, such as an understanding family or membership in AI-Anon 
Family Groups, she may begin to use alcohol as a temporary solution to her 
marital distress and begin a pattern of alcoholism in herself. Thus, in the 
treatment of both married alcoholic men and women, the spouse should be 
considered at risk for alcohol problems. A careful drinking history should be 
taken, and preventive measures instituted in the form of family treatment 
wherever possible. Particularly in order to reach those women who are heads 
of single parent families, but also for all who have young children, 
arrangements for child care and other household assistance will often by 
critical. It is difficult or impossible for a women to concentrate on therapy 
when her children are unsupervised at home. 

A third aspect of a woman's identity is that she often, in contrast to a 
man, derives her identity through her relationship to others. She takes her 
husband's name at the time of marriage and is often known as "Sam's wife" or 
"Pat's mother." Even after the relationship is ended, she may be identified as 
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"Joe's widow" or "Sid's ex-wife." Part of the rebuilding of self-esteem requires 
attention to the alcoholic women's feelings about herself as an individual. 

A fourth component in women's identity is tied to sexuality. Much has 
been said about woman as sex object, and the association in the public mind 
between alcohol abuse and promiscuity has been part of Western culture for 
centuries. Although much study has been given to the effects of alcohol on sex 
hormones and sexual performance in the male, practically nothing is known 
about these factors in the female. One researcher recently reviewing the field 
wrote, "Most experts comment on human sexual behavior and alcohol as 
though only males drink and have sexual interests.,,4Q Clinicians have 
recognized a high incidence of obstetric and gynecological problems in 
populations of female alcoholics in treatment. II ,12 Alcoholic women often 
complain of anorgasmia and lack of sexual interest. Some have, in fact, 
engaged in sexual behavior of which they would not ordinarily approve, either 
in an attempt to find a solution to their sexual problem, or searching for an 
escape from loneliness, primarily while intoxicated. However, the majority of 
alcoholic women are solitary drinkers who do their drinking at home. Even 
women on skid row are more likely to be solitary drinkers than men. Thus, 
only a minority of alcoholic women are regularly exposed to men while 
drinking, and fewer fit the cultural stereotype of promiscuity. Homosexual 
women are said to have an unusually high incidence of alcohol problems. 17 

Those women whose problems with identity center around their sexuality will 
need special consideration of this factor during treatment. 

Lastly, a woman's identity is shaped by her socioeconomic status and the 
subcultural group to which she belongs. Cultural differences in attitudes and 
female roles may serve as a help or hindrance in casefinding and treatment, 
which should be tailored as much as possible to the ethnic background of the 
patient. It is of little value, for instance, to expect a woman to go out alone to 
evening Alcoholics Anonymous (AA) meetings at which both sexes are 
present, when her subculture proscribes such an activity. On the other hand, 
the therapist may take positive advantage of extended family systems by 
involving them in welding a support system for the newly-sober patient. 

Psychiatric Problems 

Mention has been made of the high incidence of reported anxiety, 
depression, and other symptoms of psychological distress in women alcholics 
coming to treatment. It has also been pointed out that women more often than 
men are able to pinpoint a specific stressful time in life when their abuse of 
alcohol began. These reports should not be looked upon as rationalizations, 
but as clues to the drinking patterns, alcohol dependencies, and treatment 
strategies that are best suited to each alcoholic woman. Although some 
secondary alcoholics will be suffering from schizophrenia, neurosis, and other 
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psychiatric disorders, specific studies of the incidence of these combined 
disabilities in women have been few. Winokur and Clayton l8 were able to 
delineate specific sub groups of female alcoholics in part based upon 
psychiatric diagnosis. 

Halikas et atl recently reported on 71 alcoholic women who were 
interviewed in a systematic structured psychiatric interview. Among these 
patients, 56% fulfilled criteria for some psychiatric diagnosis other than 
alcoholism. 

The most common psychiatric diagnosis, in addition to alcoholism, was 
affective disorder. Twenty-eight percent of the total population fulfilled 
criteria for a diagnosis of either unipolar (24%) of bipolar (4%) affective 
disorder. Another 10% had a mixture of additional neurotic symptoms 
including anxiety, phobias, obsessions, and compUlsions. A third group of 6% 
of the total popUlation had manifest psychotic symptoms at some point in the 
past in addition to their alcohlism and affective disorder. 

Nineteen percent of the total popUlation fulfilled criteria for the diagnosis 
of antisocial personality. In the diagnosis of alcoholism and antisocial 
personality, 8% also had a variety of other psychiatric symptoms such as 
anxiety, depressive complaints, and obsessive-compulsive symptoms. It also 
has been assumed that the acute and chronic brain syndromes associated with 
alcohol withdrawal and prolonged alcohol use do not differ between men and 
women, although this is another area which awaits study.42 

Treatment of Alcoholic Women 

Casefinding. The three most effective early intervention programs 
available today, drinking-driver rehabilitation, public intoxicant intervention, 
and employee assistance programs, have one characteristic in common: they 
reach a far greater proportion of male problem drinkers than female ones. 17 

Since the problems that motivate women to go into treatment are most likley 
to be health and family problems, and primary casefinders for the female will 
be physicians, other health professionals, social and family service agencies, 
and attorneys. These professionals require special training to enhance their 
abilities to identify and intervene effectively in women's alcohol problems. 
Because of the potential to prevent fetal alcohol syndrome, special attention 
must be given to women of childbearing age. The added motivation provided 
by the wish to bear a healthy child can be most helpful in treating the pregnant 
alcoholic. Wives of alcoholic husbands and mothers of children being 
evaluated or treated for mental retardation and/ or behavioral and emotional 
problems should be considered target groups for casefinding. 

Detoxification. In detoxifying the woman alcoholic, either on an 
inpatient or outpatient basis, special care must be given to the taking of a 
complete history of psychotropic drug use. Since women are more likely to be 
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users as well as abusers of such substances, the clinician should be alert to the 
delayed symptoms that are associated with withdrawal from the benzo­
diazepines. These symptoms are likely to begin between two and ten days after 
the abrupt discontinuation of alcohol and drug use and may include seizures 
as well as insomnia, tremor, anorexia, hallucinations, and disorientation. 43 

Delayed convulsions in any alcohol withdrawal should lead the clinician to 
suspect drug dependence in the differential diagnosis along with head trauma 
and other causes for seizures. 

Psychotherapy. Review of individual psychotherapy, the constructive 
use oftypical alcoholic defenses, and the techniques of group therapy, family 
therapy, and psychodrama are available in this volume and elsewhere.44 A few 
points specific to the treatment of women will be made in this section. 
Opinions differ regarding the relative efficacy of individual versus group 
therapy for alcoholic women, and of mixed-sex versus all-female groups.17 In 
the absence of comparative studies, the best that can be said at present is that 
all three modes of therapy can be successful, provided that the therapist is 
sensitive to the special needs and problems of women. 

Early in treatment, by whatever modality, emphasis is placed on two 
main factors. The first is the education of the patient and family in the disease 
concept of alcoholism and the necessity for a long-term treatment program for 
all involved. In dealing with an alcoholic women, there should be particular 
emphasis on the effects of drinking during pregnancy and the dangers of abuse 
of psychoactive drugs. Her children should be evaluated and helped in 
whatever way possible. AI-Anon and Alateen are widely available self-help 
groups which provide invaluable assistance to the families of such patients. 
The second emphasis early in treatment is on practical techniques for 
attaining abstinence. Contact with other alcoholic women who have recovered 
from the alness is oftremendous help in this endeavor. Such contact may be 
made in Alcoholics Anonymous or Women for Sobriety,45 where such groups 
are available. A number of autobiographical works by recovering alcoholic 
women may also be helpful. 45-47 Key objectives during this phase are instilling 
hope and allaying guilt, a special problem with the alcoholic woman who faces 
a particularly strong societal stigma and often enters treatment with marked 
depression and reduced self-esteem. Teaching the techniques of deep relax­
ation and other nondrug measures for anxiety relief may also be very helpful 
at this stage. 

With the relief of initial anxiety and depression, a great deal of buried 
anger may surface. The patient must be helped to evaluate this anger in terms 
of her own psychological, interpersonal, and social reality, bearing in mind 
the special problems in women outlined above. Channeling this anger and 
other energies and helping the patient structure time previously taken up by 
activities centered around drinking will be major issues in the second phase of 
treatment. 
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The use of psychoactive drugs should be kept to a minimum because of 
the danger of drug dependence. Many women recover from the depressive 
symptoms present during and immediately after detoxification without 
antidepressant drugs, in response to psychotherapy and group support as 
sobriety becomes established. In some cases, such drugs play an important 
role, as they may in the treatment of recurrent depression in the affective 
alcoholic woman. Disulfiram (Antabuse) may be helpful in the early stages of 
treatment of the nonpregnant women, although many patients prefer to try to 
maintain abstinence without it. In these patients, disulfiram is particularly 
helpful in treatment after relapse, when the patient may be amenable to this 
additional motivational aid. 

Once abstinence has been established, psychotherapeutic attention will 
focus on remaining problems in the alcoholic patient's life. Each case must be 
handled differently, since no generalizations will apply to all women in this 
phase of treatment. Some, as we have mentioned above, will be suffering from 
affective alcoholism and will require prolonged contact with attention to 
possible recurrence of depression. Some will have predominantly sexual 
problems, either relating to sex role confict, to sexuality, or to specific marital 
problems. Assistance with parenting problems, assertiveness training, family 
therapy, vocational rehabilitation, and legal or spiritual counselling may be of 
considerable help in any individual case. Once sobriety is well established and 
new and constructive ways of handling the old pro blems previously dealt with 
by the use of alcohol have been developed, many women will have completed 
the formal part of their treatment. All should be encouraged to participate in 
long-term follow-up self-help groups, such as Alcoholics Anonymous or 
Women for Sobriety, and further professional help should be made available 
at times of particular stress. No patient should feel that he or she will receive 
help only if there is a return to active drinking. Some women, having attained 
a stable sobriety, will elect to continue psychotherapy in order to understand 
and alter residual neurotic or character defenses. 

Among the pitfalls in psychiatric treatment of alcoholic women is the 
establishment by the patient of a hostile-dependent relationship on the 
therapist. The therapist must walk a thin line which includes a clear expression 
of the therapist's approval and expectation of sobriety, and at the same time 
makes clear that the responsibility for that sobriety is squarely in the lap of the 
patient. The patient may test the therapist's concern by a return to drinking. If 
she appears for an individual or group session under the influence of alcohol, 
care must be taken that neither overt nor subtle rewards for this behavior are 
provided. Such rewards might include being oversolicitous or allowing the 
patient to monopolize a group session. The therapist should clearly state the 
expectations that the patient will appear for the next session sober. The 
therapist must make sure realistic plans have been made to achieve that goal. 
Patients who miss a session should be pursued aggressively. Such a patient 
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who, when contacted, states, that she feels she no longer needs help is likely to 
be heading for a relapse, whether or not she is consciously aware of that fact. 
Treatment should be terminated only after mutual discussion which includes 
plans for participation in a long-term self-help group. Particular attention 
must also be given to strict respect for patient confidentiality. Because the 
societal burdens of guilt and shame lie strongest on the alcoholic woman, she 
must be assured that statements made in group or individual treatment will 
not be repeated to others. The federal regulations for confidentiality of 
alcohol and drug abuse records go far to protect such information. 48 

Prognosis 

Recent reviews of the literature4,17 report that for unselected groups of 
alcoholic patients the prognosis in males and females is roughly the same. One 
study49 followed a group of 103 alcoholic women ten years after treatment in a 
public and private mental hospital in St Louis. Control groups included 69 
women treated for affective illness and 103 normal sisters ofthe pro bands. At 
ten years the differences in morality were striking. Thirty percent of the 
alcoholic group was dead, although their average age at treatment was only 
the mid-forties. The average age at death was 51 1/2 years, with 82% of the 
deceased alcoholic women dying under the age of 60 and half of these deaths 
associated with violence, suicide, or cirrhosis of the liver. In contrast, 16 1/2% 
of the depressed women had died, at an average age or 71 1/2 years. Only 10% 
of the depressed women died under the age of 60, and only 20% had causes of 
death that might have been connected with the depressive diagnosis. 

This highly mortality rate points up the importance of making treatment 
available to all women in need. Treatment of relapses should be as vigorous as 
the initial episode. A positive attitude communicating an expectation of 
success on the part of the therapist is an important ingredient in such 
treatment. 

Conclusion 

This chapter has presented an overview of alcoholism in women with 
special attention to psychiatric problems and issues in treatment. We still have 
much to learn about alcohol problems, their causes, natural histories and 
outcomes, and the intervention and treatment approaches that work best with 
each problem type and sUbtype. Although this is true for all alcohol problems, 
it is especially true for women's problems, about which our knowledge is even 
less secure. Statistical estimates of numbers of female problem drinkers in the 
United States were purposefully omitted from the chapter. Such estimates 
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vary widely depending on populations studied. Male to female ratios 
approaching equality are found in some private clinics, whereas 3: I or 5: I 
ratios are more characteristic of voluntary and public programs. Specialized 
treatment facilities such as those for drinking drivers or public inebriates often 
register ratios of9: I or 10: I. Household surveys present yet a different picture, 
as do studies of adolescents. It is sufficient for us at this point to know there 
are female alcoholics among us in all walks of life, all ethnic and all 
socioeconomic groups. Many of them are hidden drinkers; all of them 
destroying their own lives and the lives of those they love. Since alcoholics can 
and do recover, it is our duty and our privilege to assist these women in a 
manner most appropriate to the individual needs of each. 
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CHAPTER 14 

The Contribution of Psychoanalysis to 
the Treatment of Alcoholism 

AUSTIN SILBER, MD 

This report represents the crystallization of knowledge derived from super­
vising the psychotherapy of alcoholic patients in a clinic setting. The 
therapists were psychiatric residents, social workers, and social work 
students. The therapy was once-a-week psychotherapy based on psycho­
analytic concepts and principles and was, by design, supportive and 
informative. 

The techniques for treating these alcoholic patients underwent a gradual 
evolution, and some of this material is abstracted from other papers which 
emphasize the formulation and application of these psychotherapeutic 

. 1-5 
techmques. 

During the initial years of therapy conducted at our clinic, therapists 
were encouraged to concentrate, as early in treatment as was feasible, upon 
the expressed anxiety of their patients. Anxiety was a constant finding, and its 
intensity was frequently the most important factor leading to the selection of 
patients for treatment. It was decided to regard this manifest anxiety as 
representative of the alcoholic's fear and intolerance of internalized aggression. 

Knowledge of the developmental histories of the patients emphasized 
excessive, phase-inappropriate, frustrating, and/ or overstimulating behavior 
on the part of their parents. This noxious behavior was especially marked 
during the preoedipal years. One consequence of this was the activation 
during childhood of considerable latent aggression. However, patients 
consistently failed to appreciate this specific residue of aggression which was 
added to, and significantly amplified, other derivatives of their anger or rage. 
Instead, the patients were conscious of experiencing intense anxiety. It was 
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these anxious feelings (signifying the festering rage) which demanded the 
therapist's prompt attention. 

Early in treatment, the therapist would attempt to ascribe the increase of 
anxiety to a contemporary figure in the patient's present environment. A 
friend or superior could be seen as the person currently functioning in a 
thwarting capacity. The therapists were encouraged to focus on objects of 
secondary rather than primary significance, that is, a friend or boss rather 
than a mate or parent. The patient was told that he was fearful of experiencing 
rage directed at this person but instead felt anxious. The therapist used his 
knowledge of the general dynamics of the alcoholic patient in a manipulative 
and seductive fashion, quickly presenting himself as an all-knowing, omni­
scient figure. By interpreting the fear rather than the wish, the therapist 
functioned in consonance with the patient's ego. Since this exposition was 
initiated early in therapy, a magical element was rapidly introduced. The 
therapist's unique knowledge about what was transpiring in the patient's mind 
was offered in such a manner as to elevate the therapist into the role of an 
omniscient, powerful figure. 

With this newly acquired authority, the therapist then pursued an 
educational approach. Patients were encouraged to experience, recognize, 
define, and accept their feelings. Any action as a response to feelings was 
regarded as a completely separate matter. It was stressed that action requires 
judgment. Behavior was thus clearly differentiated from affective experience. 
Feelings, wishes, fantasies, and thoughts were all given a positive valence. 
Actions, however, were to be avoided as an automatic response to feelings. 
Feelings must first be reflected upon and actions restrained until judgment 
deemed the activity appropriate. 

Through this approach, some ofthe superego's generalized primitiveness 
and punitiveness was mitigated, and a better appreciation of reality was 
enhanced by making explicit the differences between feeling, thinking, and 
doing. Even though magic was invoked, developmentally significant knowl­
edge was restitutively imparted. 

In those therapeutic encounters where the depressive affect rather than 
anxiety was most prominent, the sense of guilt was initially highlighted. It was 
noted as a manifestation of the wish to be punished because of one's aggressive 
impulses and wishes. Once again it became necessary to differentiate between 
wishes and feelings on one hand and actions on the other. It was stressed again 
and again that all wishes need be regarded as acceptable, reasonable and 
desirable. It was only in relation to actions that guilt was acknowledged as an 
appropriate emotional response. If present, it had meaning but was most 
likely the consequence of the failure to differentiate among feeling, thinking, 
and acting and was the result of punishing oneself because of aggressive 
wishes. 
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Masochistically provocative behavior, a frequent finding in this therapy, 
is dealt with in much the same way. It is clearly defined as stemming from the 
patient's wish to be punished because of aggressive impulses. Once again the 
therapist reiterates the need to be accepting of all impulses, feelings, and 
thoughts. Actions, on the other hand, require careful deliberation. Behavior 
must be monitored so that it is realistic and reasonable. The patients are 
encouraged to experience more of their inner lives and exhorted to accept this 
aspect of themselves. This positive educational effort also helps to diminish 
the severity of the superego's demands and strengthens the ego's ability to be 
in control. The differences between inner and outer reality are more explicitly 
defined as these patients are encouraged and helped to separate and 
differentiate feelings from actions. 

This opening approach, which is basically manipulative, using knowledge 
about dynamics in a magical vein, helps forge a strong early bond between 
patient and therapist. As treatment progresses, the therapist shifts from 
playing the role of the omniscient figure to that of a more benign, consistent, 
parental type-benevolent in so far as wishes and feelings are concerned, firm 
in avoiding unevaluated action, and consistent in clarifying the distinction 
between wishes, feelings and actions. 

Over a period of years, it became more apparent that the therapist's 
attitudes toward both the alcoholic patient and his symptomatology frequently 
had a significant effect upon the course of the treatment. As a result, emphasis 
in supervision shifted from the delineation of the fears in regard to aggression 
and the resultant magical effect this recognition exerted in the therapy, to 
efforts to help the therapist quickly recognize and appreciate the essential 
helplessness of these patients. By attempting to modify the therapist's 
preconceived attitude, which frequently was latently antagonistic, it was 
hoped further to facilitate the successful treatment of these patients. 

The therapist was urged to regard lack of sobriety as a symptom in a 
dynamic sense similar to other familiar symptoms, such as compulsive or 
phobic ones. These recognizable symptoms in all psychotherapies are 
generally approached with circumspection until their function in the psycho­
logical life of the patient is adequately appreciated. The therapists, in a series 
of lecture-seminars, were given an intellectual grasp of the function of 
symptoms, for example, a compromise formation between a drive derivative 
and the opposition to it in a situation of conflict, withthe consequent binding 
of anxiety. Signal anxiety, the hierarchy of danger situations described from 
the genetic point of view,6 and the hierarchy of responses available to the ego 
were also discussed. The importance of the ego's biphasic response to anxiety, 
that is, the evaluation of the danger and its magnitude, imminence, and 
pertinence, as well as the ego's reaction to this evaluation,7 was sketched in for 
the therapists, and the differences between feeling and acting were reempha-
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sized. It is in differentiating feeling from behaving that the ego's biphasic 
response (i.e., evaluation and reaction to evaluation) is of such importance 
and of such immediate clinical usefulness. 

The symptom of alcoholism is frequently given a special significance in 
that it absorbs more and more of the attention and concern of the patient and 
assumes more and more importance in his life. Concurrent with this increased 
absorption in the process of drinking is the gradual impairment of certain ego 
functions which cease to operate autonomously and are caught up in the 
conflicting forces that in a dynamic and economic sense affect the structure of 
the symptom. The perception of reality and the interest in, meaning of, the 
constancy of this perception, can all be affected to varying degrees. The ego's 
integration and utilization of this percept is also compromised. Other 
autonomous ego functions affecting judgment, anticipation, thinking, object 
comprehension, recall, language, capacity for self observation, delay of 
action, and motility can also lose their autonomy in a similar way as they are 
embroiled in conflict. The manner in which the patient's ego will be able to 
handle functions dependent upon optimal ego autonomy is thus affected. 
Moreover, one frequent psychological consequence of the ingestion of alcohol 
is the illusion that impaired autonomous functions have been restored to 
optimal activity as a consequence of the drinking. 

The loss of ego autonomony has an immediate effect upon any kind of 
psychotherapy because the autonomous functions are the medium through 
which the patient communicates with the therapistS and through which it is 
possible to make inferences about the functioning of the psychic apparatus. 
The psychotherapeutic situation, which by its very nature accentuates the 
importance of certain of these autonomous functions, for example, self­
observation and verbalization, is dramatically altered as a consequence of 
impairment. Thus, it should become apparent that it is the therapist's task to 
recognize the deficits inherent in this psychotherapeutic situation and that the 
therapist's ego must supply the necessary reparative ingredients. He must be 
prepared to do more talking and make observations about the patient that one 
would ordinarily expect the patient to make unaided. 

These elements are all emphasized so that the therapist will not initially 
concentrate all interest upon the drinking per se, but will begin to recognize 
that the drinking itself represents an attempt to deal with many conflicting 
ideas and impulses, as yet unknown to either the patient or the therapist. It is 
important to stress the fundamental interest in the need to understand the 
meaning of behavior, even if this goal is not attainable with the therapeutic 
means available. 

The therapists were familiarized with alcoholic patients' general need to 
be cared for and with the fact that they often experience extreme emotional 
deprivation. These explanations are necessary to overcome the therapists' 
reticence in actively explaining to their patients the purpose of the psycho-
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therapy, the particular methods being used, and the rationale implicit in this 
psychotherapeutic approach. Such an exposition by the therapist constitutes 
an early satisfaction given to the patient within the structure of the therapeutic 
situation; it is consonant with a psychologically sound initiation of therapy 
with the alcoholic patient. 

In preliminary sessions, these ideas are discussed and, in a sense, 
rehearsed with the therapists, who are explicitly urged to share their 
understanding with their patients as early as possible. 

The object of the psychotherapy is outlined in terms of helping the patient 
to function more comfortably and with greater awareness of himself and his 
surroundings. The patient is made aware that there are many determinants to 
his condition, and he will gradually become cognizant of the meanings and the 
effects they exert upon him. As the patient verbalizes his complaints and 
concerns, the therapist will, with time, help him view these concerns from 
different vantage points, many of them quite novel to the patient and helpful 
in alleviating some of his pain and discomfort. The more he is able to 
understand about his life and his difficulties, the more control he will be able 
to exert over the concerns that cause him pain. In this endeavor, the therapist 
can help by listening, remembering, and aiding the patient to learn to deepen 
his own awareness of himself. The patient is offered the expectation that 
through increased knowledge and understanding comes increased control 
over his person and his functioning. Such increased control becomes the 
cornerstone of therapy. 

Actually, this preliminary work orients both the therapist and the patient 
toward regarding the therapeutic situation as the basis of a joint venture. The 
expectations of the patient and the functions of the therapist have been 
outlined, and the psychotherapeutic equivalent of the "working alliance" has 
been fostered. In psychoanalysis, the working alliance has been defined as 
''that part of the therapeutic alliance related to the healthy portions of the 
patient's ego. This involves the reality relationship between doctor and 
patient".9 "Therapeutic alliance" is a more inclusive term, bringing into 
consideration positive transference in addition to the real relationship 
between the patient and the analyst. 10-12 In this psychotherapeutic milieu, an 
engrafted intellectual construct built around the depiction and description of 
the psychotherapeutic situation is offered as a common bond with the patient 
for the joint therapeutic effort. This forms the nidus for the "therapeutic 
working compact,,,3 which incorporates elements in the working alliance 
(reality relationship between doctor and patient) plus the suggestive element 
inherent in the construct of the psychotherapeutic situation, with its implied 
promise of relief if the patient cooperates. This added element is necessary 
because these patients need a more rapid and concrete depiction of the 
structure of the therapeutic situation to ward off the anxiety that would 
otherwise accrue from their being subjected to the more abstinent, slowly 
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evolving, gradually structured, analytical sort of situation. The ego of the 
alcoholic requires nurturing, not judicious neglect. 

It has already been noted that many of the so-called autonomous ego 
functions13 ofthe alcoholic patient are impaired in their operations. This is a 
result of the alcoholic's increasing preoccupation with the drinking itself and 
the resultant deflection of interest from those functions. The therapist lends 
his own autonomous functions as a temporary prosthesis9 for the patient. This 
might involve supplying help in the recognition of a judgment the patient was 
making in testing the reality of that judgment, in determining the meaning and 
meaningfulness of the judgment in the patient's present and past life 
situations, and in helping the patient to integrate the judgment in a 
psychologically useful sense. In the same manner, perceptions, observations, 
ideas, and feelings have to be scrutinized. The patient must be helped to learn 
the use of the many evaluative activities that are operative prior to making a 
decision or initiating an action. As the therapist "lends" the alcoholic his ego 
abilities in areas where the alcoholic's are defective, it is the therapist's ego 
functions which tend to replace the patient's reliance on alcohol, which, as 
previously mentioned, has given the alcoholic the illusion of adequate 
performance. 

As can be seen, this approach to the psychotherapy of the alcoholic 
patient is at marked variance with the traditional analytic method. The 
rationale for this approach comes from knowledge originally gleaned from 
psychoanalysis and modified to fit our particular objective in psychotherapy. 
Thus, in the psychotherapy of the alcoholic, we deal with reality problems, 
impaired reality functioning, and the altered autonomy of ego functions in a 
reparative sense first. The "therapeutic working compact" will come in next 
for repeated scrutiny, and interpretations will be offered to thwart any 
attempts to infringe upon its viability. Transference interpretations, as a rule, 
will be avoided. The transference relationship will be interpreted as a last 
resort in order to maintain the therapeutic working compact. In the 
interpretation, the therapist will first be described as representing the wished­
for parent from the past. The therapist will also be seen as supplying those 
attributes and attitudes which the parents never supplied but which the patient 
so desperately missed. 

Practically, this means that only those negative transference reactions 
that threaten the viability of the therapy will be interpreted. The same goes for 
erotic positive transference features. Transference interpretations are eschewed 
to avoid bringing genetically earlier determinants into the forefront of the 
therapy, which emphasizes present functioning. The genetic elements that do 
emerge are recast into a perspective that highlights our intellectual knowledge 
regarding individual psychic development (thUS, making general the specific 
element learned, as well as isolating its unique emotional significance). This is 
done instead of concentrating upon specific libidinal fixations and the actual 
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consequences of regressive tugs. The defense of isolation is being energetically 
fostered. 

Symptoms are noted and respected. They will generally come into the 
center of the therapeutic arena when ample knowledge of their defensive 
significance has been understood and the importance of the patient's 
compromise formations has been absorbed by the therapist. Only symptom 
formation that seems manifestly deleterious to the patient's well-being and 
ability to continue therapy will be circumspectly probed (eg, denial). 
Defenses, and certain character traits, are usually reinforced rather than 
attacked. For example, reaction formations and some counterphobic activities 
are strengthened rather than analyzed. In general, an attempt is made to 
enhance existing defenses,14,15 with some of the binding element being 
contributed by the therapist's ego functions, which are temporarily lent to the 
patient. These ego operations are offered to enable the patient to gain greater 
recognition of his own inner world, his person, and his environment. They are 
also essential to help make the therapeutic situation viable, since it is 
dependent for its stability upon the intactness ofthese autonomous activities. 
These autonomous functions focus the communications between patient and 
therapist and sharpen the patient's ability to grasp his own inner world. The 
therapeutic approach is both manipUlative and seductive. It takes as much 
advantage as possible of our knowledge of the general psychological 
background of patients suffering from alcoholism. Their need to be given and 
cared for is exploited by our detailed explanations, which begin to offer a 
structure of some stability within which the treatment will be conducted. 
Suggestion is used in a psychologically sound sense that takes advantage of 
the basically unstable sense of identity these patients manifest. They are 
psychologically open, looking for precepts, guidance, information, and 
general help in learning how to live. They are searching for a parent who can 
be consistent, fair, and informative and who will employ all his pertinent 
knowledge in the patients' interest. We take advantage of the neglect and 
omissions and attempt to supply, in a genetically general rather than specific 
sense, what we suspect is developmentally lacking. We help build a picture of 
an inner world which has some psychological fidelity and lend ourselves, 
especially our attitudes and knowledge, for them to use. We try to make do by 
offering a synthetic psychic structure that represents them, others, and their 
new-found psychic world. This provides a consistent generalized reflection 
through which these essentially unstable and identity-less individuals can view 
themselves. 

Another important observation also helps explain why these patients are 
so open to change if the therapy is conducted by a reasonable, benign, 
knowledgeable, and consistent therapist. Almost all alcoholic patients seen had 
at least one parent who manifestly displayed psychotic behavior. Such 
behavior was especially pronounced during the early developmental years and 
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exerted a profound and far-reaching effect upon the development of these 
rather vulnerable individuals. 

The significance of the family constellation in the etiology of alcoholism 
has been stressed by many authors. Knight l6-18 indicated that both parents 
affect the development and elaboration of the illness. Simmel19 described 
mothers who overtly seduced and manipulated their children. When the child, 
as a result of this marked overstimulation, responded to the seduction with a 
sexual response of its own, it was unmercifully attacked by the outraged 
parent. This behavior is similar to that of parents of sexually delinquent 
children described by Litin et al. 20 Johnson,21 and Szurek.22 These workers 
noted that the delinquent sexual behavior of these children was an acting out 
of the sexual impulses of their parents. Chafeti3 felt that "the common thread 
running through these patients' early relationships was the absence of a warm, 
giving, meaningful relationship with a mother figure during this early period 
of development." Ferenczi24 noted that pathological adults, especially if they 
have been disturbed in their balance and self-control by some misfortune or by 
intoxicating drugs, mistake the play of children for the desire of a sexually 
mature person and allow themselves to be carried away. "The real rape of girls 
who have hardly grown out of the age of infants, similar sexual acts of mature 
women with boys, and also enforced homosexual acts, are more frequent 
occurrences than has hitherto been assumed."24 

One psychiatrist in training described an alcoholic stepfather who 
insisted on sleeping in the same bed with his ten-year-old stepson. The other 
son and mother were banished from the bedroom. The boy developed an anal 
tear with moderate bleeding which required suturing at a local hospital 
emergency room. The stepfather attacked the boy for having irregular bowel 
habits and was reinforced in his verbal and physical abuse by the mother and 
the spared stepbrother. I had some difficulty convincing the resident that it 
was necessary to intervene with the mother of this boy (she was the alcoholic 
patient in treatment) and to help rescue him from the bedroom and the 
activities of this stepfather. 

This type of tale is frequently reported by alcoholic patients about 
parents. The bizarre actions often take place when the parents are in a state of 
alcoholic intoxication, at which point there is minimal control of impulses and 
reality-testing by the ego. In other instances, the strange behavior is an 
expression of the chronic psychological disturbance ofthe parent. Chafetz/3 

in enumerating factors contributing to the emotional deprivation of alcoholic 
patients, listed the fact that as children they had psychotic mothers and that 
some parents were also severely alcoholic during the patient's early years. 

In therapy, the reality of the parents' abnormalities is pointed out and 
worked over. Since the bizarreness had been part of the developmental reality 
of the patient's background, the ability to see the parents' disturbed behavior 
against the background of an average environment may be possible for the 



Contribution of Psychoanalysis to the Treatment of Alcoholism 203 

first time. This approach, if successful, gives rise to a great sense of relief on the 
part of the patient. It helps him to see not only the parent, but himself as 
well-as Shengold25 noted, "to see and not to be" the parent. 

This atypical parental behavior is enmeshed within the family structure. 
Attempts at clarification evolve into a problem of ferreting out those aspects 
of the family situation that are pathological in the psychological sense from 
those that are more consistently normal. This understanding then provides a 
background against which the symptomatology of the parent can be judged 
more accurately. The extensive identification with the parents' abnormalities 
still affects the patient's character and behavior in the present. These 
pathological identifications represent a bond with the parent and compromise 
the patient's separate identity. There is special damage to one's sense of 
identity and a satisfactory integration of disparate aspects of the personality 
when the attitudes and actions of the parents are contradictory, confused, 
bizarre, or psychotic. 

The therapist, who is placed in the role of an ideal, can be substituted in 
the patient's mind for the disturbed parental figure so that the possibility for 
new identifications with a healthy, reality-oriented figure is possible. This is a 
process that takes place slowly and silently as therapy progresses. It is often 
responsible for the rather marked changes in behavior that can be observed in 
the psychotherapy of the alcoholic. Sudden shifts in comportment are 
frequent. Some patients will precipitously give up drinking. They may start to 
work more steadily or suddenly become aware of very positive feelings toward 
their spouse. They become willing to listen to the judgment of the therapist 
and will readily substitute his attitudes for their own. Many alcoholic patients 
seem to form easily rapid although shallow and diffuse temporary identifi­
cations. These may be based upon the tentative acceptance of the therapist's 
criteria for reasonable behavior as being consonant with their own newly 
evolving values. The standards of the therapist are gradually absorbed by the 
patient, and those of the disturbed parent are reevaluated against the new 
models held forth by the therapist. The patient, with this therapist's help, learn 
to reevaluate attitudes that are based on superego identifications and 
functions that are dependent upon ego tendencies. As internalized elements of 
the disturbed parent that are represented in both the ego and the superego of 
the patient are critically evaluated, they can be replaced by features that are 
now derived from the therapeutic working compact between therapist and 
patient. This process is frequently expedited by the patient's ease in resorting 
to imitation and mimicry. The sense of identity in these patients is tarnished 
and burdened by the pathological parental attitudes, and they have a marked 
"as if' propensity.26 They vicariously adopt attitudes of others easily and 
adeptly. Thus, an attempt is made to exploit this pathological ego tendency 
therapeutically, but at the same time to foster attitudes based on the 
therapeutic working compact with the therapist. 
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In a therapeutic sense, one is first setting oneself up in opposition to the 
parent by highlighting his or her unrealistic attitudes. The patient will 
frequently be pleased to have the therapist as an ally who acts as an extension 
of his ego for reality-testing and who serves as an opponent of his parents. 
Therapists have continually found themselves in this role in opposition to 
some of the traditional views of the parent. The difference in this instance is 
that the focus is on the pathology of the parent. The parent's disturbed 
behavior is made alien to the rest of the parent's functions. This helps the 
patient to recognize aspects of the parent's disturbed behavior within himself 
and then to make this ideation of behavior alien to the rest of his personality. 
The therapist offers his views as representative of a different reality from the 
parent's now discredited and objectively faulty perception and depiction of 
reality. The patient now has the opportunity to compare and choose a view of 
reality with a freedom heretofore denied him by virtue of the early 
pathological identifications. 

One can trace the vicissitudes of parents' pathology as seen in the 
alcoholic patient. Frequently, these patients act out in relation to their own 
children certain trauma inflicted upon them as children. The action is 
frequently carried out in a fury, during which there may be some subtly altered 
state of consciousness, so that the patient gives the impression of being 
momentarily "lost." In this instance, a hypnoid state27 wards off the patient's 
awareness of certain drives and affects. This defective ego control permits an 
"acting out" of primitive impulses. In one instance, the same hairbrush that 
was used on a patient was saved and used in exactly the same manner on the 
patient's own child. 

Another very frequent manifestation of irrationality that also must be 
interpreted involves the patient's attacking himself the way he was attacked by 
a disturbed parent. This is an example of identification with the aggressor,28 
whose actions are internalized and made syntonic. The element of identi­
fication with the parent must be pointed out, made alien, and interpreted. 
Further vicissitudes of the pathology of the parent can then be followed by 
noting externalizations of elements of behavior onto other figures in the 
environment, with a quasi-delusional effect. For instance, every superior is 
seen as a demanding, irrational, tormenting object. This often has little to do 
with his actual behavior, for, by using primary process mechanisms, especially 
pars pro toto, and displacements, a slight element in the behavior of the 
superior becomes the behavior of the superior. All of this can be profitably 
traced back through patient to parent. It is also manifestly obvious that 
elements of distortion of this kind will be perceived by the patient in relation to 
the person ofthe therapist. It then becomes clearer why the delineation of the 
pathology of the parent strengthens in the psychotherapy the entity analogous 
to the working alliance in analysis, which is the important element in the 
patient-therapist relationship, in its "real" rather than its "transference" 
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implications. The therapist becomes an understanding ally in dealing with a 
frequently overwhelming and shattering experience (the experience of the 
patient with his disturbed parent). The therapist is initially acting like an 
auxiliary ego and one that is anchored in reality, rather than the parental ego 
that was rooted in pathology. The therapist thus allies himself with the healthy 
portion of the patient's ego against the ill parts. This joint effort, involving the 
highlighting of the pathology of the parent, contributes to a rapid and early 
welding of the therapeutic working compact. It provides the necessary 
ingredients for withstanding some of the transference reactions that may arise 
in the course of therapy and also helps blunt the intensity of the pathological 
projections onto the therapist of the internalized parental attributes. 

After the pathology of the parent is clearly defined as constituting a 
major problem in the way the patient views his person, one that alters in a 
most deforming way his sense of self and thus his sense of identity, this part of 
the therapeutic task can recede. This technique, which alerts the therapist to 
look for rather typical pathological behavior as an indication of parental 
disturbance, is a most valuable addition to the therapeutic armamentarium, 
facilitating the successful psychotherapy of the alcoholic patient. 

Thus, basic psychoanalytic information derived from our increased 
knowledge of the sequence and importance of early development, especially 
the skewing effect of the severe parental pathology upon this development, 
provides the background of data through which to view the alcoholic patient. 

We know that maturation took place in an environment that would not 
be considered a generally expectable one and that these patients have needs 
that were not met during phase-appropriate periods in their development. 
They are literally bound to their primary objects by virtue of unsatisfied needs 
and have great difficulity moving on to more appropriate objects. Their 
frustration tolerance is minimal, as is their ability to bear anxiety. They were 
not adequately helped to differentiate their wishes from their actions by the 
imposition of proper parental restraint. Self-control is minimal, pleasure in 
experiencing feelings, evaluating them, and making decisions in regard to 
action has to be learned in the present therapeutic situation. The therapist is 
viewed, and in a way acts, as the wished-for and needed parent, a parent who 
in reality was too psychologically disturbed to be developmentally helpful and 
who left the patient with a residue of distorted and fragmented ego functions 
and a lasting object hunger. As a group, these patients lack a stable or 
consistent inner psychological structure. Their sense of identity is unjelled, as 
is any stable sense of self. They eagerly seize upon any suggestive information 
supplied by the therapist that will provide support for their inner being. They 
need help in evaluating what they observe in others, and frequently they need 
to be taught how to evaluate their self-observations as well. It is their openness 
to suggestion, but virtue of their extensive psychological disturbance and 
vulnerability, that makes the strongly suggestive approach outlined in this 
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paper such an effective tool for therapy. Suggestions, in the form of 
information and knowledge, are imparted in an intellectual manner with the 
object of fostering the defense of isolation. 

The therapist supplies a new psychological matrix in the form of intact 
ego functions that are lent out to the patient to make up for those functions 
that are found to be developmentally deficient because of parental pathology. 
In therapy, the parent's deficiencies are clearly highlighted so as to help the 
patient separate his attitudes, ideas, and functioning from theirs. As the 
therapist helps in this process, he permits his attitudes, ideas, and methods of 
functioning to be substituted for those of the degraded and psychologically 
deformed parent. The readiness and openness to change that these patients 
demonstrate frequently lead to dramatically effective therapeutic results. 
These are not, however, because of any real understanding or insight into 
motivation for either the drinking or for giving it up. The patients are 
responding to sound suggestions which they may view as a beloved order from 
a longed-for and needed parent who has been essentially absent in a 
developmentally helpful sense but is now experienced as present in the form of 
the therapist. 

This technique utilizes insight in the form of increasing knowledge of 
certain functions of the ego, which may be initially defined and offered by the 
therapist and finally may be utilized by the patient. The patient is familiarized 
with his inner life and its differentiation from his external world. He is also 
supplied with more general information about the norms of development. 
Insight is thus offered in a more selective sense with less stress on the more 
traditional transference and resistence. More emphasis is also placed on 
defining and explicating various ego functions and general developmental 
knowledge. The main vehicle for change revolves around new identifications 
with the ideas and attitudes of the therapist, which replace those of the 
pathological parents. 

The next hypothesis follows upon the observation regarding the 
psychotic parent as a developmental reality in the life of the alcoholic patient. 
The alcoholic patient, as a child, would in all likelihood respond to an assault 
by psychotic parents in a manner similar to those patients reported by Fleiss29 
and Shengold. 3o,31 They noted that children traumatized and overstimulated 
by psychotic parents resort to what they called hypnosis and what Dickes27 
defined as a hypnoid state. Thus Dickes, in speaking of the adult hypnoid 
state, says, "This adult state is often a repetition of a childhood hypnoid state 
which occurred as a means of warding off intolerable feelings due to 
over stimulation and abuse.,,(p397) He continues: 

I would venture the opinion that all who suffer from this syndrome to any marked 
degree have encountered unusual and excessive seductions and beatings. These 
injurious and devastating traumata, usually inflicted by parents, were carried to 
such an extreme and intolerable degree as to force these unlucky children to seek 
refuge in a stupor which can be likened only to the deep trance state ofhypnosis.( 397 ) 
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In carefully listening to the reports of many alcoholic patients, one notes their 
efforts to achieve a comfortable intoxicated (clouded or altered) state. This 
altered state of awareness is similar to the defensive stupor adopted by the 
abused child. It is this state of mind that can be reinstituted by the ingestion of 
alcohol. This altered state, of varying depths, is actively sought and can be 
regularly induced by the ingestion of alcohol. The ingestion of alcohol now 
magically brings about the hypnoid state. The function of actively inducing 
this state is to ward off the reexperiencing and remembering of the painful 
feelings and frightening memories related to early traumatic events. Instead, 
the defense against these traumas-the hypnoid state-takes over. At the 
same time, the defense mechanism of denial is fostered and enhanced by 
fantasies that seek to undo, master, and overcome the early trauma. These 
fantasies are woven together and structured in both conscious and un­
conscious forms. These pleasurable fantasies now likened to the alcohol­
induced hypnoid state form a significant inducement to drink. A fantasy 
world based on the denial of the original trauma and maintained by the 
actively induced hypnoid state is repeatedly sought. 

An example of the evocation of the hypnoid state by ingesting alcohol 
follows. A therapist reported on a young male patient, in his early twenties, 
who would rush to a neighborhood bar immediately after work. He was 
aware of a sense of unease as he sat on a bar stool and looked at the bartender. 
Instead of asking for a drink, he would point to a bottle of bourbon (Old 
Grandad) and by motioning with his hand indicate that he wanted a drink. 
After downing this drink, he would immediately indicate his desire to have 
another of the same, as he paid for the initial drink. The patient described to 
his therapist the pleasant, peaceful feeling that supervened with the quick 
dispatch of his refill. He felt at ease, though somewhat foggy and not fully 
alert: "Not quite with it, a little drowsy but feeling no pain." (Similar 
expressions have been used by many of the alcoholic patients treated. This is 
the state they wish to attain and strive to remain in as long as possible.) The 
other customers in the bar seemed friendly. Once he had succeeded in reaching 
this pleasant fuzzy state, a state I would define as a self-induced hypnoid state, 
he wished that time could be suspended, he felt so at ease. As Dickes has 
noted, the hypnoid defense "is one of the most primitive among the ego's 
repertory of defenses and perhaps most closely related to denial.,,27(p398) 

The patient's father and grandfather were both heavy drinkers. He 
remembers his father at home, drunk, screaming abuse at him and his two 
younger siblings. He remembers a younger brother being picked up by his 
father and flung onto the floor with such force that a leg was broken and had 
to be placed in a cast. His father was hospitalized after suffering a nervous 
breakdown and spent some years in a mental institution. He recalls his father 
screaming in terror, fearful that a prowler in the apartment would attack him 
with a knife "which he shoved up his ass." His father also felt that his own 
father had instigated this prowler to attack him. The patient remembers how 
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he feared his father's shouting and cursing and how he dreaded going home 
after school for fear of what he would find. His father might be drunk and 
fighting his own father. While the patient was a child, the grandfather lived 
with the family for some years. His mother was quiet; she would sit at home 
looking helpless, withdrawn, and apathetic. She never intervened to protect 
the children. As soon as the patient finished high school, he obtained a job and 
moved into his own apartment, a short distance from where his mother still 
lived. 

He became aware of being fearful of returning to his own apartment after 
work and went to a neighborhood bar instead. As he bolted down the liquor, 
he was aware of the warm feeling in his stomach. He felt protected and safe. 
The alcohol made him feel comforted and secure. He realized that this was 
what he had always hoped his mother would do. He remembered thinking, 
"Dear mother," as he downed the drink. 

It became apparent that a number of unconscious fantasies were being 
acted out in his bar ritual. They represented his attempt, in fantasy at least, to 
exert control over some area of his life. Thus, choosing to go the bar 
represented his attempt to set up a different home atmosphere. The bartender, 
who would respond to his gesture and provide the liquor that brought about 
the good feeling in his stomach, was supplying the kind of satisfying substance 
(milk) that symbolized the comfort he wished his mother could have given 
him. Shortly after swallowing, he would become aware of a pleasant, slightly 
drowsy feeling, his state of awareness would change, and the sought-after 
hypnoid state supervened. In fantasy, he was feeling protected by his mother, 
whose advocacy he evoked magically by pointing and handling and swal­
lowing the liquor. As the hypnoid state induced by the alcohol began to take 
over, the anxiety he had initially experienced began to dissipate. He was now 
no longer fearful that he would be screamed at or abused. In fact, he was able 
magically and silently to bring about this good feeling by having the bartender 
fill his glass. Thus, the bartender also represented, in unconscious fantasy, a 
now tractable father who could, without an uproar, help make the patient feel 
comfortable. By ordering Old Grandad, he was also magically converting his 
grandfather, whom he also feared, into a now benign, comforting agent 
magically helping to disspell his fears. As the effect of the alcohol became more 
apparent and as the self-induced hypnoid state deepened, he felt that his life 
was a comfortable one in these warm, accepting surroundings. He felt as 
though he were at home, the way he had always wished home would feel-safe 
and protected, with parents (bartender) responsive to his every whim and 
gesture. The hypnoid state made the environment of the bar feel friendly, and 
these cozy conscious fantasies (surrounded as he was by friends who were, like 
family, eager to please and satisfy him) took over. This was the state he 
magically attempted to bring about again and again with alcohol. This 
actively induced hypnoid state, which he could bring about at will, substituted 
for the hypnoid state that in all probability had been invoked in childhood to 
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deal with the overwhelming assault of his depraved father and depriving 
mother. Similar tales were reported by many patients. 

For many alcoholic patients, the environs of the local bar, in fantasy, is 
converted into a warm, cozy home, full of cheer and good feelings-in 
contrast to the frequently reported stark, strident home atmosphere that, in 
reality, had prevailed. The bartender or barmaid becomes the good parent 
offering acceptance and love, all concentrated in the alcoholic product (which 
can represent milk, feces, urine, or semen in fantasy.) The vessel in which the 
alcohol is served can, in fantasy, represent breast, penis, bladder, and so forth. 
Thus, woven about the bar and its occupants and the alcoholic products that 
are served are many unconscious fantasies, soothing and replacing in a 
narcissistic way the starkness and despair of the actual ltome and homelife. 
This fantasy existence is expedited by inducing the hypnoid state with the 
ingestion of alcohol. 

Freud32 called masturbation the primary addiction. The ingestion of 
alcohol leads to an altered state of consciousness which may have an 
equivalence to the altered state associated to masturbatory climax. Mas­
turbation and alcoholism have been linked: 

It is striking how often we find that the struggle of the alcoholic with himself or with 
his environment in combatting or indulging the forbidden enjoyment of drinking is 
an actual repetition of his original fight for or against masturbation. 19 

At the same time, the altered state of the alcoholic may also be invoked as a 
defense against the awareness of fantasies and memories involving earlier 
parental assaults and indiscretions. 

In the psychotherapy clinic cases, it was ascertained that one psycho­
logical consequence of the ingestion of alcohol was the illusion that impaired 
functions had been restored to optimal activity.4 Specifically, these were 
certain autonomous ego functions (self-observation or verbalization) whose 
intactness remain essential for any psychotherapeutic situation. For the 
alcoholic, alcohol ingestion, and the supervening altered awareness, pro­
moted the use of fantasy formation as a defense against the recognition of 
compromised functioning and painful life circumstances. The unwelcome 
reality in regard to both past and present was denied, while fantasies, which 
invariably involved the patient's actively overcoming sexual and aggressive 
obstacles, provided a welcome gratification. In the alcoholic, pleasure in 
handling his glass of liquor and swallowing it can be substituted for the 
pleasurable manipulation of his penis. (See Arlow33 for discussion of the two 
aspects of masturbation: physical manipulation of the organ involved and the 
fantasy accompanying this manipulation.) 

In this way the construction of fantasies capable of absorbing the interest 
and satisfying the libidinal longings of the patient were encouraged. An 
important advantage of alcohol is that it permits the individual to bring about 
this altered state from outside his own body, and at will. The hypnoid state, 
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then, a necessary defense against experiencing too much pain or anxiety (as 
related to earlier assaults and seduction), is now brought about in a controlled 
and magical way by the effects of the ingestion of alcohol. The actively sought 
hypnoid state helps maintain the repression of the earlier victimization. 
Secondarily, the process of construction and weaving together these many 
fantasies can bring its own satisfaction. Interest in the real world and its 
objects are loosened, and the fantasy life of the individual flourishes. 

I have attempted to summarize my added understanding of alcoholism 
derived from twenty years of supervising the psychotherapy of alcoholic 
patients in a clinic setting. My knowledge of these patients was enhanced by 
my psychoanalytic background, which alerted me to the significance and 
portent of pathogenic developmental pressures. It was through this aug­
mented analytic filter that the supervisory situation was viewed and the 
evolving techniques for psychotherapy were developed. 
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CHAPTER 15 

Office Psychotherapy of Alcoholism 

SHELDON ZIMBERG, MD 

Physicians, psychiatrists, and other mental health professionals have been 
ineffectual in the treatment of alcoholics and have lost interest in attempting 
to treat them. Such a situation is not unexpected, since physicians and other 
health personnel are exposed only to the medical and psychiatric complica­
tions of alcoholism and not to the diagnosis and treatment of the disorder 
itself. This lack of awareness of successful treatment outcomes supports the 
myth that this illness is untreatable. 

It is generally accepted that psychological factors alone are not sufficient 
to produce alcoholism in an individual. Sociocultural and physiological 
factors (probably of genetic origin), along with psychological mechanisms, 
contribute to alcoholism. This presentation will look at the psychological 
aspects of the primary alcoholic, develop a paradigm of the psychodynamics 
of alcoholism as a biopsycho-social model of alcoholism, look at various 
treatment interventions as they relate to this model, describe the principles 
and techniques in alcoholism psychotherapy, and report a follow-up study of 
private psychiatric office treatment based on these principles. A successful 
psychotherapeutic technique must be based on an understanding of psycho­
logical conflict and provide techniques that can establish a successful 
therapeutic relationship that can lead to resolution of the psychological 
conflict and improved feeling state and behavioral functioning. The psycho­
therapy of alcoholism must, in addition, consider the effects of the drug 
alcohol on the individual, since alcohol itself produces significant mood and 
behavioral changes as well as addiction. Therefore, modifications of tradi­
tional psychotherapeutic interventions is required in the treatment of 
alcoholism because of the role of alcohol itself in the manifestations of the 
disease. 

SHELDON Z'USERG • Director of Psychi~try, Joi!!! Dise,,-ses, North General Hospital, New 
York, New York, 10035. 
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Psychodynamics of the Primary Alcoholic 

Blum l reviewed the literature on psychoanalytic theories of alcoholism 
and concluded that psychoanalytic concepts can be applied to the psycho­
dynamic understanding of alcohlism. Oral fixation is thought to be the 
arrested stage of development in the alcoholic. This fixation accounts for 
infantile and dependent characteristics such as narcissism, demanding 
behavior, passivity, and dependence. This fixation occurs after a significant 
degree of deprivation during early childhood development. Much evidence 
supports the view that alcoholics were exposed to rejection by one or both 
parents and that dependency needs are among the major psychological factors 
that contribute to the development of alcoholism. These issues have been 
developed and reviewed by Knight/ McCord and McCord/ Bacon et al,4 
Tahlka,s and Blane.6 Other developmental factors that have been noted to 
contribute to a conflict with dependency have been overprotection and the 
forcing of premature responsibility on a child. 

The dependency needs of many of the alcoholics the author has treated 
have been profoundly repressed, with little evidence of overt passivity or 
dependency traits when the patients were sober. These traits became apparent, 
however, under the influence of alcohol. While sober, alcoholics in many cases 
had obsessive compUlsive personality traits. They were often perfectionists, 
had the need to maintain control over their lives, and were completely 
unaware of even the most intense feelings, particularly anger. These observa­
tions were confirmed by an experimental study of drinking to intoxication 
among a group of alcoholics conducted by Tamerin and Mendelson.7 
Therefore, it is neither appropriate nor useful to look for or characterize an 
"alcoholic personality." The conflict discussed below forms a psychodynamic 
constellation which is the key psychological factor in alcoholism and is the 
core conflict that must be recognized in therapy. This psychodynamic 
constellation is a common problem among alcoholics, but it does not produce 
a common personality. 

The conflict consists of a lack of self-esteem along with feelings of 
worthlessness and inadequacy. These feelings are denied and repressed and 
lead to unconscious needs to be taken care of and accepted (dependency 
needs). Since these dependency needs cannot be met in reality, they lead to 
anxiety and compensatory needs for control, power, and achievement. 
Alcohol tranquilizes the anxiety and, more important, creates pharmaco­
logically induced feelings of power, omnipotence, and invulnerability. 

When the alcoholic wakes up after a drinking episode, he experiences 
guilt and despair because he has not achieved anything more than before he 
drank and his problems remain. Thus, his feelings of worthlessness are 
intensified and the conflict continues in a vicious circle, often with a 
progressive downward spiral. 
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Alcohol provides an artificial feeling state of power and control that 
cannot be achieved in reality. The very act of producing this feeling of power 
at will feeds the alcoholic's grandiose self-image. This intense need for 
grandiosity can be called "reactive grandiosity." 

These observations are supported by the work of McClelland et al,8 
which indicated that (in alcoholics) alcohol produces "ego enhancing" effects 
and thoughts of power and strength. McCord and McCord3 conducted 
longitudinal studies of families in which some of the boys later became 
alcoholics. They noted that the alcoholics had evidence of heightened 
unacceptable dependency needs and had feelings of being victimized by 
society with compensatory grandiosity. 

These observations are summarized in Figure I, which illustrates the 
psychodynamics of alcoholism. Childhood rejection, overprotection, or 
premature responsibility leads to an unconscious need for nurturance which 
cannot be met in reality and results in rejection. The rejection leads to anxiety, 
which in turn leads to the development of a number of defense mechanisms, 
particularly denial, and a compensatory need for grandiosity. The grandiosity 
causes such individuals to try harder and results in inevitable failure. The 
failures lead to more anxiety, depression, anger, and guilt. These unpleasant 
affects can be reduced by alcohol, at least for a time, and lead to the 
pharmacologically induced feelings of power and omnipotence, thus rein­
forcing the denial and reactive grandiosity. 

An individual with such a psychological conflict will become an alcoholic 
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if there is a genetic predisposition to alcoholism and if he lives in a society in 
which the use of alcohol is sanctioned as a way to feel better or in which there is 
considerable ambivalence regarding the use of alcohol. In any particular 
individual, one or more of these etiological factors may predominate and lead 
to alcoholism. 

Treatment of Alcoholism 

Alcoholics Anonymous 

Alcoholics Anonymous (AA) has been one of the most successful treat­
ment approaches for alcoholism; it is also the model for other successful self­
help movements. How does the effectiveness of AA relate to the psycho­
dynamic understanding of alcoholism just presented? 

Tiebout9 described a similar psychodynamic understanding of alcoholism 
in his paper discussing the process by which an alcoholic becomes involved in 
Alcoholics Anonymous. The process occurs in four steps: (I) the need to hit 
bottom, (2) the need to be humble, (3) the need to surrender, and (4) the need 
for ego reduction. These steps were based on Tiebout's observation of an 
excessive amount of narcissism in the alcoholic's ego, which gives rise to 
feelings of omnipotence. The steps in the conversion process are necessary to 
produce a reduction in this narcissism, which perpetuates the self-destructive 
behavior and the coexisting denial. Tiebout did not indicate in his paper, 
however, what happens to the excessive narcissism of the alcoholic's ego. 
Clearly, the narcissism is sublimated toward the goal of AA to rescue other 
alcoholics. Thus, the grandiosity becomes fulfilled and socially useful and 
much of the dependency need is met by the group. AA members recognize that 
their support of other alcoholics helps them to maintain sobriety. Therefore, 
the successful development of AA was based on an intuitive understanding of 
the alcoholic's psychological conflict and needs. 

Other Treatment Approaches 

Other treatment approaches can be understood by looking at Figure I in 
relation to possible intervention points on this paradigm. Intervention Point I 
represents the traditional psychoanalytic approach to treating alcoholism. In 
this case, the therapist attempts to work backwards from the defenses to 
uncover the underlying psychological conflicts. This approach has failed 
simply because the pharmacological effects of alcohol are too strong to be 
altered through insight alone, and the very technique of uncovering therapy 
produces anxiety, which results in the need to drink. 

Intervention Point II represents an area in which mood-altering drugs 
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might reduce the need to use alcohol to reduce dysphoric feelings. Subpop­
ulations of alcoholics who were clinically depressed have been noted in a 
recent study to have benefited from lithium treatment. 1O Such patients most 
likely represent secondary alcoholism rather than primary alcoholism. 

Intervention Point III represents the use of drugs or other modalities that 
would alter the effect of alcohol on the brain and result in a reduced craving 
for alcohol, a lessening of the pleasant effect of alcohol, and / or a reduction in 
the degree of physiological dependence. With our understanding of the 
mechanisms of how alcohol affects the brain, we may be able to alter the 
adverse effects selectively. This area probably represents the future of 
alcoholism treatment. 

Intervention Point IV can interrupt the pleasurable feelings associated 
with alcohol consumption that become reinforced by repetitive drinking and 
lead to alcoholism. Lovibond and Caddyll applied aversive conditioning with 
electric shocks to enable alcoholics to discriminate their blood alcohol levels 
and to maintain low levels characterized by controlled social drinking. They 
reported considerable success with this approach. Ewing and Rousel2 

reported that, although the alcoholic patients were able to learn to recognize 
their levels of blood alcohol and develop controlled drinking while in the 
program, all relapsed into loss-of-control drinking during the 27- to 55-month 
follow-up period. The literature is replete with equivocal results in various 
aversive conditioning approaches. However, this still remains an important 
area for research. 

The fifth point of possible intervention represents our current approach 
to alcoholism psychotherapy and is the basis of the material in this chapter. 
This method involves eliminating the use of alcohol by directive approaches 
and helping the alcoholic learn to live without alcohol in the face of stress and 
unpleasant feelings. 

The central problem in the psychotherapy is breaking through the 
reactive grandiosity that produces the massive denial of profound feelings of 
inferiority and dependency that permit the pattern of self-destructive drinking 
to continue. The alcoholic destroys, not only himself, but his loved ones 
without perceiving his lack of control of his behavior pattern. The typical 
response of an alcoholic without insight into his behavior is, "I can stop 
drinking any time I want to," despite overwhelming evidence to the contrary. 
This self-deception must be penetrated if rehabilitation is to succeed. 

Sociopsychological Factors Affecting Psychotherapy 

During the initial evaluation of the alcoholic, one not only must look for 
areas of psychologic.1I1 c.onflict lind psychopllthology; but must IIlso try to 
understand the patient's social circumstances. It is necessary to evaluate the 
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family and marital relationships that exist or existed and the employment 
situation. Information should also be obtained regarding the cultural 
attitudes toward drinking and drunkenness in the individual's family while he 
was growing up and how he integrated these attitudes into his drinking 
behavior. 

There must be a determination as to how the individual has handled 
crises and stress, and whether he has been able to modify or stop destructive 
drinking behavior spontaneously in the past, and for how long. One must 
determine the individual's psychological, social, and developmental levels and 
how he reached them. 

The social, familial, and cultural contexts in which problem drinking 
occurs are significant in determining the most effective treatment and what 
influences can be brought to bear to convince the alcoholic of his need for 
help. Coercion is often necessary because of the massive denial and self­
deception. Industrial alcoholism programs often use the implied threat of 
losing one's job unless one enters treatment. Such programs report relatively 
high rates of success in rehabilitating their alcoholic employees. Such coercion 
can be viewed as therapeutic leverage in which a small degree of self-awareness 
is forced upon the alcoholic. Such therapeutic leverage can be useful; 
however, it cannot in and of itself produce recovery, which can occur only in 
the treatment process described below. Therapeutic leverage should be sought 
in the initial evaluation of an alcoholic as a source of increasing motivation for 
treatment. 

All alcoholics are not the same, even though most share the common 
psychodynamic conflict of dependency and the need for compensatory power 
and control. Alcoholics exist in differing age groups, socioeconomic circum­
stances, and cultural groups.13-16 Approaches with the skid row homeless 
alcoholic cannot be the same as with the so-called high-bottom executive, or 
with the individual living in poverty in an urban ghetto. 

It should be noted that alcoholism does not occur as an all-or-none 
phenomenon but has varying degrees in the same individual. Table I shows a 
scale developed by the author'7 that defines the degrees of alcohol abuse from 
no problem to the skid row alcoholic at Level 6. Improvement in treatment 
can be measured by movement upward from Level 6 to Level I in this scale. 

The Treatment Process 

PrinCiples of Treatment 

Alcoholism is a chronic illness with a high potential for relapse. As in other 
chronic disorders, continuous care may be required in some cases. Alcoholics 
Anonymous is particularly well suited to provide this supportive treatment for 
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Level 

I. None 

2. Minimal 

3. Mild 

4. Moderate 

5. Severe 

6. Extreme 

TABLE I. Alcohol Abuse Scale 

Characteristics 

Drinks only on occasion, if at all. 

Drinking is not conspicuous, occasional intoxications (up to four per year). 
No social, family, occupational, health, or legal problems related to drinking. 

Intoxication occurring up to once a month, although generally limited to 
evening or weekends, and! or some impairment in social or family relations or 
occupational functioning related to drinking. No physical or legal problems 
related to drinking. 

Frequent intoxications, up to one or two times per week and! or significant 
impairment in social, family, or occupational functioning. Some suggestive 
evidence of physical impairment related to drinking such as tremors, frequent 
accidents, epigastric distress, loss of appetite at times. No history of delirium 
tremens, cirrhosis, nutritional deficiency, hospitalizations related to drinking, 
or arrests related to drinking. 

Almost constantly drinking (practically every day). History of delirium 
tremens, liver cirrhosis, chronic brain syndrome, neuritis, nutritional defi­
ciency, or severe disruption in social or family relations. Unable to hold a 
steady job but able to maintain himself on public assistance. One or more 
arrests related to drinking (drunk and disorderly). 

All the characteristics of severe impairment plus homeless ness and! or 
inability to maintain himself on public assistance. 

an indefinite duration. However, professional intervention during the early 
stages of treatment is necessary to provide detoxification from alcohol, a 
thorough psychosocial evaluation, and continued support for alcoholics 
unwilling or unable to make effective use of AA. After detoxification, 
alcoholics should not be maintained on minor tranquilizers since these may be 
readily abused. Detoxification can be carried out in many cases on an 
ambulatory basis. The ambulatory detoxification involves using diazepam 
(Valium) 5 mg three times a day in decreasing doses over a 7- to I O-day period. 
The patient should be seen 3 to 4 times during this period to assess the 
effectiveness of the detoxification. The prescription should not contain more 
than 21 tablets and should not be renewable. Some patients with more severe 
manifestations of alcoholism may require inpatient detoxification. 

Patients with serious depression or psychoses along with alcoholism 
should have these conditions treated first. It has often been found that the 
alcoholism is secondary to these major psychiatric disorders and dears up 
when the primary disorder is effectively treated. A period of observation of 
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such patients in a hospital setting may be required to make such a differential 
diagnosis. 

Directive counseling during the process of detoxification can enhance an 
alcoholic's motivation to continue the treatment. Counseling or more 
intensive psychotherapeutic approaches are necessary after detoxification. 
Acquainting the alcoholic with the physical effects of alcohol on his body and 
the effects on his ability to perform his necessary functions should be part of 
this effort. The deterrent use of disulfiram (Antabuse) is also effective. 

Several principles are important in the treatment of an alcoholic 
individual. The principles apply whether the alcoholic is involved in a 
therapeutic relationship with a physician, with a mental health professional, 
or with a paraprofessional alcoholism counselor. First, the drinking itself 
must be terminated if therapy is to be effective in achieving rehabilitation. A 
common mistake mental health professional have made is to consider 
alcoholism a symptom of underlying disorder. Psychological conflict does 
exist as indicated, but efforts must first be directed to achieve sobriety for the 
patient through detoxification and the maintenance of sobriety through 
intensive directive counseling or psychotherapy and the use of disulfiram. A 
patient who continues to drink will not respond to counseling or psycho­
therapeutic approaches, and a power struggle will develop between therapist 
and the drinking patient. 

The second principle is the understanding of the transference that the 
alcoholic will establish with the therapist. This transference is very intensive 
and is characterized by a considerable amount of dependence coupled with 
hostile, manipulative, and testing behavior. Thus, a great deal of ambivalence 
will be noted in the transference relationship. The alcoholic will be dependent, 
but at other times he will be grandiose, believing he can control his drinking as 
well as hls life when the evidence is obviously to the contrary. 

The third principle is understanding the countertransference that may 
develop in a therapist in response to the provocative behavior and drinking of 
the patient as a test of the therapist's continued interest. Because of this type of 
testing behavior, the treatment of an alcoholic can be felt to be frustrating and 
unrewarding. The therapist must recognize, however, that he is not omni­
potent in regard to the alcoholic's drinking. He cannot, nor can anyone, stop 
an alcoholic determined to drink. A therapist can only provide the means to 
assist the alcoholic in achieving sobriety; he cannot force him for long into 
refraining from drinking. Only the patient's conscious efforts can achieve this. 
Recognizing this reality, the therapist must impose limits on the behavior of 
the patient and conditions under which treatment can continue. If the patient 
cannot meet these conditions, treatment should be discontinued. The door, 
however, should be left open to renew the efforts to achieve sobriety as the first 
step in the treatment process. Table II summarizes the basic principles that 
should be observed in the psychotherapy of alcoholism 
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TABLE II. Principles of Psychotherapy with Alcoholics 

I. Direct intervention in relation to drinking. 

2. Transference: intensely ambivalent; testing; denial and grandiosity. 

3. Countertransference: intense feelings of frustration and anger; therapist's need for 
omnipotence. 

4. Support and redirection of various defenses rather than attempt to remove. 

5. Looking for therapeutic leverage. 

6. Therapy carried out in stages designed to achieve control of impulse to drink. 

Stages of Treatment 

The treatment has been observed to progress through several stages (see 
Table III). Although the stages can be observed in group therapy and in AA 
involvement, they are most apparent in individual therapy. 

The first stage involves the situation in which the alcoholic cannot drink. 
This situation exists when there is external pressure on the patient to stop 
drinking such as the threat of loss of job, his spouse's leaving, or the use of 
disulfiram. In a sense, the alcoholic is forced to stop drinking at least for a 
short time. His attitudes toward drinking and the denial of drinking as a 
serious problem have not changed. The alcoholic has stopped drinking not 
because he sees stopping as necessary, but because someone else does. He 
must be helped by directive counseling to face problems and stress without 
resorting to alcohol. Involvement of the family in joint sessions with the 
patient and referral of the family to AI-Anon are helpful in changing family 
attitudes about the alcoholic family member and in giving the family greater 
understanding of the illness of alcoholism. During this stage patients should 
be taught to recognize cues that might lead to drinking so that they can 
develop alternative copying mechanisms. Forgetting to take a disulfiram 
tablet can be such a cue, and therefore the use of disulfiram can serve as an 
early warning system. Often, when the patient has stopped drinking early in 
treatment, he feels extremely confident about his newly acquired sobriety and 
experiences a feeling of euphoria. This feeling is a reaction formation to his 
unconscious lack of control over his drinking, which is now experienced as a 
certainty of control over his not drinking as well as control over other aspects 
of his life. Patients should be warned to expect such inappropriate feelings. 
This situation is by its nature very unstable since there has been neither 
sigmficant change in the patient's attitude about drinking nor an ego 
reduction as described by Tiebout. 9 The situation can easily lead to a return to 
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Stages 

Stage 1 

Stage II 

Stage III 

Sheldon Zimberg 

TABLE III. Stages of Treatment 

Patient Status 

"I can't drink" (need for 
external control) 

"I won't drink" (inter­
nalized control) 

"I don't have to drink" 
(conflict resolution) 

Treatment 

Alcohol detoxification 
Directive psychotherapy 
Disulfiram 
AA 
Family therapy 
AI-Anon 

Directive psychotherapy 
Supportive psychotherapy 
Possible discontinuation 

of disulfiram 
AA 

Psychoanalytically 
oriented psychotherapy 

drinking or, through counseling and/ or further Alcoholics Anonymous 
involvement, to a stage at which the alcoholic won't drink. 

This is the stage at which the controls on the compUlsion to drink have 
become internalized and there is no longer a serious conscious conflict about 
whether or not to drink. At this stage, the individual's attitude toward the 
necessity of drinking and the deleterious consequences in resuming drinking 
are apparent; he has experienced a considerable attitudinal change toward 
drinking. The conflict about drinking is still present, but at an unconscious 
level. Evidence ofthe continued existence of this conflict is present in fantasies 
and dreams. This stage is the level which many Alcoholics Anonymous 
members have achieved. Discontinuation of disulfiram or its intermittent use 
only in stressful situations can be considered. Further help in developing 
alternative coping mechanisms for stress and unpleasant feelings should be 
provided. This stage represents a reasonably good stage of recovery and is 
fairly stable, only occasionally leading to a slip after years of sobriety. The 
reactive grandiosity has now been sublimated (redirected) in the ego­
enhancing feelings of control over a previously uncontrollable problem. For 
active AA members, their work with other alcoholics serves as an additional 
outlet for the need for grandiosity. At least six months to one year of directive 
psychotherapy is required to achieve this stage of recovery. 

The third stage of recovery involves the situation in which the alcoholic 
does nol have 10 drink. This stage can be achieved only through insight into 
the individual's personality problems and conflicts and their resolution to a 
major degree. The habitual use of alcohol at this stage can be understood as a 
way of dealing with the individual's conflicts. With the resolution of the 
conflicts, the individual can achieve more adaptive ways of coping with 
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problems internal and external. This stage can be achieved only through 
psychoanalytically oriented psychotherapy and self-understanding. It is a 
stable stage as long as the alcoholic refrains from drinking and is relatively 
easy to maintain. The duration of treatment required to achieve this stage of 
recovery has in the author's experience been about one or two years after 
reaching Stage II. 

After reaching Stage II or III, some patients enter a situation in which 
they believe, "I can return to social drinking." Possibly a small percentage of 
alcoholics can achieve this (see Pattison's discussion I8), but at our present 
level of knowledge it is impossible to predict which patient this might be. All 
alcoholics believe during the initial stages oftreatment that they can return to 
controlled drinking. Alcoholics who have achieved recovery (Stage II or III) 
in most cases do not desire to resume social drinking because of the risk 
involved. Recent publicity regarding this issue has raised the question in some 
recovered alcoholics, but generally they have been persuaded not to take the 
chance of resuming social drinking. For all practical purposes at the present 
time, abstinence should be the necessary goal in the treatment of all alcoholics. 
Alcohol is not necessary to life, and it is quite possible to live and even be 
happy without consuming it. This fact should be part of the attitudinal change 
an alcoholic experiences during the process of recovery. 

Termination of Treatment 

The termination of treatment with an alcoholic is critical. If the treatment 
process is successful, the alcoholic will have established a dependent, trusting 
relationship with the therapist, and therefore termination will produce 
anxiety and the possibility of return to drinking. The termination should be 
based on mutual agreement between the therapist and patient, a termination 
date determined, and the final period of therapy involved with the issue of 
termination. 

Termination can occur at Stage II or III since both are relatively stable 
stages regarding control of drinking. A decision has to be made, however, 
when a patient reaches Stage II, as to whether further treatment to achieve 
insight into the psychological conflict related to his drinking problem and 
moving to reach Stage III in treatment is important. This option should be left 
to the patient. N on psychiatric physicians can provide the directive counseling 
and the prescription disulfiram, where indicated, to help alcoholics reach 
Stage II. More traditional psychotherapy is required to reach Stage III, and 
non psychiatric physicians and alcoholism counselors might consider referral 
of such patients to psychotherapists. 

Regardless of whether the patient terminates in Stage II or III, the door 
to return to therapy should be left open. LA". patient w'ho stops treatment after 
Stage II may determine after a while that not drinking is not enough to help 
him deal with his feelings and conflicts and might wish to return for treatment 
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to try to achieve insight into his personality conflicts. A patient terminated 
after Stage II may have a slip, and a return to treatment should be available. 
This slip, however, should not be viewed as a treatment failure, but as part of 
the rehabilitation process that is not yet complete. Patients who slip in Stages 
II and III generally do not return to continuous uncontrolled drinking 
because their awareness of their problem is acute and the strength of their 
control mechanisms is such that the mechanisms can be quickly reinstated. 
The slip can be looked at as a psychological maladaptation to conflict and 
anxiety or as a transference reaction, and it is possible to help the patient gain 
more understanding of his need to drink by analyzing such slips. 

This approach to psychotherapy of alcoholics, presented in terms of 
stages of progression of treatment in relation to varying abilities to control 
the impulse to drink, provides a framework for a complex and often 
amorphous treatment process. It provides a goal-directed approach to 
achievable levels of improvement. Complex therapeutic decisions regarding 
involvement of the family in treatment, starting or stopping of disulfiram, 
attendance at AA meetings, use of uncovering techniques, discontinuation of 
therapy, and other questions can be considered in relation to these fairly 
preditable stages in the recovery process. It is possible to make predictions of 
outcome of therapeutic intervention or lack of intervention based on 
knowledge of the stage of recovery the patient has entered. Therefore, such an 
awareness can make the complex psychotherapeutic process with alcoholics 
potentially understandable and subject to a certain degree of predictability. 

Report of an Outcome Study 

The author analyzed data on 23 alcoholic patients treated in individual 
psychotherapy during a two-year period in a private psychiatric office setting 
where the methods described above were utilized. The patients were seen in 
most cases on a once-a-week basis. In some cases where marital problems were 
major aspects ofthe patient's difficulties,joint sessions with spouses were held 
periodically. All patients received a physical examination and laboratory 
studies from an internist. 

The data obtained for this study came from a review ofthe charts kept on 
the patients and follow-up telephone calls on patients who were no longer in 
treatment. 

The results ofthe study can be seen in Table IV. This table indicates that 
14 of the 23 patients treated (61 %) were successes. An outcome was considered 
successful when there was at least 1 year of abstinence from alcohol with 
functional improvement in other aspects of their lives. Of the 14 patients who 
achieved a successful outcome, 10 patients achieved a Stage II level of 
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TABLE IV. Characteristics of Treated Patients 

Successes 
a 

Early' Failures 

Il 
Dropouts 
5 (22%) 4 (17%) 

I. Sex 
Male 8 4 2 
Female 6 2 

2. Age 
Average 43 38 41 
Range 33-54 22-52 30-51 

3. Religion 
Catholic 3 I I 
Protestant 6 2 3 
Jewish 4 0 
Other I 0 

4. Marital status 
Married 7 3 
Divorced 3 
Single 3 I 
Separated 0 0 1 
Widowed 0 0 

5. Employment 
Employed II 5 3 
Student 1 0 0 
Housewife 2 0 

6. Social class 
Lower middle 2 
Middle 7 I 
Upper middle 6 2 2 

7. Duration of alcohol 
a buse (years) 

Average 7 6 5 
Range 3-17 2-12 2-10 

8. Level of alcohol 
abuse 8 3 2 

4 6 2 2 
5 

Continued 
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TABLE IV. (Continued) 

Successes 
a 

Early' Failures 

14" 
Dropouts 
5 (22%) 4 (17%) 

9. Use of disulfiram 
Yes 13 2 4 
No I 3 0 
Complications 2 0 0 

10. Type of Detoxification 
Hospital 3 0 I 
Ambulatory 9 5 3 
None 2 0 0 

II. Use of Alcoholics 
Anonymous 

Yes 10 2 I 
No 4 3 3 

12. Previous Treatment 
None 6 3 2 
Psychiatric 7 2 2 
Alcoholism I 0 0 

: One year or more of abstinence with improvement in other aspects of their lives. 
,Stage 11-10; Stage III-4 
Six sessions or less. 

recovery (internalized controls over the impulse to drink) and 4 achieved a 
Stage III level of recovery (conflict resolution). 

In the study, 5 patients (22%) dropped out of therapy early (6 sessions or 
less) and 4 patients (17%) were failures. If we consider the outcome of the 18 
patients who remained in therapy, 14 (78%) had successful results. 

There were 14 males and 9 females. The average age was 44 with a range 
of 22-54. The average duration of their alcoholism was 8 years with a range of 
2-17 years. The severity of their alcoholism was 13 of the patients at Level 4 on 
the Alcohol Abuse Scale (see Table I) and 10 and Level 5. 

Additional demographic characteristics of this treatment population 
indicated that II patients were married, 6 divorced or separated, 5 single, and 
I widowed; 5 were Catholic, 11 Protestant, 5 Jewish, 1 Moslem, and another 
with no religious affiliation; all of the patients were middle-class individuals, 
with 19 employed, 1 a student, and 3 housewives. 

History of the treatment popUlation indicated that 11 had no previous 
treatment for their alcoholism, 11 had previous psychiatric treatment which 
was unsuccessful, and 1 had previous alcoholism treatment which was 
unsuccessful. 
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When first seen for treatment, most of the patients required detoxification 
from alcohol, with only 2 being sober on initial contact. Of the 21 requiring 
detoxification, 17 (81 %) were successfully detoxified on an ambulatory basis; 
4 (19%) required in-hospital detoxification after failure of ambulatory 
detoxification. 

Regarding Alcoholics Anonymous attendance, 13 participated in AA 
and 10 did not. Among the patients who dropped out and those who failed in 
therapy, 3 used AA and 6 did not. Although the numbers are too small to 
determine statistical significance, it is suggested that attendance at AA is 
associated with a successful outcome. 

Disulfiram was used with 19 of the 23 patients and with 13 of the 14 
patients who had successful outcomes. There were 2 patients who had 
complications from the use of disulfiram which required its discontinuation. 
One patient developed a toxic hepatitis and another developed an organic 
brain syndrome. These conditions cleared up after the disulfiram was stopped. 

Organic Brain Damage in Alcoholics 

A CT scan study conducted by Lusins et al19 of alcoholics without 
psychiatric disorder, drug abuse, dementia, or neurological disorder found 
58% of 50 patients with cerebral atrophy. The atrophy was not correlated with 
neuropsychological deficits, age, age of onset of drinking, or severity of 
alcoholism. The only correlation was in the duration of problem drinking, 8.7 
years without atrophy and 13.3 years with atrophy. 

In private practice, three patients who were not responding to the 
psychotherapy described recently were found to have cerebral atrophy on CT 
scan. The role of organic brain damage in unresponsive alcoholics is suggested 
by this finding in a small number of patients. CT scan studies should be done 
in patients who have drinking histories of more than 10 years in duration or 
who are unresponsive to psychotherapy. Other nonverbal approaches may be 
more appropriate for such brain-damaged alcoholics. 

Summary 

Alcoholism can be treated psychotherapeutically in individual or group 
therapy. The underlying psychodynamics consists of conflict with excessive 
dependent needs leading to the defenses of denial and reactive grandiosity. 
The use of alcohol serves to reinforce these defenses. Certain principles are 
necessary for the successful psychotherapeutic treatment of alcoholism: (I) 
efforts must first be directed at producing abstinence from alcohol; (2) there 
must be an understanding of the transference and countertransference aspects 
of the treatment process by the therapist. The treatIIlt:llt process h:ls been 
observed to progress through fairly distinct stages, consisting of the patient's 
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ability to maintain controls on the compulsion to drink. In treating the 
alcoholic, one must determine first if the alcoholic has coexisting physical or 
serious psychiatric disorders that will affect the treatment process. In 
addition, the social, family, and economic circumstances ofthe patient must 
be understood and utilized to provide therapeutic leverage that will enhance 
the effectiveness of treatment. 

A report of patients treated in individual psychotherapy over a 
two-year period in a private psychiatric office setting was presented. The 
results indicated a 61 % success rate in the total population and 78% successful 
results in those patients who remained in treatment beyond six sessions. 
Therefore, alcoholism was found to be eminently treatable in a psychiatric 
office setting, contrary to the common experience of most psychiatrists. 

Patients who have long drinking histories and are found to be unre­
sponsive to this psychotherapeutic approach may have brain damage as 
determined by CT scan. 
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alcohol withdrawal delirium and, 152 
biogenetic amine metabolism and, 1 
course of illness in, 74-75 
delirium tremens and, 72 
hallucinations and delusions in, 61, 73 
incidence of, 70-71 
interaction with alcoholism, 71-72 
long-term characteristics of, 75-76 

Schizophreniform disorder, 150 
Self-esteem 

in primary alcoholic, 214 
in women alcoholics, 185 

Self-image, grandiose, 215 
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Self-medication, 103, 168 
Skid-row alcoholics, suicide in, 98-99 
Social drinker 

defined,2 
vs. problem drinker, 166 

Social factors, drinking and, 5-7 
Social networks, alcoholism and, 40 
Sociocultural change, substance abuse and, 

37 
Sociocultural determinants, in adolescent 

alcohol abuse, 167-168 
Sociopathic personality, 111-112 

criminal personality traits and, 120 
prognosis in, 123 

Stromgren method, 89 
Subcultural group, concept of, 35 
Suicide 

alcoholism and, 88, 97-108 
blackouts and, 102-103 

Suicide attempts, treatment in, 106-108 
Superego identification, attitude 

reevaluation and, 203 

THE DOOR, adolescent treatment 
programs at, 173-174 

Therapist. See also Psychoanalysis; 
Psychotherapy 

countertransference in, 220 
transference with, 205, 220 

Thiamine pyrophosphatase-dependent 
transketalase activity, 158 

Tolerance, physical dependence and, 10 
Toronto Addiction Research Center, 142 
TPP. See Thiamine pyrophosphatase-

dependent transketalase activity 
Trail Making Test, 159 
Tranquilizers, in alcoholism/ schizophrenia, 

76 
Transference, of alcoholic with therapist, 

205,220 
Treatment. See also Alcoholism treatment 

Alcoholics Anonymous and, 16, 42, 54 
anomie during, 41 
core therapy in, 16 
ethnicity and, 41-43 

Twelve Steps, of Alcoholics Anonymous, 
42,55 

Umtication Church, social intoxicants and, 
49-55 

United Kingdom, alcoholic beverages 
available per person in, 28 

United States 
alcoholics in, 21 
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economic cost of alcoholism in, 23 
health expenditures on alcohol-related 

problems in, 23 

Vietnam veterans 
alcoholism and, 137 
heroin addiction in, 8 

Vomiting, in alcohol withdrawal, 152 

W AIS. See Wechsler Adult Intelligence 
Scale 

Wechsler Adult Intelligence Scale, 156 
Wernicke encephalopathy, 158 
Wernicke-Korsakoff syndrome, 158 
Wisconsin Scoring Test, 159 
Withdrawal 

antipsychotic agents in, 149 
benzodiazepines in, 151 
delirium tremens and, 150-154 
hallucinations in, 73, 150-151, 154 
hyperreflexia and, 152 
panic disorder and, 133 
physical dependence and, 10 
protracted, 155-157 
schizophreniform disorder and, 150 
sedatives and, 149 
signs and symptoms of, 154 

Women 
AA meetings and, 186 
alcohol problems of, 179-180 
self-esteem in, 185 
as sex objects, 186 
socioeconomic status of, 186 

Women alcoholics 
abstinence in, 189 
clinical characteristics of, 180-183 
detoxification of, 187-188 
disulfiram for, 189 
family history of, 181 
feminine sex role and, 184-185 
fetal alcohol syndrome and, 183-184 
as homicide offenders or victims, 121-122 
identity of, 165-166 
physiology of. I R2 
pregnancy and, 183 
prognosis for, 190 
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Women alcoholics (cont.) 
psychiatric problems of, 179-191 
psychology and behavior of, 181-182 
psychotherapy for, 188 
self-esteem in, 185 
treatment of, 187-190 

Women for Sobriety, 188-189 
"Women's work" concept, in American 

society, 185 
World Health Organization, 89 

Index 

Worthlessness, feelings of, 214 

Young people. See also Adolescence; 
Adolescent alcoholics 

excessive drinking by, 166-167 
"powerless" feelings in, 163 

Zung Self-Rating Depression Scale, 81-82 
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